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EXECUTIVE SUMMARY 

ES.1 Introduction 
 
This report presents the results of an evaluation by Invest in Knowledge Initiative 
(IKI) of the Information and Communications Technology for Maternal, Newborn 
and Child Health (ICT for MNCH) Pilot Project, which is a project of the Concern 
Worldwide’s Innovations for Maternal, Newborn & Child Health Project initiative.   
The project was implemented in Balaka District, Malawi, by VillageReach, where it’s 
hotline and tips and reminder services are together known as Chipatala Cha Pa Foni 
(CCPF), or “Health Center by Phone”.  It aimed to address barriers to MNCH 
information and improve the coverage and quality of MNCH services in rural Malawi.  
 

ES.2 Context of the Evaluation  
  
In 2011, the year that the ICT for MNCH project began to be implemented, a report 
by the Ministry of Health (MOH) (Ministry of Health 2011) considered the major 
barriers to improving health in the country to be access to services and human 
resources.  The MOH report notes that a high proportion of the population of Malawi 
lives more than eight km from a health facility: the time it takes to reach a health 
facility and the costs of transportation may result in fewer consultations with health 
staff than is desirable.  The report also points out that despite the improvements in 
the human resources situation, it remains “both acute and complex…at current 
output levels it will take many years to come anywhere near the numbers of health 
staff needed to provide minimum standards of service delivery” (MOH 2011: 30). 
   
At the time that VillageReach was selected to implement the ICT for MNCH project, 
Balaka district was among the poorest performing districts in Malawi in terms of 
maternal and child health outcomes (MICS 2006; Welfare Monitoring Survey 2008), 
MOH 2006).  Formative research at baseline using focus groups showed that 
women valued the services they received at the health facilities but were highly 
critical of the way the services were delivered.  The clinics open late, the queues 
are long, and it is not uncommon for those who have not been attended by 
lunchtime to be told to return the next day. They also talked of being shouted at by 
the staff and being told there was no medicine that day.   

ES.3 Description of the Project  
 
CCPF was to help bridge the divide between communities and life-saving health and 
information services by providing pregnant women and caregivers of young children 
with new, timely, and reliable means of accessing maternal, newborn and child 
health (MNCH) information.  The project was implemented in four health center 
catchment areas within Balaka District in the southern region of Malawi, an area 
with some of the lowest maternal and child health indicators in Malawi. 
 
The services offered included: 
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• A toll-free case management hotline providing protocol-based health 
information, advice and referrals for pregnant women, caretakers of children 
under one year of age and women of childbearing age. Callers are connected 
to trained personnel at Balaka District hospital. Some problems could be 
resolved by providing information and advice; for others, the caller was 
referred to a health facility.    

 
• An automated and personalized tips and reminders service for pregnant 

women, guardians of children under one year of age and women of 
childbearing age. Users of the hotline are offered the opportunity to receive 
weekly calls on appropriate care seeking and health practices. These can be 
received as SMS or voice messages. 

 
In addition to the CCPF services, the ICT for MNCH project also trained community 
volunteers to generate demand and enable access to the CCPF services.  
Community volunteers were provided with mobile phones and were to mobilize 
users in the catchment areas of four health centers and ensure access to the hotline 
and the tips and reminders to those without phones.   
 

ES.4 Theory of Change  
 
Barriers to appropriate MNCH could be reduced by providing pregnant women and 
caregivers of young children with (1) Timely and appropriate preventative and 
curative advice on MNCH provided within the community by a case management 
hotline and messaging service and (2) Community sensitization on services offered 
by CCPF and community volunteers selected, oriented and provided with phones. It 
was hypothesized that this would lead to increased awareness of appropriate facility 
and home-based interventions among pregnant women and caregivers of young 
children, as well as improved community perceptions of the quality of MNCH care. 
Thus, there would be increased uptake of home and facility-based MNCH practices.  
As a result of the project, but beyond the scope of this evaluation, it was expected 
that there would be reductions in neonatal and child mortality.    
 

ES.5 Evaluation Design & Methods 
 
Design  
 
The project’s implementing partners developed a mixed method approach to 
examine and understand exposure to CCPF and change in MNCH knowledge and 
behavior.  
 
For the quantitative component, a quasi-experimental, pre-test and post-test 
design was used.  This entailed a comparison between the extent of change in the 
outcome variables in the intervention area, Balaka District, between baseline and 
end line, with change in the outcome variables in the control area, Ntcheu District, 
between baseline and end line. In other words, the time trend in Ntcheu District is 
used as a counterfactual for what the time trend would have been in the Balaka 
District had there been no intervention.  The analyses were pre-specified in a Pre-
Analyses Plan, in order to guard against data mining.  The pre-analysis plan was 
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written and agreed upon after baseline data collection and analysis, but before the 
collection and analysis of end line data. The Pre-Analysis Plan is included in 
Appendix B. 
 
For the qualitative component, multiple methods of data collection were used at the 
time of the end line.  This study was designed to compare perceptions of CCPF 
between women who used the hotline and the women who had heard of it but had 
not used it, and to document the perceptions of a wide range of stakeholders on the 
impact of CCPF on maternal, newborn and child health and on the process of 
implementing CCPF.    

Methods 
 
Quantitative: The core of the quantitative assessment were baseline (carried out 
between June and July 2011) and end line (carried out from May to June 2013) 
cross-sectional population-based household surveys in the intervention and control 
districts of mothers aged 15-49 who had children under 5 years of age, as well as 
pregnant women and caregivers of children under 5 years of age.  The total sample 
size for the evaluation analysis was 6,479.  Questions on MNCH were based on the 
Multi-Indicator Cluster Survey and included questions on MNCH knowledge and 
behavior.  The end line survey in the intervention sites included questions on 
exposure to and use of CCPF. 
 
The primary sampling units were villages; the sampling methodology was a one-
stage cluster sample with stratification at the health center level. Using a 
systematic sampling approach, villages were randomly selected to be in the study, 
such that villages had the same probability of being selected into the sample 
regardless of their population size.  Every household in the selected villages was 
listed; women age 15-19 and/or caretakers of a child under five were eligible for 
the study. The same procedure was used at end line.   
 
Qualitative: Several qualitative methods were employed, according to the type of 
respondent.  Sampling for these methods was purposive.  The methods included: 
focus group discussions in both intervention and control catchment areas (baseline 
and end line); in-depth interviews with community members, including community 
volunteers who conducted community mobilization and made phones available to 
those who had none (end line); ethnographies from the intervention catchment 
areas written by participant observers (baseline and end line); and key informant 
interviews with stakeholders (end line). Stakeholders included traditional leaders, 
health facility personnel, and members of the Balaka District Health Management 
Team.  Data on client experiences and satisfaction was collected at baseline 
through client exit interviews, and at end line through the survey.  Rapid facility 
assessments were conducted at both baseline and end line and in both intervention 
and control areas, in order to take into account any differences in the availability of 
services, supplies and staffing might be relevant for the evaluation results.  
 
VillageReach: The evaluation was informed by a wealth of monitoring and 
evaluation data, both quantitative and qualitative, collected by VillageReach.  The 
electronic monitoring system provided data on the number of hotline calls, the 
purpose of the call, the advice given by the hotline worker, and the number of tips 
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and reminder messages retrieved.  VillageReach also provided numerical data on 
the activities reported by community volunteers to VillageReach staff.      
 

ES.6 Quantitative Analyses  
 
The analyses of the survey data provide descriptive information and estimates of 
the effects of the intervention.  
 
Descriptive: The descriptive information includes: how many survey respondents 
had heard of CCPF; of those, how many had called the CCPF hotline or subscribed 
to messages; and, for all respondents, whether users of CCPF or not, background 
characteristics such as their age, marital status, education, number of children 
under five, ethnic group, ownership of a mobile phone, and wealth (defined by 
status of walls, roof and floor of house).  
 
There were a total of 33 indicators of MNCH in the survey.  These were collapsed 
into several outcomes:  
 
Coverage-related Outcomes 

Outcome 1.1: The ICT for MNCH project will increase knowledge of home-
based and facility-based practices for maternal and child health. 
 
Outcome 1.2a: The ICT for MNCH project will increase the use of home-based 
practices for maternal health. 
 
Outcome 1.2b: The ICT for MNCH project will increase the use of home-based 
practices for child health. 
 
Outcome 1.3a: The ICT for MNCH project will increase the use of facility-based 
services for maternal health. 
 
Outcome 1.3b: The ICT for MNCH project will increase the use of facility-based 
services for child health. 
 

Quality-related Outcome 
Outcome 2a: The ICT for MNCH project will increase client satisfaction with 
facility services for maternal health. 
 
Outcome 2b: The ICT for MNCH project will increase client satisfaction with 
facility services for child health. 
 

In the presentation of results, we report the aggregate effect across all indicators 
for an outcome, and note when there are specific indicators that appear to be 
driving the results.   
 
Analytic: The primary analytic approach is a technique called “difference-in-
differences”.  This approach defines the treatment (intervention) effect as the 
difference between the treatment and control groups after treatment, minus the 
difference between the treatment and control groups before treatment.  The (pre-
treatment) baseline data allow us to estimate the “normal” difference between 
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treatment and control areas (Balaka District and Ntcheu District respectively).  We 
then subtract this normal difference between the two districts from the (post-
treatment) end line differences between Balaka District and Ntcheu District: the 
remaining difference, if any, between the intervention and control groups can then 
be attributed to the intervention.  The overall difference is conveyed in percentage 
points and is calculated by the following formula.  
 
((Ie-Ce)-(Ib-Cb))=D-in-D, where I is the intervention group, C the control group, 
e=end line and b=baseline 
 
This approach allows for negative as well as positive results.  If the improvement in 
an indicator, for example attendance at ANC in the first trimester, is greater in the 
intervention group than the control group, that is a positive finding.  If, however, 
the improvement in this indicator is greater in the control groups—perhaps due to 
the activities of other projects—then that is called a negative finding.   
 
The evaluation also estimated the effectiveness of the interventions within a 
multivariate regression framework, allowing inclusion of the other predictors of 
interest to provide a more precise estimate of the effect.  

ES.7 Knowledge and Use of CCPF 
 

ES.7.A Knowledge of CCPF 

In the catchment areas of the four intervention health centers in Balaka District, 
75% of respondents had heard of CCPF by name, while only 3% had heard of CCPF 
in control communities in Ntcheu District. Of those who had heard of CCPF, 98% 
identified CCPF as providing a hotline. The tips and reminders service was less well 
known, with only 21% of respondents mentioning it.  The qualitative data, 
however, show that respondents did not easily distinguish between the hotline and 
the tips and reminders service.  
 

ES.7.B Use of CCPF 

VillageReach successfully implemented CCPF in the catchment areas of four rural 
health centers in Balaka District.  Both the survey data and the VillageReach 
electronic data show that:  
 
 
 
 
 
 
 
 
 
 
 
 
Since a minority of households had a mobile phone, the majority of users relied on 
phones distributed to community volunteers.   The survey data show that 61% of 

 
CCPF effectively connected nearly one fifth of the 
women of childbearing age to hotline workers, thus 
permitting them to receive advice on maternal, 
newborn and child health and supportive tips and 
reminders delivered on a regular schedule.   
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callers used the community volunteer’s phone, 24% used their personal phone, and 
the rest used a phone belonging to a friend or family member. 
 
 

 
 

ES.8 Estimated Intervention Effects on Outcomes 
 
The quantitative analysis focused on three outcomes included in the design of the 
project, each measured by a set of indicators; almost all of the 33 indicators were 
drawn from the Multiple Indicators Cluster Survey (MICS).  A subset of MICS 
indicators for MNCH knowledge and behavior were selected to capture changes in 
knowledge and practices at the household level.  The three key outcomes (each 
consisting of several indicators) for the end line evaluation were (1) increased 
knowledge of home-based and facility-based practices; (2) increased use of home-
based and facility-based practices; (3) increased satisfaction with MNCH facility-
based services. (The survey questionnaires are available in Appendix A). 
 

ES.8.A Knowledge, CCPF Users Only 

When all the indicators of knowledge of MNCH practices among those who used the 
services are aggregated into one measure, the CCPF project had no aggregate 
effect. This was not a surprise, since both the focus groups conducted at baseline 
and the baseline survey had shown that for many indicators knowledge was already 
high, and, for some indicators, so high that substantial improvement would be 
difficult to achieve. There were, however, improvements in individual indicators.  
 

 

The vast majority of those who had called the hotline 
were satisfied (441 out of 469, 94%), with most 
reporting that they were “very satisfied” (314 out of 
469, 67%). Almost all were satisfied with the tips and 
reminders service (196 out of 200, 98%), with the 
majority (154 out of 200, 77%) reporting being very 
satisfied. 

 

CCPF users had increased knowledge for many MNCH 
practices: that women should drink more water while 
pregnant, that women should lift less while pregnant, 
that pregnant women should not take traditional 
medicines, what to bring to health center for a birth, and 
that a baby born at home should be taken to a health 
center immediately. 
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There were also negative results for individual indicators: can list an average 
number of ANC practices, can list an average number of important childhood 
vaccinations, knows pregnant women should get a tetanus toxoid vaccine, and can 
list average number of symptoms that require a child to be taken to a health 
center.   It was generally not the case that knowledge in Balaka District diminished, 
between baseline and end line, but rather that knowledge improved in the control 
catchment areas more than the intervention catchment area. Thus, these negative 
results were relative to the increase in knowledge in Ntcheu District, and not an 
absolute.  There are many organizations working to improve maternal and child 
health in Malawi, some of which worked in the control areas and some in the 
intervention areas.  It may be that some focused particularly intently on at least 
some of the indicators that improved more in Ntcheu District than in Balaka District.    
 
In summary, the results for this outcome suggest that, among those who used the 
CCPF hotline and/or its tips and reminders, knowledge of MNCH recommended 
practices increased for some factors and decreased for others, producing no 
aggregate effect on knowledge. 
 

ES.8.B Use of Home-Based MNCH Practices, CCPF Users Only 

At the woman level, there is a positive effect among CCPF users on home-based 
practices.  The positive effect is driven by increases in the reported use of bed nets 
during pregnancy, which increased by about 25 percentage points, and 
breastfeeding a child within one hour of birth, which increased by about 15 
percentage points. At the child level, the aggregate effect is driven primarily by the 
large change (~25 percentage points) of CCPF on a child’s use of a bed net among 
children whose mother or caretaker used CCPF.  
 

ES.8.C Use of Facility-Based MNCH Practices, CCPF Users Only 

At the woman level, there is also a positive effect among CCPF users on facility-
based practices.  The effect here is driven by an increase in attendance of ANC 
within the first trimester and a marginally statistically significant increase in PNC 
check-ups within two days of birth. 
 
At the child level, in contrast, we see large and statistically significant negative 
effects of CCPF on facility-based services for child health (~45 percentage points) 
among children whose caretakers used CCPF. There is a substantial reduction in 
children visiting a health center for fever (almost 60 percentage points). Before 
replicating or scaling up CCPF, it will be important to better understand the impact 
of the services on care-seeking behavior for children.  
 

ES.8.D Variation in the Effects of CCPF, CCPF Users Only  

Since women differ in their characteristics, CCPF affected them differently. Although 
many characteristics were analyzed, few were statistically significant. 
Characteristics that did statistically significantly affect the outcomes were primarily 
ethnicity, distance to health centers and household ownership of a mobile phone. 
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• Satisfaction with MNCH facility services: the Lomwe and Yao have 
larger treatment effects at the woman-level and married women and 
Lomwe women have larger treatment effects at the child-level. 

 
• Knowledge of MNCH practices: The positive effect of using CCPF was 

larger for those who lived at a distance from the health center (i.e. 
among CCPF users, those who live further from the health center show 
a larger increase in knowledge of MNCH practices than CCPF users who 
live closer to the health center) and for those who lived in a household 
with a mobile phone.  

 
• Use of home-based MNCH practices-women: these improved most for 

the Yao and least for the Lomwe.  
 

• Use of facility services-women: the Yao are least impacted and effects 
are larger among those with access to a mobile phone and farther 
from the health center.  

 
• Use of facility services-children: the treatment effect decreases with 

age, but increases with the number of children under five and for the 
Ngoni.  

 
ES.8.E Satisfaction with Facility-Based MNCH Services, CCPF Users Only 

At both the woman and child level, there are no effects of CCPF on satisfaction with 
facility-based MNCH services for individuals who used CCPF services.   As with the 
indicators of knowledge, reported satisfaction was high at baseline.  
 

ES.8.F Impact of CCPF on the Entire Sample, Users and Non-Users 

Since the survey data show that only 19% of the entire sample used CCPF in the 
two years of its implementation—a relatively short period for an innovation to be 
adopted—we expected the improvement in outcomes due to CCPF to be modest. 
Because CCPF was offered but not mandated in intervention areas, the average 
treatment effects simply compare average outcomes across all women in the 
intervention areas, regardless of whether they actually used CCPF services, to 
average outcomes across all women in control areas.  
 
Across the entire sample, the average treatment effects of CCPF are discouraging. 
We see no average treatment effects for most outcomes, and negative treatment 
effects for the outcomes focused on child health. With the exception of care-seeking 
behavior for children’s health, these negative treatment effects are driven by 
greater increases in control communities than intervention communities, rather 
than aggregate decreases in areas where CCPF operated.  We see a negative 
average treatment effect of CCPF on use of facility-based MNCH services for 
children. This aggregate effect is driven by a decrease in visits to health centers for 
children with fevers. Unlike the results for home-based MNCH practices, where 
indicators improved in Balaka District but not as much as in Ntcheu District, these 
results for the use of facility-based services for children, rates of use did actually 
decrease in intervention communities between baseline and end line (while 
indicators increased in control communities). 
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While the average treatment effect is the most policy relevant estimate of a 
program’s effects, since any scale up of the program would ultimately be voluntary, 
it is likely to be an underestimate of the effect of the program on those who used it, 
because uptake is less than 100%. 

ES.9 Qualitative Findings 
 
The analysis of data from focus group discussions and in-depth interviews with 
users of CCPF showed that women were very satisfied with the experience and 
encouraged their friends to use it.   The primary attributes of CCPF that were 
mentioned were that the service was convenient, respectful, and led to better 
treatment at the health facilities.  In key informant interviews with stakeholders, 
some said that CCPF increased the recommended use of facility services, such as 
attending antenatal care in the first trimester; others said that CCPF reduced the 
burden on facility staff by permitting caregivers to avoid a trip to the facility for 
minor issues.  As promoting appropriate care-seeking behavior and reducing the 
burden of health staff are key goals of the Ministry of Health, these potential 
changes will require additional investigation. 
 
Three challenges in implementation were mentioned frequently: the phones 
provided to the community volunteers were not sufficiently durable, the high 
expectations of incentives by community volunteers for participation were not met, 
and local protocols of status were not respected.  All three of these challenges are 
seen to limit the motivation of key stakeholders and ultimately limit the 
community’s access to CCPF services. 
 

ES.10 Conclusions 
 
The Information and Communications Technology for Maternal, Newborn and Child 
Health pilot project demonstrated the potential to improve maternal, newborn and 
child health.  The evaluation process has produced the following conclusions for the 
programmatic and policy implications, lessons learned and post-pilot implications of 
the pilot project. 
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ES.10.A Programmatic and Policy Implications 

1. Knowledge of recommended maternal, newborn and child health practices 
was high both at baseline and at endline.  Furthermore, the project did 
not demonstrate an aggregate impact in increasing MNCH knowledge for 
CCPF users.  

 
Correspondingly, the policy implication is the re-allocation of resources to 
facilitate change in behavioral practices rather than knowledge, as the project 
did demonstrate the ability to increase the appropriate use of home and 
facility-based MNCH practices. 

 
2. The positive changes in MNCH behavioral indicators for users of CCPF 

indicate the need for improved strategies to ensure greater access to 
mobile-phone based technologies.   

 
Correspondingly, the policy implication is that a variety of strategies for 
expanding access to mobile phone based technologies to improve MNCH 
should be tested and rigorously evaluated to assess which are the more 
effective. The implementation challenges documented in this evaluation, 
including the use of low-quality phones, the reliance on inadequately 
compensated community volunteers, and violations of local protocol of 
status, are all considered as limitations to the accessibility of the CCPF 
services.  Specifically addressing these challenges could increase access to 
the CCPF services and augment the positive behavioural change observed by 
this evaluation. Alternatively, implementation of mobile phone based 
technologies should only be implemented in areas where a critical mass of 
women have access to a personal phone or that implementation be delayed 
in areas lacking access until a critical mass of women have access to 
personal phones.  
 
3. A major objective of Malawi’s Ministry of Health is to reduce the burdens 

on health staff by increasing the number of trained staff (Ministry of 
Health 2011).  The CCPF pilot suggests that the hotline offers an 
additional approach.  VillageReach monitoring data show that the hotline 
workers were able to resolve the majority of calls by providing 
information and advice to callers without referring them to a health 
facility.  If it is assumed that the majority of those who received advice 
only did not then go to the health center for the same issue, the reduction 
in the burden of health staff and resources as consequence of CCPF would 
be substantial.  It is the case that not all callers would have necessarily 
gone to a health center with their issue had CCPF not been available to 
them.  Nevertheless, it is reasonable to postulate that a considerable 
number of callers were diverted from unnecessary trips to the health 
centers for health information and advice on relatively minor issues.   

  
Correspondingly, the policy implication is that the Balaka DHMT should 
continue the CCPF service as a means of reducing the burden on health staff 
by providing alternative sources for health information and advice. 
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4. The evaluation observed that the utilization rates of certain facility-based 
practices have been changed by this project.  Increases in ANC visits in 
the first trimester and PNC visits two days after birth have been reported 
by CCPF users.  A decrease in child facility-based practices was also 
observed and may be a result of information and advice provided by 
hotline workers.  Improvements in home-based practices including 
maternal and child use of bed nets also have the potential to decrease the 
demand for curative services, particularly for malaria, at health centers.  
Collectively, these observations indicate that the project is promoting 
appropriate care-seeking behavior. 

 
Correspondingly, the CCPF services should continue to be implemented in 
order to promote the optimal use of home and facility-based MNCH practices.  
Future implementation of the project should also be accompanied by further 
monitoring of the number of CCPF users visiting health facilities, especially 
for child visits, to ensure that CCPF users are accessing appropriate care. 
 
5. Interventions should be designed to permit rigorous evaluation as a basis 

for further programs and policies.  Had this evaluation not had both 
control and intervention sites, a baseline and an endline, and used 
sophisticated quantitative analytic techniques, results would have been 
misleading.  Results for users only could have been interpreted as 
applying to the entire sample; conversely, results for the entire sample 
only would have masked the positive effects of CCPF for the users.  

 
Correspondingly, the evidence base for the policies of NGOs and the 
Government of Malawi should consist of the results of rigorous evaluations.  
 
6. When designing projects to address care-seeking behavior, there are 

likely to be challenges in the implementation of projects, which are 
unforeseen even by those well acquainted with the target community and 
existing literature on similar projects.   
 

Correspondingly, formative research should address not only the need for an 
intervention but should also include the collection of information that would 
permit implementers to anticipate challenges in implementation.  

 
ES.10.B Lessons Learned 

In projects with an innovative technology component, implementers should bear in 
mind that:  
 

• The limits of innovative technology should be recognized.  Gaining the 
support of multiple actors in the communities can be as important as 
ensuring that the innovative technology works.  
 

• Low–tech monitoring data, such as the reports made by community 
volunteers, should be collected as rigorously and analysed as systematically 
as high-tech monitoring data.  

 
In projects that depend on community members for implementation and support: 
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• Volunteers are not sustainable: community members should not be expected 

to do the tasks assigned them without being compensated materially. 
 

• Project implementers should make regular visits to the community in order to 
identify problems and respond to challenges at an early stage. 

 
In projects in unfamiliar settings, formative research should go beyond assessing 
the need for the intervention and current conditions but also potential barriers to 
effective implementation. These barriers may include: 
 

• Local protocols of status. 
  

• A low priority given to the aims of the project by government officials, and 
targeted beneficiaries  (e.g. health sector staff, pregnant women). 
 
 

For projects that are expected to be evaluated, the evaluation data should include: 
 

• The perspectives of a wide range of observers on the process of 
implementation, not just beneficiaries and implementer. 
 

• Information on what other projects are doing in the area, since this may 
affect the indicators the project is attempting to change.  
 

ES.10.C Post-Pilot Implications   

The primary barrier to sustaining, replicating or scaling-up CCPF is providing a 
means of access to the hotline.  Given the rate of growth in ownership of mobile 
phones in Malawi it is likely that within the next decade a critical mass of women 
will have access to a phone; in the meantime, innovative ways of providing access 
should be considered and evaluated.   
 
Sustainability: CCPF will not be sustainable as is; it will require, at the least, either 
donor or MOH funding for the hotline workers, the purchase of durable phones, 
telecom costs and compensating the community members on whom the project 
depends.   
 
Replicability and Scalability: CCPF is replicable and scalable in principle, if the 
lessons learned are applied to improve the implementation of the program, and if 
the program continues to be monitored and evaluated critically in order to respond 
to future implementation challenges and the changing needs of the communities 
that it serves. 
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CHAPTER 1: Introduction 

1.1 Introduction 
 
Concern Worldwide’s Innovations for Maternal, Newborn & Child Health 
(Innovations) piloted the use of information and communication technology in 
several ways to provide women and families in Balaka District with reliable means 
of accessing health information and care in a project locally known as Chipatala cha 
pa foni (“Health Center by Phone” or “CCPF”). 
 
An NGO, VillageReach, was selected to implement the Information and 
Communications Technology for Maternal, Newborn and Child Health (ICT for 
MNCH) Pilot Project. VillageReach implemented the project in Balaka District, in 
southern Malawi, where it’s hotline and tips and reminder services are together 
known as Chipatala Cha Pa Foni (CCPF), or “Health Center by Phone.”  It aimed to 
address barriers to MNCH information and improve the coverage and quality of 
MNCH services.  
 
The ICT for MNCH pilot project initially included a booking system for ANC clinic 
visits in addition to the CCPF services, however the booking system was removed 
from the pilot during implementation (see Chapter 3 for details).  In this report the 
pilot project in its entirety is referred to as the ICT for MNCH project.  The 
interventions, which this report evaluates including the hotline, tips and reminders 
service and the community mobilization, are referred to as Chipatala Cha Pa Foni or 
CCPF. 
 

1.2 Context 
 
Malawi, a small poor country in south-central Africa, is predominantly rural: about 
85% of people live in the rural areas.  The Integrated Household Survey (IHS) from 
2010-2011 shows that the highest percentage of the rural population (51%) lives in 
the southern region, which includes Balaka District (Republic of Malawi 2012: 10). 
The rural southern region has the highest proportion of female-headed households 
(ibid: 13), and the highest proportion of people who have never attended school 
(ibid: 23). 
 
The underlying causes of poor health outcomes among women and children include 
the lack of sufficient health information, geographical, social and structural barriers 
to access to health care.  Data from interviews and focus groups (Invest in 
Knowledge baseline 2011, NORAD 2013) show that women and children may have 
to travel long distances to a health center. Once there, they may face long wait 
times. They say that if they are not seen before the staff’s lunch time or if there is a 
stock-out of drugs due to structural problems with the drug delivery system, they 
are told to leave and return the next day; they also say that the health staff treat 
them disrespectfully, from rushing through the explanation of the diagnosis and the 
treatment to shouting and physical abuse (IKI 2011 baseline, NORAD 2013).   
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1.3 The Innovation  
 
The objectives of the CCPF Pilot Project were to  
 

• Increase knowledge of facility and home-based maternal, newborn and child 
health (MNCH) practices 
 

• Increase use of facility and home-based MNCH practices 
 

• Increase client satisfaction with MNCH facility services  
 

The target population includes pregnant women, caretakers of children under 5, 
and women of childbearing age who are not currently pregnant.   
 
The services offered by CCPF were  
 

• A toll-free case management hotline for pregnant women, caretakers of 
children under one year of age and women of childbearing age providing 
protocol-based health information, advice and referrals. Callers are 
connected to trained personnel at Balaka District hospital. Some problems 
could be resolved by providing information and advice; for the others, the 
caller was referred to a health facility.    

 
• An automated and personalized tips and reminders service for pregnant 

women, guardians of children under one year of age and women of 
childbearing age. Users of the hotline are offered the opportunity to receive 
weekly calls on appropriate care seeking and health practices. These can be 
received as SMS or voice messages. 

 
In addition to the CCPF services, the ICT for MNCH Project also trained community 
volunteers to generate demand and enable access to the CCPF services.  
Community volunteers were provided with mobile phones and were to mobilize 
users in the catchment areas of four health centers and ensure access to the hotline 
and the tips and reminders to those without phones.   
 
Hypotheses 
 
The main project hypothesis was that exposure to the intervention will result in 
improved coverage and quality of MNCH services. In terms of coverage, CCPF was 
expected to increase care-seeking among pregnant, lactating, and postpartum 
women, and of care-givers of children under five by spreading timely information. 
In terms of quality, CCPF was expected to foster more positive interactions with the 
formal health system, improving the perceived quality of MNCH services as 
measured by satisfaction. 
 
Listed below are the set of hypotheses that were tested, along with the number of 
indicators selected for each hypothesis.   
 
CCPF was expected to:   
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Coverage-related outcomes 
• Increase knowledge of home-based and facility-based practices for 

maternal and child health [16 indicators]  
• Increase use of home-based practices for maternal health [2 indicators]  
• Increase use of home-based practices for child health [3 indicators]  
• Increase use of facility-based services for maternal health [6 indicators] 
• Increased use of facility-based services for child health [3 indicators] 

 
Quality-related outcomes 

• Increase client satisfaction with facility services for maternal health [1 
indicator] 

• Increase client satisfaction with facility services for child health [2 
indicators] 

 

1.4 Evaluation Design & Methods 
 
The project’s implementing partners developed a mixed method approach to 
understand and examine exposure to CCPF and change in MNCH knowledge and 
behavior. For the quantitative component a quasi-experimental, pre-test and post-
test design was used, consisting of a cross-sectional household survey conducted at 
baseline in 2011 and end line in 2013 in the four catchment areas in Balaka District 
and two comparison health centers in Ntcheu District.  

A difference-in-differences analysis was used to define the treatment effects. The 
(pre-treatment) baseline data allowed us to estimate the “normal” difference 
between intervention and control groups. We then subtracted this normal difference 
from the (post-treatment) end line differences between intervention and control 
groups: the remaining difference can then be attributed to the intervention.  This 
approach was used to analyze the whole sample, both users and non-users of 
CCPF, to examine the “intention to treat” and specifically among the CCPF users to 
determine the “treatment on the treated” effects. 

The quantitative component was supplemented by focus group discussions, in-
depth interviews, key informant interviews, rapid health facility assessments and 
hearsay ethnography. The overall aim was to provide the perceptions of CCPF as 
seen by community members and stakeholders. 

1.5 Chapter Summaries 
 
Chapter 2 describes the health context in Malawi, first for the entire health sector 
and then for the intervention and control areas.   This chapter draws primarily on 
the formative research for this project and secondary data, but also includes the 
results of health facility assessments in the intervention and control areas.   
 
Chapter 3 presents organizations involved in the CCPF project, the objectives of the 
project’s components, the implementation, challenges and adaptations of the 
project.  It draws heavily on VillageReach’s monitoring and evaluation data.   
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Chapter 4 sets out the study design and methods for the quantitative surveys at 
baseline and end line, and for the qualitative study, both of which were designed to 
be comprehensive and rigorous.   
 
Chapter 5 The two main objectives of this chapter are to (1) describe the users and 
non-users of CCPF, including the characteristics that predict their use at the 
individual, household, and health catchment levels, based on survey data and (2) 
describe what users say about why they used CCPF and what those who have heard 
about CCPF but have not used it say about why they did not use it, based on 
qualitative data.  The quantitative data come from the end line household and 
women’s questionnaires in both the intervention and control communities, with a 
particular focus on the CCPF exposure questions that were part of the women’s end 
line questionnaire. The qualitative data come from FGDs and interviews conducted 
at end line in the intervention areas.  
 
Chapter 6 presents the results of the baseline and end line surveys for the 
intervention catchment areas in Balaka District and the control catchment areas in 
Ntcheu District.  An important distinction in this chapter is the results for the sub-
sample of women who used the CCPF and the results for the entire sample, both 
users and non-users.  
 
Chapter 7 draws on the qualitative data to provide the perspectives of village 
community members and stakeholders on the impact of CCPF and on the challenges 
met by VillageReach during the implementation of the project. 
 
Chapter 8 summarizes and discusses the key findings and presents the conclusions. 
It also presents the programmatic and policy implications of the findings, the 
lessons learned from this evaluation, and the implications of these for the 
sustainability, replicability and scaling up of CCPF.  
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CHAPTER 2: Context of the Intervention 

2.1 Introduction 
 
Malawi has a heavy burden of disease and a resource-constrained health sector 
(WHO 2013). GDP per capita in 2009 was estimated at US$290, or less than $1.00 
per day.  39% of the total population lived below the poverty line; in rural areas, 
the corresponding figure is 43% (Government of Malawi 2011).  Malawi is highly 
donor-dependent: Official Development Assistance constituted approximately 40% 
of the government’s annual budget in 2006 and approximately 21% of its GNI in 
2010 (Development Initiatives 2008, Organization for Economic Cooperation and 
Development 2013).  Much of this comes through NGOs, many of which work in the 
rural areas.  Although all sectors receive foreign aid, the health sector has the 
highest number of projects by far (115, with the next highest, agriculture, with 82 
projects) and receives the most funding (over $350 million in fiscal year 2010-
2011), followed by education, at about half that amount (Malawi Government 
2011). In 2009-2011, the Government of Malawi (GOM) allocated 12.4% of its 
budget to the health sector (Government of Malawi 2011).    
 
Although Malawi is unlikely to reach all its Millennium Development Goals in health, 
the indicators of child and maternal health improved between 2004 and 2010; there 
were notable increases in vaccine preventable conditions and in the proportion of 
children under 5 and pregnant women sleeping under treated bed nets, and 
decreases in acute respiratory infections, diarrhea and the proportion of acutely 
underweight children (Government of Malawi 2012).  Child mortality declined from 
133 to 112, the proportion of children fully immunized increased from 64% to 81%, 
and deliveries attended by skilled personnel increased from 56% to 71.4% (DHS 
2004; DHS 2010).  In 2010, a year before Innovation’s Information and 
Communications Technology (ICT) project started in Malawi, the country was 
considered to have made “impressive progress” in achieving a number of MDG 
goals and targets (UNDP 2013). 
 
In 2011, the year that the CCPF project began to be implemented, a report by the 
Ministry of Health (Ministry of Health 2011) listed the major health system 
challenges: below are the ones most relevant for this evaluation.  
 

• Access: An analysis of the proportion of Malawi’s population living within 
an 8 km radius of a health facility shows great variation.  In some urban 
and peri-urban districts, less than 5% of the population resides more than 
8 km from a health facility.  In Balaka District, 32% reside more than 8 
km from a health facility (MOH 2011: 34); in the end line survey sample, 
of the 46 villages, the average village was a little over six kilometres from 
a health center.   
 

• Human resources: The report noted that despite improvements in the 
human resource situation, it remained “both acute and complex…at 
current output levels it will take many years to come anywhere near the 
numbers of health staff needed to provide minimum standards of service 
delivery.” (MOH 2011: 30)  
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Both of these issues of access and human resources were addressed by 
interventions in Balaka District.     
 

2.2 Intervention and Control Districts  
 
The combination of poverty and a resource-constrained health sector virtually 
ensures poor health. Balaka District was selected by VillageReach as the site of its 
ICT interventions; contiguous Ntcheu District was selected by IKI in consultation 
with VillageReach.   
 
Balaka District is in the Southern Region of Malawi.  Out of population of 317,000, 
over 90% live in rural villages, fewer than 5% of the homes have electricity, and 
only 15% of those over age 15 reported having attended school beyond primary 
(Malawi Socio-economic Database). The rural population is dependent on 
subsistence agriculture, supplemented by small-scale retail and cash crops grown 
on small plots, particularly cotton and tobacco.   
   
At the time that VillageReach was selected to implement the ICT for MNCH project, 
Balaka District was among the poorest performing districts in Malawi in terms of 
maternal and child health outcomes (MICS 2006; Welfare Monitoring Survey 2008; 
MOH 2006):  
 

• Highest infant mortality of all 29 districts: 104 deaths/1000 live births  
 

• Under–five mortality among the highest: 160 deaths/1,000 live births 
 

• More than 40% of children under 5 reported to be malnourished  
 

• Only 42% of women receive a postnatal check-up within 42 days after 
birth 
 

• Of the women giving birth at home fewer than 37% received a postnatal 
check-up 

 
The immediate and most common causes of infant and child mortality and 
morbidity are neonatal conditions, pneumonia, diarrhea, malaria, AIDS and 
malnutrition.  The main causes of maternal mortality in Malawi include hemorrhage, 
sepsis, pregnancy-induced hypertension, obstructed labor and complications of 
abortions. Indirect causes include malaria and nutritional deficiencies (UNICEF 
2013). 
 
Nationally, the five most frequently reported adult illnesses were fever and malaria, 
diarrhea, respiratory infection, headache, and sore throat and flu, with fever and 
malaria reported far more frequently (42.7%) (Ibid: 41).  These together 
accounted for 79.8% of reported illnesses (ibid: 41). The illness pattern is similar in 
Balaka District, with these five conditions accounting for 77.1% of reported 
illnesses, and fever and malaria accounting for 46.7% of reported illnesses (ibid: 
41). Respondents in the IHS were asked what action they took in response to the 
illness:  in Balaka District, 11.1% said “nothing, not serious”, 3.0% said “nothing, 
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no money”, 9.3% said “had medicine, remedies”, 50% attended a government 
facility, 11.7% another facility, and 14.3% went to a pharmacy or grocery (ibid: 
43).  The IHS did not ask about childhood illnesses, but the Malawi Demographic 
and Health Survey, 2010, did.  Of those who reported children with fever, 56.8% 
reported seeking treatment from a health facility/provider; for those with children 
with diarrhea, 64.6% reported seeking treatment from a health facility/provider 
(MDHS 2011: 8). For the former, Balaka District was among the lowest districts, 
whereas for the latter, it was among the highest.     
 
Although fertility has declined since the first Malawi Demographic and Health 
Survey (MDHS) in 1992, it is still relatively high compared to many other countries 
in the region.  Nationally, women bear 5.7 children over their lifetime; in rural 
Malawi they bear 6.1 (Malawi Demographic and Health Survey 2010:8).   52.7% of 
currently married women 15-49 reported having used a method of contraception, 
with the vast majority, 48.7%, reporting having used a modern method (ibid: 10).  
 
In the baseline survey, knowledge of MNCH was quite high on several indicators:  in 
the table below, 85% or more of respondents reported the recommended answer.  
 
Table 2.1 Knowledge of MNCH at baseline, indicators where 85% or more of 
respondents responded with the recommended answer  
  

No. Summary of Indicator 

1 Knowledge on number of recommended ANC visits (includes four 
or more than 4) 

2a Alternative indicator on knowledge on start of ANC (within first 4 
months) 

5 Knowledge on heavy lifting while pregnant (less than normal) 

6 Knowledge that traditional medicines are not recommended 

7 Knowledge on some items to take to the health facility for delivery 

10 Knowledge on exclusive breastfeeding during first 6 months 
(water and food) 

12 Knowledge on times an under1 child needs to be taken for 
vaccinations (more than 4-5 times) 

14 Knowledge on importance of TT vaccine for pregnant women 

15 Knowledge on fever as a symptom requiring an under5 child to be 
treated immediately 

16 Behavior on bed net used by pregnant women 

17 Behavior on exclusive breastfeeding during first 6 months. 
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28 Professional health provider was sought to treat ARI in under5 

30 Professional health provider was sought to treat fever in under5 

32a Share of clients "satisfied" or "extremely satisfied" with overall HC 
visit 

32b Share of clients "satisfied" or "extremely satisfied" with HC staff 

33-
34 

Share of clients/WCBA receiving services (i.e. low share of 
cancelled / postponed HC visits) 

35 Share of WCBA who received services but were told to return later 
due to lack of medicines 

 Data Source: IKI Baseline Report 2011 

 
In contrast, fewer than 85% of the respondents gave the recommended/expected 
answer to questions on the following indicators. 
 
Table 2.2 Knowledge of MNCH at baseline, indicators where less than 85% of 
respondents responded with the recommended answer  
 

No. Summary of Indicator 

2 Knowledge on start of ANC (first trimester) 

3 Share of women who think they have enough information to make 
good health decisions 

4 Knowledge on symptoms requiring a pregnant women to seek 
immediate medical attention 

4a Number of symptoms requiring immediate medical attention 
mentioned per woman 

7 Knowledge on some items to take to the health facility for 
delivery 

8 Knowledge on PNC if baby is born at a health facility (within a 
week of birth) 

9 Knowledge on PNC if baby is born at home (immediately) 

11 Knowledge on start of immunization for children under1 

13 Knowledge in important vaccinations for an under1 child (BCG, 
Polio, DPT and Measles) 
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13a Share of women that can list the four vaccines included in health 
passport 

15 Knowledge on symptoms requiring a child to be taken for 
treatment immediately (excl. fever) 

18 Share of children under5 sleeping under a bed net 

19 Share of children receiving any type of oral rehydration treatment 
to treat diarrhea 

20 Share of women receiving at least two TTV shots during their last 
pregnancy 

21 Share of women receiving a Vitamin A dose during their last 
pregnancy 

22 Behavior on ANC visits (includes 4 visits or more) 

23 Behavior on start of ANC (first trimester) 

23a Share of women starting ANC within first four months 

24 Share of women giving birth under the supervision of a skilled 
birth attendant 

25 Behavior on PNC (check-up within a week of birth) 

26a-
b 

Share of fully immunized children by first birthday (b) and under5 
(a). 

32c Share of clients "extremely satisfied" with service / supply 
availability 

Data Source: IKI Baseline Report 2011 

 
In the baseline report, it was noted that changes between baseline and end line 
were most likely for those indictors where knowledge was low and for those 
indicators where the gap between knowledge and behavior was relatively large.  
 
Since the health sector is highly centralized, IKI expected that there would be little 
or no variation across districts in the services provided, in the categories of health 
workers or the number of health workers in each category. The selection of the 
control district was thus based on proximity, under the assumption that the 
characteristics of the population in the intervention and control areas would be 
more similar than were the control areas at a greater distance from Balaka District.  
Five districts are contiguous with Balaka District.  Ntcheu District was selected 
because the other four districts were at the time, or recently had been, the sites of 
numerous NGO health projects (Mangochi, Machinga) or had quite different 
characteristics (Mwanza, Neno).  
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Ntcheu District is similar to Balaka District on most dimensions; the major 
exceptions are in their ethnic and religious composition.  These differences, 
however, do not appear to affect the MNCH health indicators reported by the MOH 
and the MDHS (NORAD 2013), however, as shown in a comparison below (the 
comparison includes the range across districts, but excludes the urban districts).   
 
Figure 2.1 Comparison of MNCH Health Indicators for Balaka and Ntcheu Districts  
 

 
Data Source: Norad 2012 
 

2.3 Health Systems  
 
Nearly all formal health care services are provided by two main agencies, the 
Ministry of Health (60%) and the Christian Health Association of Malawi (CHAM) 
(37%) (NORAD 2013). Health services are provided at three levels: primary, 
secondary and tertiary.  Primary health care is delivered through small outreach 
clinics, health centers, and hospitals; the secondary level provides surgical back- up 
services, mostly for obstetric emergencies, and general in-patient care.  The 
tertiary level, available only in the four cities, also provides a small range of 
specialist surgical and medical interventions.  
 
Government commitment to provide free access to essential health care has been 
hampered by lack of resources and management problems (NORAD 2013).  There 
have also been improvements in human resources for the health sector between 
2004 and 2009, there was an increase of 39% in the total number of graduates 
from the four main training institutions, of 72% in physician graduates from the 
College of Medicine, and a nearly 300% increase in Clinical Officers (Management 
Sciences for Health 2010).  Nonetheless, there remains a severe shortage of 
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qualified medical personnel generally, due in part to insufficient incentives to retain 
health workers (Chanza et al. 2013; Manafa et al. 2010).  In the public health 
system there are medical doctors and qualified nursing staff only at district 
hospitals (Government of Malawi 2011).  Health centers are headed by medical 
assistants, or in some cases by medical officers with diploma-level medical training, 
and staffed by professional nurses and trained nurse-midwives.  Health Surveillance 
Assistants (HSAs) are the main connection point between the formal health system 
and communities.  They are used to relieve the burden of health care at health 
facilities through task-shifting, and have been made responsible for activities 
including community-based integrated management of childhood illnesses, family 
planning, TB sputum collection, and community maternal and neonatal health (Ergo 
et al 2010).  They also promote better sanitation and hygiene, and provide some 
drugs, such as LA for malaria (Kazandira et al 2001).  HSAs are supposed to live in 
a village, in order be available in emergencies and to provide simple medicines, 
such as LA for malaria, but some leave for trading centers where there is better 
housing, electricity, and more amenities (NORAD 2013).    
 
Most primary health care services target women of childbearing age and children 
under 5. The major services are antenatal care (including HIV testing), maternity 
care (including PMTCT through antiretroviral treatment), maternal care (delivery), 
postnatal care, immunizations for women and children, and family planning. The 
health centers also treat men, women and children on an outpatient basis.  
 
Formative research in Balaka District and Ntcheu District was conducted in order to 
provide VillageReach with the perceptions of community members on the services 
provided at the health centers (IKI Baseline Report 2011).  The focus groups 
showed considerable dissatisfaction at the way services were delivered (see also 
NORAD 2013 for similar complaints in other districts). In particular, FGD 
participants said they were not treated with respect.  There were long waits at the 
health center. Although the health centers are supposed to open at 7 a.m. and 
close at 5 p.m., it was said that staff made patients wait an hour or two before 
beginning services.  Once services began, there were long queues, such that 
women at the end of the queue might be told to go home and come another day. 
When there was an emergency at night or on weekends, staff often refused to see 
the patient.  In addition, some staff were said to be rude and abusive, both verbally 
and, on occasion, physically.   
 
It is relevant for attempts by the MOH and VillageReach to encourage women to 
deliver at a health facility that the service that received the most complaints was 
maternity.  In half of the formative group discussions with women, the participants 
said that maternity staff shouts at women, with some women being physically 
beaten (IKI Baseline Report 2011).  Stories were told of women and children dying 
because the health center staff would not see them at night or on Sunday.  The 
NORAD study documented the lack of downward accountability in the health sector: 
regulations, such as requiring HSAs to live in a village in a catchment area, are not 
enforced, and even when physical abuse leads to a miscarriage or a death, the only 
sanction appears to be a transfer of the staff member to another health center 
(NORAD 2013).   
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2.4 Health Facility Assessments  
 
As part of the baseline and end line, the IKI Facility Assessment Team interviewed 
the In-Charge at each of the four government health centers in Balaka District and 
the two government health centers in Ntcheu District.  The In-charges in all six 
districts were Medical Assistants. The assessment was based on the standard MOH 
assessment form: here, we report only the issues relevant for evaluating change in 
the use of home-based practices for maternal health, the use of home-based 
practices for child health, and the use of facility-based services for maternal health.  
 
The findings of the assessments at baseline and end line for all six health centers 
were similar. Thus, changes in staffing and supplies are unlikely to account for 
differences between the MNCH indictors between the facilities in Balaka District and 
the facilities in Ntcheu District.   Inadequate levels of staffing and supplies 
combined with inadequate and aging facilities characterize all six facilities. Although 
supplies from the district hospitals are delivered to each facility on a monthly basis, 
in all facilities the supplies are often exhausted before the next re-supply.  The 
facility in-charge also continued to note the lack of staff incentives needed to 
motivate staff, as well as some “problematic relationships” between the staff and 
the communities they serve.  Transportation options for patients to access the 
facilities and be transferred to the hospital deteriorated from baseline to end line, 
with fewer functional ambulances and bicycle ambulances in operation. 

2.5 Other Actors in the Health Sector in Balaka 
 
In the interviews with district officials, we asked what other organizations were 
involved in promoting improved maternal and child health in Balaka.  The list 
includes UNICEF, PACHI (Parent and Child Health Initiative), which does maternal 
and neonatal health, male involvement and community mobilization, Mothers to 
Mothers and SSDI (Supporting Service Delivery Integration), which was working in 
the maternity wing of all the health centers (District Nursing Officer).  
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CHAPTER 3:  Description of the Project  

3.1 Organizations involved in the ICT for MNCH Project 
 

Twoorganizations played crucial roles in Innovations’ ICT for MNCH project in 
Balaka District: Concern Worldwide and VillageReach, the implementing partner.   
 
 

3.1.A Concern Worldwide 

In 2009, Concern Worldwide, an international non-governmental organization, 
received funding “to support the development and field testing of bold and 
inventive ways to overcome barriers to delivering proven maternal, newborn and 
child health (MNCH) solutions in six countries.” (Innovations/Concern Worldwide 
Request for Proposals).  
 
During implementation of CCPF, an Innovations team from Concern Worldwide 
oversaw the work with implementation partners to pilot test in Malawi, and in 
several other countries, “unconventional solutions aimed at overcoming barriers 
mothers and infants face in accessing life-saving health services”; to do this, they 
aimed at “engaging unheard voices and unconventional players in healthcare 
planning” (http://innovationsformnch.org/).  

 
To select the specific ideas for testing, Concern Innovations instituted a nationwide 
campaign in Malawi to generate suggestions for innovative projects, on the grounds 
that: (1) communities know their needs best, and (2) innovative ideas for health 
could come not only from people in the health sector but from people in other 
sectors (Innovations Malawi RFP).  This elicited more than 6000 suggestions from 
the general public, which were then assessed by panels of experts.   
 
Two ideas were selected, one for a hotline, suggested by a local software developer 
and the other a booking system, suggested by a District AIDS Coordinator. 
Innovations then designed the preliminary structure of a project that would 
incorporate the two winning ideas.  The project would target pregnant women, 
lactating women, postpartum women, and children under the age of five years.  It 
had four main components:  
 

1. 24-hour case management hotline 
 

2. Automated service for personalized tips and reminders (SMS and voice) 
 

3. SMS booking system (for ANC visits) 
 

4. Demand generation  
 
Two important assumptions underlie the selection of specific projects:  
 

• The assumption that information and communications technologies would 
improve maternal, newborn and child health in poor countries where the 

http://innovationsformnch.org/
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health sectors were overburdened and underfinanced and the 
technologies of communication systems were undeveloped.  

 
• The assumption that a campaign to generate suggestions for ideas that 

blended “the voices of local community members with diverse global 
experts” (Innovationsformnch.org) would result in solutions that would be 
welcomed by the actors in the health sector who would have to be 
involved in, and support the project;  

 
3.1.B VillageReach 

To select the implementing organization, Concern Innovations sent out requests for 
proposals (RFP).  VillageReach, a non-governmental organization with health 
programming experience in Malawi, was selected.  Although the aims and the 
specific technologies had already been set, the requests for proposal noted that 
Innovations would not dictate the district in which the pilot project would be 
implemented nor the key components of the technical strategy: modifications could 
be proposed.  This permitted VillageReach to adapt to the local context.  
 

3.2 Project Objectives 
 
The objectives of the CCPF Pilot Project were to (1) increase knowledge of facility 
and home-based maternal, newborn and child health (MNCH) practices, (2) 
increase use of facility and home-based MNCH practices, and (3) increase client 
satisfaction with MNCH facility services. 
 

3.2.A Chipatala Cha Pa Foni (CCPF)  

The hotline would:  
 

• Facilitate the target population’s access to advice and information on 
MNCH related issues, such that members of the target population 
could call a health worker rather than going to the health center.  If 
the problem was resolvable by the health workers who were to 
manage the hotline, the woman was saved the financial cost and time 
investment of a trip to the health center, as well as the problems faced 
by women at the health center, such as long waits and the possibility 
of poor treatment by the health worker.   

 
• Relieve the burden on the health center staff by reducing the time 

spent in providing information and advice on minor issues.   
 
The tips and reminders service would: 
 

• Send automatic messages to clients to deliver advice and information 
about MNCH issues, for example about danger signs during pregnancy, 
in order to increase the use of maternal, newborn and child health 
facility-based and home-based practices. 

 
3.2.B Booking System  
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The booking system would provide ANC clients with a specific date and time to be 
seen by health staff.  This would:  
 

• Reduce the waiting time for ANC clients, which was seen as a barrier 
to attending the recommended 4 ANC visits. 

 
• Remind booked clients of the date and time of their appointment, 

increasing ANC attendance. 
 

• Permit health center staff working on ANC days to plan for the number 
of clients they would see, to improve the availability and quality of 
ANC services. 

 
3.2.C Demand Generation 

There was no existing demand for either CCPF or a booking system, as there were 
no existing mobile-phoned based health projects similar to CCPF in Balaka District, 
and the services at the health centers have always been on a first come—first serve 
basis.  Therefore, VillageReach also needed to promote the services, in order to 
encourage potential beneficiaries to call the hotline and subscribe to the tips and 
reminders service. 

3.3 Chipatala Cha Pa Foni (CCPF) 
 

3.3.A CCPF Implementation 

The hotline, to link the communities to the hotline workers, is anchored at one end 
by a user’s personal phone or a phone given by VillageReach to a community 
volunteer and on the other end by hotline workers trained in MNCH protocols.  A 
client who wants to use the hotline would go to the volunteer in her village, the 
volunteer would dial the hotline number, and then leave the client to talk privately 
with the hotline worker.  It would also be possible for a client to bypass the CV by 
using a personal phone with an Airtel sim card to dial the hotline number.   
 
Tips and reminders were delivered by SMS or voice mail to a user’s personal phone 
or could be retrieved by voicemail through calling the toll-free number and 
responding to voice prompts provided by the system.  To receive them, women had 
to register. This was usually done when a woman first called the hotline, but was 
also done at ANC clinics starting in the second year of the project.  A third of 
women who provided a personal phone number were given the option of receiving 
SMS or voice messages directly to their phones.  The others could listen to a voice 
message each week by using any phone (often the CV’s phone) to call the CCPF 
hotline number and interact with an interactive voice response system to hear their 
recorded weekly messages.    
 
To monitor the use of the hotline, the hotline worker was to enter basic information 
from the call into the hotline database, using a touchscreen device: patient 
demographics; their phone number (if they have one); the reason for the call; and 
the outcome of the call (referred to health center, advice given, etc.) (Memo 
VillageReach to Concern 12 February 2011).  Adding to the wealth of monitoring 
data, the phone interactions were recorded, which permitted a supervising nurse to 
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periodically review the recorded calls in order to assess whether the hotline workers 
were responding appropriately.   
 
In addition, the software that was built to manage the tips and reminders also 
tracked the number of times that a woman or user received an SMS message or a 
voice messages. To some extent, the team could also see how many people were 
calling and retrieving their messages through the voicemail system, but it was not 
possible to track usage by individual subscriber in this case since people were 
calling from community phones or shared phones, and not personal phones.   
 
Additional monitoring data were provided by the CVs.  These were to meet monthly 
at their health center with a VillageReach representative, where they submitted a 
report of the number of calls made on their phone and their activities for demand 
generation (e.g. flyers, posters, community meetings).  At these meetings, they 
also received encouragement and support from the VillageReach representative.  
The monthly reports of the CVs of calls on the hotline were not expected to be as 
accurate as the computerized system but rather to signal that VillageReach was 
paying attention.  The data was used in the meetings to talk about how many 
people were being reached and where within the community, in order to start 
discussion about how more women could be reached in each village [Interview with 
VillageReach staff member].   
 

3.3.B CCPF Challenges and Adaptations 

From the perspective of both IKI and VillageReach, it was expected that there 
would be challenges during the pilot phase that would call for adjustments and 
adaptation: it is unlikely that an intervention on paper would work perfectly in 
practice.  Based on the findings of the evaluation, VillageReach faced two 
fundamental challenges in implementation: the technologies themselves and the 
ability to properly motivate the community volunteers. Over the course of 
implementation, VillageReach responded to challenges by making adaptations to 
the services.  Importantly, the reasons for the most important adaptation were well 
documented by VillageReach.     
 
On the technology side, VillageReach faced the challenges of coverage and costs 
associated with the mobile technologies. There are two major telecom operators in 
Malawi, TNM and Airtel.  VillageReach chose Airtel. VillageReach’s decision to use 
Airtel was based on the fact that they had a larger subscriber base, had more 
coverage in the overall areas where implementation was happening, were more 
responsive to conversations about partnership, and were willing to host the 
hardware needed to run the hotline and tips and reminders system in their server 
room in Blantyre. At the time the proposal budget was created, it was based on 
Airtel’s promotional rates.  Airtel was not, however, willing to provide these rates 
for the contract with VillageReach (Personal communication with VillageReach 
staff). Thus, expenses were higher than anticipated, and would increase as the 
scale of phone use in the project increased.  A memo from VillageReach to Concern 
Innovations on July 25, 2011, “Update and Summary of Options for Addressing 
Cost Issues,” proposed adaptations:     
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• Reduce the number of SMS tips and reminders to be sent, without 
compromising quality: the pregnancy messages would be sent in two SMS 
instead of three SMS per week 
 

• Reduce the number of first year of life messages after the first three months 
of the baby’s life.   
 

• Deliver fewer of the more expensive voice messages to personal phones: 
these would be sent only to illiterate subscribers and a small sample of 
literate women, for evaluation purposes.   

 
All three of these adaptations were adopted (email VillageReach staff 19 July 2013).  
 
In VillageReach’s original proposal, the hotline was to be available for 24 hours, 
thus providing a source of advice at night when facility staff often refused to see 
patients.  This was deemed to not be feasible and the hotline was made available 
from 7am to 7pm, seven days a week.  VillageReach also looked into the possibility 
of having the hotline workers make arrangements for transport to the district 
hospital if the caller’s condition was an emergency. VillageReach discovered, 
however, that the bicycle ambulances at the health centers were often not 
functional, and the hospital ambulances were often not available.  VillageReach 
responded by shifting from emergency assistance to “birth planning”—providing 
information and advice to pregnant women so that they would be prepared for 
delivery. This was added to the instructions of the hotline worker and was a theme 
of the community mobilization activities toward the end of the project.  
 
In addition to the coverage and cost challenges, access to mobile phones is limited 
in rural Malawi and VillageReach needed to address this in the implementation to 
ensure access to the services.  VillageReach’s initial plan was to provide phones to 
the HSAs in the catchment areas. It thus budgeted for 100 phones.  Close to the 
time that the project was to be rolled out, however, VillageReach realized that since 
each HSA was responsible for three to five villages, it would be preferable to have 
one Community Volunteer in each village if the phone was really going to be 
available for women to use to contact CCPF. This meant a substantial increase in 
the number of phones, from 100 to 400 (for 387 volunteers), and thus in the cost.  
This challenge was addressed by negotiating with Airtel to provide a discount on 
their promotional phones, which were low-cost basic phones.  This permitted 
VillageReach to purchase 400 phones instead of the 100 phones.  Since the 
community phones were only going to be used to make calls to the hotline and 
receive voice messages, a low cost phone was deemed to be acceptable for this use 
(Report from VillageReach to IKI).  
 
Unfortunately, the low cost phones did not prove to be sufficiently durable for the 
uses of this project. Reports by the CVs to VillageReach of damaged phones began 
as early as the third month of the CCPF implementation in a catchment area. By the 
end of the project, VillageReach estimates that 60% were damaged.  It is highly 
likely that the trend in damaged phones is related to the similar trend in calls made 
by volunteers, which also decreased over the course of the project (see Chapter 8 
for more details).  Although some phones were submitted to VillageReach for 
repair, the qualitative interviews with CVs and key informants, and the 
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ethnographic data, suggest that few were taken by VillageReach to be repaired, and 
of those, not all were returned to the CVs.   
 
VillageReach and Innovations decided not to replace the CVs’ phones.  The decision 
is justified in a VillageReach memo. It would have been expensive and logistically 
difficult; moreover, the outreach staff had received reports that the CVs were acting 
as gatekeepers controlling access to the services.  VillageReach also received 
reports that CVs were asking users about the outcome of their calls and giving 
advice to the women regarding health issues for which they were not properly 
trained to give.  As a result of these reports and the decreasing involvement of the 
CVs as the project continued, VillageReach decided to de-emphasize the role of 
CVs.  Instead VillageReach instituted demand generation activities to promote the 
use of personal phones in accessing the hotline and tips and reminders (see section 
3.4.B), as VillageReach had become aware that many community members thought 
that they could only access the services through the CVs’ phones. 
 
The villages where the CVs lived are not fully electrified, and in a response to CVs 
call for assistance in recharging the phones, solar panels were also provided by 
VillageReach to one in five CVs.  Solar panels were distributed across the catchment 
area so that CVs could recharge their phones.  The solar panels that were 
distributed had to be modified before they were able to charge the phones, which 
were distributed to the CVs, and the CVs noted that they were unable to keep their 
phones charged using the solar panels.  They noted that it was inconvenient to 
travel to a neighboring CV to access the solar panel and that charging took a whole 
day to complete.  VillageReach in response to these issues gave CVs modest funds 
to pay for recharging at recharging centers. 
 
A second major challenge to implementation was the issue of material incentives.  
This is discussed in detail in Chapter 8.  Here we note that requests by CVs for 
incentives appear to have been constant.  Moreover, the interviews with other 
actors, particularly the HSAs but also nurses and the district’s IEC officer, strongly 
supported these requests.  The view of these respondents was that without 
allowances, the project will not work.   
 
VillageReach adapted modestly to this challenge.  The CVs had been oriented at the 
beginning of the project (K500) and a “refresher” orientation was conducted the 
following year (K500).  At the end of the project the CVs were given K1000, 
although as a sign of gratitude rather than an incentive.  The CVs were also given a 
soda and snack at every monthly meeting, as well as the phone and a t-shirt to 
publicize their role as a volunteer.  
 
The HSAs also complained that they had been given the tasks of selecting and 
supervising the CVs, but had not received allowances.  VillageReach then conducted 
an orientation for them (K800) and included them in the mobilization events that 
were conducted in the second year of the project, which allowed them to receive 
more allowances.   

3.4 Demand Generation  
 

3.4.A Demand Generation Implementation 
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To implement the CCPF project according to VillageReach’s design required the 
involvement of many categories of actors; to generate demand, it required the 
support, or at least not the opposition, of these actors.   
 

• The District Health Office (the District Health Officer and the District Health 
Management Team) for permission and support (e.g. introducing 
VillageReach and the project to the staff at the health centers, providing 
space at the District Hospital for a hotline center).  VillageReach intended 
that the DHMT would take ownership of the projects and continue them after 
VillageReach withdrew.  
 

• Community volunteers were tasked by VillageReach with providing access to 
the hotline for the many potential users who did not have access to a 
personal phone.  They were also to generate demand, and to submit monthly 
reports to VillageReach.   
 

• Health Surveillance Assistants (HSAs) in the catchment areas, who were 
tasked with aiding in selecting and supervising the CVs. 
 

• Traditional leaders (headmen and Group Village Headmen, religious leaders), 
who are powerful in local communities.  The GVH and headmen would have 
to agree that the project could be implemented in their area and, 
importantly, they would have to support it (or at least not oppose it).   
 

• Community members, who would have to be persuaded that the new 
technologies would benefit themselves and their children. 

 
For CCPF, VillageReach conducted demand generation in standard ways. Before the 
hotline was in service, VillageReach asked Group Village Headmen to hold a 
meeting at which a VillageReach representative would explain the “Health Center by 
Phone” and volunteers would be selected.  The CVs were expected to disseminate 
information about the benefits of CCPF through personal interactions, chiefs’ 
meetings and flyers.  Toward the end of the project, VillageReach itself conducted 
community mobilization events to promote CCPF and inform villages about new 
features of the project, such as the expansion of eligibility to all WCBA, and to 
emphasize that those with a personal phone could call the hotline worker directly.   
 
For the booking system, demand would have to be generated from the facility staff 
and from ANC clients.  For reasons discussed below, the booking system was not 
fully implemented.  
 
CCPF community volunteers, in addition to making the community phone available, 
were to engage in interpersonal outreach activities to promote use of the hotline, to 
distribute flyers, and to hold community meetings.  The CVs were given an 
orientation in the use of the phone, and asked to submit monthly reports to 
VillageReach: a representative of VillageReach would come to the health center to 
collect those reports.   
 

3.4.B Demand Generation Challenges and Adaptations 
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The monthly reports that the CVs submitted to VillageReach provide data on the 
CV’s activities to generate demand. On a monthly average, these suggest that the 
CVs did not put much effort into this task.  Taking Mbera as an example, in 
November 2011 the 170 volunteers conducted an average of 2.8 outreach contacts 
in the catchment area; by November 2012 this had dropped to 2.2 contacts per 
volunteer. The qualitative interviews support the impression of weak efforts at 
demand generation: participants in FGDs reported that the CVs did not conduct 
meetings specifically for CCPF, although some said a CV who was also a member of 
the Village Health Committee would speak to them about CCPF at the under-five 
clinics.  
 
In October 2012, more than a year after the implementation of CCPF, VillageReach 
tried another approach to demand generation: community events.  A total of 12 
were held across the four intervention catchment areas.  Attendance at the first 
three was low (about 100 people). Subsequently, VillageReach organized music for 
the events, and attendance increased substantially.  Multiple messages were 
delivered: the most relevant for the hotline was disseminating the information that 
people could use their personal phones to call the hotline. While overall call volume 
did not increase, there was an increase in calls from personal phones during the 
time period of events and the 3 months subsequent to the events. 
 

3.5 Booking System  
 

3.5.A Booking System Implementation 

To implement the booking system required fewer categories of actors.   
 

• DHMT for permission and support 
 

• Health center staff, who would have to agree to use the booking system and 
be able to use it effectively. In the context of an understaffed and over-
burdened health sector, the staff would have to come see that the booking 
system benefited them by easing their burden and benefited the pregnant 
women in their catchment area. 

 
The original proposal envisioned the hotline as the nexus for making appointments 
in the booking system. The hotline workers would set up both routine and referral 
appointments (i.e. when a worker referred the client to the health center) and then 
send that data to a touchscreen device that would be set up in each of the two 
health centers that were to receive this innovation.  This would provide the ANC 
nurses with a list of clients coming for an appointment on every given day, along 
with some basic information about the client.  
 
By booking clients on specific days, the client load would be spread, which was 
expected to benefit both parties. Implementing the booking system, however, was 
troubled by both technological and personnel challenges. Although VillageReach 
worked at adapting to these challenges, the booking system was terminated by 
Concern Innovations before these challenges could be fully resolved.   
 

3.5.B Booking System Challenges and Adaptations 



33 

Challenges surfaced almost immediately.  Most importantly, the staff at the health 
facilities—including the nurses who were to use the booking system—expressed 
extreme concern. In particular, they raised practical concerns: they said clients 
prefer to come in the mornings, and that the health center is not staffed after 
lunchtime, when the referral patients were to be seen.  They also did not see the 
need for a booking system, as it did not solve the problems they felt were most 
critical to improving their work environment, such as better equipment, more 
health staff, and less time spent writing reports (VillageReach Internal Review of 
Booking System Component).   
 
In response to these challenges, the VillageReach memo describes their concerns 
about the implementation of the booking system as it had been conceptualized at 
the time it was selected by Concern Innovations as one of the two innovative 
technologies that would be implemented. 
 
From the perspective of VillageReach, the primary problems were related to 
personnel rather than technology.   
 

• Under-staffed health facilities: While the two health centers had more than 
one nurse on staff, often only one nurse was on duty due to other staff being 
on leave, at trainings or otherwise unavailable. With only one nurse on duty, 
when a woman comes in for labour and delivery the nurse must stop seeing 
ANC clients and attend to the women in labour. The fact that nurses need to 
attend to labour and delivery was an unpredictable and unavoidable barrier 
within current staffing structures, and would undermine the booking system 
concept. 
 

• Reservations of the health workers to change first-come, first-served system: 
was seeing booked clients and walk-in clients separately frequently infeasible 
due to limited staff, nurses were also resistant to the idea of prioritizing one 
client over another. The health center staff perceived the first-come, first-
served system to be fairer as well as being what clients expect.1 

 
• Health workers perceived other problems to be more pressing: The booking 

system did not address what nurses perceived to be their most pressing 
issues:  insufficient staff, insufficient supplies and medicines, no 
transportation for clients to health centers or hospitals; women attending 
first antenatal visits late in pregnancy or not coming in for follow-up 
appointments; very few health surveillance assistants (HSAs) trained in 
maternal and newborn health for community outreach efforts; and large 
amounts of time spent by health workers on monthly reporting due to the 
number of reports required and the time needed to compile data from 
register books. The proposed booking system did not address these barriers 
and actually added to nurses’ work by introducing extra steps for entering 
client information. The booking system would not replace nurses’ normal 
reporting duties, so client information would need to be entered in the paper 
health center registers as well as into the booking system Android tablets. 
 

                                                        
1 The FGDs conducted for the evaluation, however, showed that the health staff prioritized 
their relatives, friends, and people who appeared to be wealthy.   
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• Decreased user flexibility: ANC appointments do not need to happen on a 
particular day but rather within in a specific timeframe (2-3 weeks). Thus, 
from the perspective of a pregnant woman, a booked ANC appointment 
would decrease her flexibility in choosing when to come for an ANC visit.  

 
VillageReach proposed two options for modifications of the original concept: 
 

1. To respond to the concerns of the facility staff while still maintaining a 
schedule of appointments, VillageReach would give more responsibility to the 
hotline workers and less to the facility staff.   

 
2. To permit ANC clients to be tracked and scheduled at the health center level, 

Baobab, the software developer, would adapt and install an existing software 
module. This would permit the antenatal staff to learn who had not come for 
services within a two-week window of their scheduled appointment. 
Community volunteers would then be tasked to follow-up on these clients.   

 
When these options were discussed in a meeting with Concern Innovations, 
however, neither proposed modification was accepted. Concern requested that 
VillageReach try to find a new concept that stayed close to the original innovation 
but that didn’t require additional resources or time to implement. 
 
In response, VillageReach again adapted their plan.  They hired a consultant to 
create a simple calendar software, which was linked to the SMS tips and reminders 
system so that automatic reminder messages could be sent about booked 
appointments.  VillageReach would then let the health center staff decide how best 
to integrate the booking concept and the technology into their work; VillageReach 
would then work closely with the staff in implementation.   
 
When VillageReach began preparing for the launch of the booking system, other 
problems with technology emerged.  Since these were time-consuming and it was 
important to Concern Innovations that there be sufficient time for the booking 
system to have an effect before the project’s end, VillageReach decided that while 
waiting for these problems to be resolved, it would to focus on aspects of the 
booking system that could be done without the technology component.  Thus, when 
the booking system became a paper system: appointments were to be tracked in a 
paper ledger, the women would be given cards with their appointment day and 
time, and reminders would be sent through SMS.    
 
In VillageReach’s view, this version of the booking system did not appear 
completely new to the staff: they were already entering in the registers the time 
when a woman should return for her next ANC appointment.  Although the 
VillageReach Project Manager and the District’s Safe Motherhood Coordinator 
explained that the new booking system had advantages that would help the staff 
with planning, the staff continued to voice concerns that the booking system was 
adding to their workload.   
 
VillageReach again adapted, by working with the staff to see how task shifting could 
help with the booking system tasks. One health center chose to shift work to the 
HSAs, the other chose ward attendants.  Although the HSAs had more training in 
providing health care, VillageReach observed that the ward attendants provided 
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more consistent support for the booking system than the HSAs, who had previously 
taken over some other staff duties at the health center.   
 
Based on these discussions, health center staff were asked to consider how to 
structure a booking system that would provide them with useful information and 
improve ANC functioning, including what information would be recorded, by whom 
and how it would be used in the health center. After one week of deliberation, each 
health center devised a plan for a booking system. In each case, the plan was 
paper-based, using ledger books like those originally introduced via the project 
prior to the introduction of the tablets.  
 
Ultimately, the booking system became a paper system, with a booking ledger, 
appointment reminder cards to be given to ANC attendees, and a daily ANC log.  
It was agreed that follow-up would take place as requested by the health centers.  
 
As of October 2012, no follow-up had been requested by either health center. The 
evaluation found that when the supply of appointment cards were finished, they 
were not replenished by VillageReach, nor did the health staff ask for a new supply.  
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CHAPTER 4: Evaluation Design and 

Methods 

IKI designed a rigorous mixed method approach to understand and examine 
exposure to CCPF and change in MNCH knowledge and behavior. For the 
quantitative component a quasi-experimental, pre-test and post-test design was 
used, consisting of a cross-sectional household survey in the four catchment areas 
of the intervention and in two comparison health centers. This component was 
supplemented by focus group discussions, in-depth interviews, client exit 
interviews, key informant interviews and health facility assessments. An 
ethnographic method to record information called Hearsay Ethnography was also 
used to capture local, public conversations concerning the project that are heard by 
community members who are trained to record the conversations in monthly 
journals. 

4.1 Theory of Change 
 
In order to conceptualize the change that was desired from the project, 
VillageReach and Innovations postulated a theory of change prior to the end line 
data collection and subsequent analysis (see figure 4.1 below).  The theory first 
outlines the context, barriers and assumptions that existed before the project was 
implemented.  The theory then interjects the intervention, CCPF, and details the 
transformational steps, which are believed to follow from the intervention.  
Importantly, the theory draws a line of accountability beyond which the intervention 
cannot directly impact the target community due to other barriers outside of their 
control, including the availability and quality of health services in the area of the 
intervention.    

line of accountability 
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Figure 4.1 Theory of Change 
 

 
  

Context, 
Barriers, 
Assumptions 

Transformational steps Influence of 
other 
barriers: 
limitation of 
quantity/ 
quality of 
health 
services 

Pregnant 
women and 
caregivers 
of young 
children 

face 
barriers to 
appropriat

e MNCH 
care, 

including 
long 

distances 
to facilities, 

lack of 
timely 

informatio
n, distrust 

of the 
health 

system, & 
financial 

constraints 

Timely and 
appropriate 
preventative 
and curative 

advice on 
MNCH* 

provided 
within the 

community by a 
case 

management 
hotline and a 

mobile 
messaging 

service  
 

Community 
sensitized on 

services offered 
by CCPF and 
community 
volunteers 
selected, 

oriented and 
provided with 

phones 
 

Improved 
awareness of 
appropriate 

facility or 
home-based 

interventions 
among 

pregnant 
women and 

caregivers of 
young 

children 

Improved 
community 
perceptions 
of quality of 
MNCH care 

Increased 
uptake of 
home and 

facility 
based 
MNCH 

practices 
among 

pregnant 
women 

and 
caregivers 
of young 
children  

Reduced 
maternal, 
neonatal 
& child 

mortality 

Intervention – Chipatala cha 
pa Foni (CCPF) hotline and 

messaging service, 
community volunteers 

 
*Messages on reproductive health 
were added in the second year 
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4.2 Research Design 
 
The evaluation team sought to estimate the change in maternal, newborn, and child 
health outcomes that can be attributed to the CCPF project interventions. To do 
this, IKI proposed a quasi-experimental, multi-arm, pretest/post-test, clustered 
research design.  
 

4.2.A Hypotheses 
 
The ICT for MNCH project aimed to improve the coverage and quality of MNCH 
services in Balaka District.  
 
In terms of coverage, the ICT for MNCH project was designed to increase care-
seeking practices by pregnant, lactating, and postpartum women and by caregivers 
of children under the age of five. To influence coverage, the ICT for MNCH project 
may improve knowledge of appropriate practices, care-seeking behavior, or both. 
Improved coverage was expected to result from use of the hotline and tips and 
reminders message services. 
 
In terms of quality, the ICT for MNCH project was originally designed to improve 
the perceived quality of MNCH services. The booking system was the primary 
intervention aimed at improving the quality of MNCH services. Because the booking 
system was not fully implemented, two of the original outcomes of interest – 
reduced wait times (Outcome 2.1) and reduced medicine stock outs (Outcome 2.3) 
– were dropped from the planned analyses (IKI Baseline report 2011). The impact 
on quality will thus focus solely on client satisfaction (originally Outcome 2.2, now 
Outcome 2). Even with the reduced focus on client satisfaction, we anticipated 
small or non-existent effects of the modified implementation of CCPF on quality 
related outcomes. 
 
The most basic hypothesis is that exposure to the interventions should be more 
common (or occur exclusively) in intervention communities. Thus, we expect that: 
 

Exposure: The ICT for MNCH project will increase exposure to its interventions 
(the hotline and the tips and reminders message service). 

  
For the evaluation of the effect of the ICT for MNCH project interventions, the 
following set of seven hypotheses, based on the intended project outcomes, were 
evaluated. 
 
Coverage-related Outcomes 
 

Outcome 1.1: The ICT for MNCH project will increase knowledge of home-
based and facility-based practices for maternal and child health. 

 
Outcome 1.2a: The ICT for MNCH project will increase the use of home-based 
practices for maternal health. 
 
Outcome 1.2b: The ICT for MNCH project will increase the use of home-based 
practices for child health. 
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Outcome 1.3a: The ICT for MNCH project will increase the use of facility-based 
services for maternal health. 
 
Outcome 1.3b: The ICT for MNCH project will increase the use of facility-based 
services for child health. 
 

Quality-related Outcome 
 

Outcome 2a: The ICT for MNCH project will increase client satisfaction with 
facility services for maternal health. 
 
Outcome 2b: The ICT for MNCH project will increase client satisfaction with 
facility services for child health. 

 
 

4.2.B Research Site 
 
The original research design called for data collection in both intervention and 
control areas, both before and after the implementation of the CCPF intervention. 

The study site in Balaka District was selected by VillageReach. In consultation with 
VillageReach, IKI selected public health centers for the intervention using 
information provided by the Balaka District Health Office and the Health 
Management Information System (HMIS).  Requirements for inclusion in the study 
included that the health center have electricity, cell phone coverage, and at least 
two maternity nurses. Given these considerations, only four health centers in 
Balaka District qualified: Chiendausiku, Kalembo, Mbera, and Phimbi. The district 
hospital and Christian Health Association of Malawi (CHAM) facilities were not 
considered for the intervention: the hospital because its clients are biased towards 
more serious health issues and CHAM because they require a fee, and thus their 
clients are likely to be the relatively wealthier members of the population.  

The rigorous evaluation of an intervention requires a counterfactual analysis. The 
counterfactual in this research design was afforded by the inclusion of control 
communities in neighboring Ntcheu District. Ntcheu District was selected because it 
is contiguous to Balaka District and thus more likely to have a similar population 
than would be the case if the comparison district were more distant. Within Ntcheu 
District, the same eligibility criteria were used to select the eligible comparison 
health centers: Bwanje and Kasinje. 

4.2.C Pretest/Post-test: Difference in Differences 

When treatment is randomly assigned across a large number of units, any post-
treatment differences between intervention and control groups can be attributed to 
the causal effect of the intervention. However, when there are very few units across 
which randomization assigns the intervention, as in the ICT for MNCH project, 
collecting data in both the intervention and the control groups before and after the 
intervention allows us to estimate the impact of the intervention, contingent on a 
set of assumptions.  
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Baseline data showed that the control and intervention areas were significantly 
different from each other on a number of outcomes prior to the ICT for MNCH 
project interventions (IKI, 2011). However, assuming that these differences would 
have remained constant in the absence of the treatment, we can still estimate the 
impact of the ICT for MNCH project intervention using a difference-in-differences 
approach. In other words, we use the time trend in the control group as our 
counterfactual for what the time trend would have been in the intervention group 
had the intervention not occurred. 

A difference-in-differences approach defines the treatment effect as the difference 
between the intervention and control groups after the intervention, minus the 
difference between the intervention and control groups before the intervention. The 
(pre-intervention) baseline data allow us to estimate the “normal” difference 
between intervention and control groups. We then subtract this normal difference 
from the (post-intervention) end line differences between intervention and control 
groups: the remaining difference, if any, between the intervention and control 
groups can then be attributed to the intervention.  

4.2.D Research Design Modification 
 
The original multi-arm research design called for two intervention groups and one 
control group. Four health centers in Balaka District were randomly assigned to the 
two intervention groups, and two health centers in neighboring Ntcheu District were 
selected to serve as controls.  
 
In the first intervention group (Arm 1), health centers were to operate the hotline 
and tips and reminders messages only. In the second intervention group (Arm 2), 
health centers were to operate a hotline, the tips and reminders messages, and 
implement a booking system for MNCH appointments. Communities in both arms 
were exposed to community mobilization around MNCH issues. 
 
This research design would have allowed us to estimate the impact of the hotline 
and tips and reminders service, as well as the hotline, tips and reminders 
messages, and the booking system. Assuming that the hotline and tips and 
reminders have a constant effect with or without the booking system, this design 
also allows us to estimate the independent impact of the booking system. Further, 
by combining the two intervention groups, we could also estimate the overall 
effects of the interventions.  
 
This research design was partially compromised by the inability to implement the 
booking system. As a result, the intervention was changed from an electronic 
booking system to a paper-based booking system, which was itself never fully 
implemented. Given these difficulties with implementation, it was agreed by all 
parties in March 2013 that the analyses would focus on the comparison between 
intervention health centers (in both Arm 1 and Arm 2) and control health centers. 
Table 4.1 presents the agreed upon change in research design. 
 
Table 4.1 Modifications to the Research Design Resulting from Changes in the 
Implementation of CCPF 
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 Original Design Modified Design 
Arm 1 Hotline 

Tips and reminders 
Community mobilization 

 
 
Hotline 
Tips and reminders 
Community mobilization 

Arm 2 Hotline 
Tips and reminders 
Community mobilization 
Booking system 

Comparison (No Intervention) (No Intervention) 
 
 

4.2.E Pre-Analysis Plan 
 
In March of 2013, representatives from IKI, VillageReach, and Concern met in 
Zomba, Malawi. During this meeting, a Pre-Analysis Plan (PAP) for the quantitative 
data was presented, modified, and ultimately agreed upon by all parties. The final 
PAP is attached in Appendix B. 
 
A PAP is a document written prior to data analysis, which outlines planned analyses. 
A typical PAP outlines the hypotheses to be tested, the outcome indicators linked to 
each hypothesis, the specific econometric specifications, any relevant control 
variables, and anticipated heterogeneous treatment effects (sub-group analyses). 
 
PAPs are widely used in the medical sciences and are becoming increasingly 
common in social science experiments, in general, and in outcome (and impact) 
evaluations, in particular. The goal of the PAP is to have all parties agree, prior to 
analysis, about the expected benefits of an intervention. This then “ties the 
researchers’ hands,” limiting data mining and specification search. PAPs are 
particularly important in evaluation of projects like the ICT for MNCH project, where 
there are several different outcome measures of interest. 
 

4.3 Sources of Data 
 
Both quantitative and qualitative data were collected in Balaka District (intervention 
communities) and in Ntcheu District (control communities) before the 
implementation of CCPF (baseline) and after the implementation of CCPF (end line). 
Quantitative data sources include surveys of household heads, women of 
childbearing age, and caretakers of children under five using a population-based 
sample. Qualitative data sources include focus group discussions, key informant 
interviews, in-depth interviews, client exit interviews, health facility assessments 
and hearsay ethnography journals. 
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4.3.A Quantitative Data  
 
Samples 
 
Once the intervention and control health centers were selected, GIS information 
and maps from the health centers were used to map the catchment areas of the 
health facilities and create a comprehensive list of villages in each of the catchment 
areas. Villages, as the primary sampling unit within each catchment area, were 
then randomly selected to be included in the study, with the random sampling 
continuing until the target number of respondents was reached. IKI then listed all 
households in these villages; all women of childbearing age and caretakers of 
under-five children from the household were eligible to take part in the study.  The 
same villages from the baseline were sampled again during the end line survey. 
 
Within the villages, three questionnaires were used at both baseline and end line. 
The household questionnaire (HQ), woman’s questionnaire (WQ), and the under-
five child questionnaire (UFQ) were completed for all households in selected 
villages. The household questionnaire was used to collect demographic data on all 
the members of the household including that of women of child bearing age and 
children under five. Information on household characteristics like water and 
sanitation, electricity services, stock of appliances, use of cellular devices and 
household building material was obtained. Once all the women of child bearing age 
and all the children under 5 in the household were identified, a second 
questionnaire collected data on the mother and then a third questionnaire collected 
data on her children under age 5.  
 
The same questionnaires were used at both baseline and end line, with few 
exceptions. The major exception was that an exposure module was added at end 
line to the Women’s questionnaire in order to measure exposure to CCPF. Other 
minor changes were made, including the removal of formative research questions 
included for VillageReach regarding bicycle ambulances, the addition of a parity 
question on the Women’s questionnaire, a Chipatala Cha Pa Foni response was 
added to the coded responses for questions which pertained to sources of health 
information, and frequently recorded responses in the “other” response field were 
added as coded responses in the end line questionnaires.  Importantly, the wording 
of the questions used to calculate indicators, which would be compared from 
baseline to end line, remained largely unchanged in the end line questionnaires. 
Interviewers were instructed to collect health service seeking behavior from health 
passports when available at both baseline and end line.  Emphasis was placed on 
this instruction during the training of interviewers for the end line data collection to 
ensure a reliable measure of health seeking behavior post intervention. 
 
The baseline surveys were implemented between June 10 and July 12, 2011, while 
the end line surveys are implemented between April 1 and May 15, 2013. Table 4.2 
reports the sample sizes for each survey instrument and baseline and end line. 
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Table 4.2. The number of survey respondents by population group at baseline and 
end line. 

 Baseline survey End line survey 

 Intervention Control Total Intervention Control Total 

Households 1,600 1,210 2,810 2,398 1,281 3,669 

Women 1,622 1,217 2,839 2,508 1,344 3,852 

Children 2,137 1,483 3,620 2,221 1,089 3,310 
Data Source: IKI Baseline and End line Data Sets 
 
An exit interview questionnaire was also designed in order to capture clients’ 
perceptions of the quality of service in the health center, and to measure perceived 
and actual waiting times. Baseline exit surveys were completed for 664 clients (all 
but one women) between August 17 and September 12, 2011. Because the booking 
system was not fully implemented, and the outcomes for wait time and supply 
stock-outs were dropped from the planned analysis, the exit interview 
questionnaire were not implemented at end line. As a result, data from the exit 
interview questionnaire will not be reported. 
 
Relating Indicators to Outcomes 
 
This section outlines the specific indicators included for each outcome. All parties 
agreed upon the operationalization of each of these indicators during the March 
2013 meeting in Zomba, Malawi. 
 
Coverage-related Outcome 

 
Outcome 1.1: Knowledge of home-based and facility-based practices for 
maternal and child health. 

• Knows that four ANC visits are recommended 
• Understands that first ANC visit should be in first trimester  
• Can list the baseline average number of foods pregnant women should 

eat2 
• Knows that a woman should drink more water while pregnant  
• Can list the baseline average number of things that happen during the 

ANC visit  
• Can list the baseline average number of symptoms that require a 

pregnant woman to go to the health center  
• Knows that pregnant women should do less heavy lifting  
• Knows that herbal and traditional medicine are not safe for pregnant 

women  
• Can list the baseline average number of items a pregnant woman should 

take to the hospital for delivery  

                                                        
2 For all indicators referring to a “baseline average,” the average number was calculated for that indicator at 
baseline. Both baseline and end line data were then coded for that indicator relative to the baseline  
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• Knows that a baby should return for a check-up two days after birth in a 
health facility  

• Knows that a baby should be taken to a health facility immediately if born 
at home  

• Knows that a baby should be exclusively breastfed until 6 months of age 
• Knows that a child should receive a vaccine within a week of birth  
• Can list the baseline average number of vaccinations that are important 

for a child  
• Knows that pregnant women should receive a TT vaccine 
• Can list the baseline average number of symptoms that require a child to 

be taken to a health facility immediately  
 

Outcome 1.2a: Use of home-based practices among women. 

• Used a bed net during pregnancy  
• Breastfed child within 1 hour of birth  

 

Outcome 1.2b: Use of home-based practices for children. 

• Child breastfed exclusively until 6 months of age  
• Under 5 child slept under a bed net last night  
• Under 5 child receiving oral rehydration salts to treat diarrhea  

 

Outcome 1.3a: Use of facility-based services for women. 

• Received the correct dosage of the TT vaccine during pregnancy 
• Received a Vitamin A dose during last pregnancy  
• Received the recommended 4 ANC consultations  
• Started ANC in first trimester  
• Gave birth under the supervision of a skilled birth attendant  
• Received one PNC check-up within 2 days of birth 

 

Outcome 1.3b: Use of facility-based services for children. 

• Child 12-23 months of age is fully immunized  
• Child with symptoms of acute respiratory infections (ARI) within previous 

2 weeks sought care from health facility  
• Child with fever within previous 2 weeks who sought care from health 

facility  
 

Quality-related Outcome 

Outcome 2a: Client satisfaction with facility services for women. 

• Satisfaction with ANC services at health center  
 

Outcome 2b: Client satisfaction with facility services for child health. 

• Satisfaction with health visit for ARI  
• Satisfaction with health visit for fever  
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Mean Effects Indices 
 
For several of the hypotheses outlined above, data were collected on multiple 
indicators. With such a large number of potential outcome variables per hypothesis, 
we increase the risk of finding spurious effects: this is known as the problem of 
multiple inferences (Anderson, 2008). In order to reduce the number of tests we 
conduct, we will calculate a mean effects index for each hypothesis. For Outcomes 
1.2 and 1.3, we collect data at two different levels of analysis, individual women 
and individual children. As a result, two separate indices (one for women, one for 
children) will be calculated for each these two outcomes.   
 
A mean effects index aggregates multiple indicators of the same outcome into a 
single index. This allows us to capture the average relationship between the ICT for 
MNCH project intervention and a group of indicators for the same outcome.  
 
Following Kling, Liebman, and Katz (2007), we calculate the mean effects index for 
each hypothesis using the following steps: 
 

1. Change the sign of indicators, as needed, such that all indicators for a 
hypothesis are oriented in the same way and higher values always indicate 
better outcomes. 

2. Impute missing values on individual indicators at the treatment assignment 
group mean. 

3. Standardize all indicators so they are in comparable units (standard deviation 
units) by subtracting the baseline control group mean and dividing by the 
standard deviation of that indicator in the baseline control group. 

4. Compute the average across the set of standardized indicators. 
 
For mean effects indices that included indicators that are only applicable to a subset 
of respondents, the mean effects indices were calculated for each individual based 
only on the set of indicators applicable to her. For example, Outcome 1.2B (Use of 
Home-Based Practices for Children’s Health) includes three indicators. However, 
one of the indicators – receiving oral rehydration salts to treat diarrhea – was only 
collected for children who had had diarrhea in the last two weeks. Thus, for children 
who had diarrhea in the last two weeks, the Outcome 1.2b mean effects index 
would include three indicators, but for children who had not had diarrhea in the last 
two weeks the mean effects index included only two indicators. 
 
Demographic Data 
 
A number of variables were collected at the individual (child or woman), household, 
village, and health center levels in order to understand who knew about and used 
CCPF (Chapter 5), as well as control variables in the quantitative analysis of impact 
(Chapter 6). This section outlines the specific indicators included at each level, and 
describes how they were measured. Table 4.3 reports the summary statistics for 
each control variable for the entire sample (control and intervention communities at 
both baseline and control). 
 
For each child, we measured his or her age and gender using the household roster 
in the Household Questionnaire. Age was measured in months since birth, and 
gender was coded dichotomously, with one designating male children and zero 
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designated female children. We also determined for each child whether his or her 
mother and father were living, as well as whether the mother and father lived with 
the child. All four of these indicators were dichotomous, with one representing the 
affirmative. 
 
Summary statistics for the child-level variables are presented in Panel A of Table 
4.3. Children in the sample ranged from less than one month old to just shy of five 
years old (59 months), with an average age of two years and two and a half 
months. The sample is evenly split between male and female children. The vast 
majority of children have living parents (100% for mothers an 97% for fathers) and 
reside with their mother (99%). However, only 80% reside in the same household 
as their father. 
 
For each woman in the dataset, we used the Women’s Questionnaire to determine 
her age (in years) and whether or not she was married (dichotomous, with one 
meaning she was married). Her education level was measured by the number of 
years of education she had completed. Within the Women’s Questionnaire, each 
woman was asked to read a printed sentence, and her ability to read was noted by 
the interviewer. Women who were able to read at least part of the sentence were 
coded as being able to read. Finally, at end line, women were asked how many live 
births they had had. Because this question was not included at baseline, this 
measure of parity is only included in the analyses of who used CCPF (Chapter 5), 
but cannot be used in measuring the impact of CCPF (Chapter 6).3  
 
Summary statistics for the woman-level variables are presented in Panel B of Table 
4.3. The average age of women in the sample is twenty-eight years, with ages 
ranging from fifteen to seventy years of age.4 Four-fifths of the women (80%) were 
married at the time of the survey, with the remaining fifth being either never 
married (6%), separated (2%), divorced (9%), or widowed (3%). On average, 
women had completed 5.06 years of schooling, with over 14% of the women having 
never attended school at all. Only 23% of the women had completed primary 
school, which includes eight years in Malawi, and only 1% had completed secondary 
school. Over half (57%) of the women were able to read at least part of a sentence 
presented to them. Of the women interviewed at end line, the vast majority had 
had at least one live birth (88%), and the average number of live births was 3.18.  
 
At the household level, we determine the gender and ethnicity of the head of 
household. The ethnicity of the head of household is used as a proxy for the 
ethnicity of the entire household. Since most respondents belonged to one of three 
ethnic groups – the Lomwe, Yao, or Ngoni – the ethnicity is coded by a set of four 
dichotomous variables, one for each of the main three groups, and one for all 
others. A measure of household wealth was created based on the materials used in 
respondents’ floors, walls, and roofs. Our index of wealth simply adds up the 

                                                        
3 The household roster on the Household Questionnaire was designed to calculate the number of children under five 
that each woman in the household had. However, errors in coding each child’s mother make it impossible to use 
this indicator as a proxy for parity. Thus, in the calculation of CCPF’s impact, we have no measure of parity. 
However, we do have a measure of the number of children under five living within the household – a close proxy 
for how many children an individual woman has – which we include as a control at the household level.  
4 The sample was only meant to include women of childbearing age, and while women who were too old to bear 
children were occasionally included, they represent a very small proportion of the sample – only nine respondents, 
or 0.23% of the sample, were fifty years of age or older). 
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number of these components that are made from finished materials.5  We also code 
for each household whether they have access to a cellular phone, and the number 
of children under the age of five who live in the household. 
 
Household-level variables are summarized in Panel C of Table 4.3. Most of the 
households (80%) were headed by men. The Ngoni were the largest ethnic group in 
our sample, making up 42% of the households interviewed, followed by the Yao 
(28%) and the Lomwe (16%). The remaining 14% belong to less represented 
ethnic groups, including Chewa, Tumbuka, Tonga, Sena, Nkonde, and others. The 
average wealth is 1.20 suggesting that, on average, respondent households’ had 
one of the three components of their home finished. Walls were overwhelmingly 
made from finished materials (99%), while floors (6%) and roofs (16%) were much 
less likely to be finished. 
 
For each of the 49 villages from which we collected data, we calculated the distance 
to the health center using GPS coordinates collected by the IKI field teams. We also 
constructed a measure of whether or not other programs focused on maternal, 
newborn, and child health were operating within the village. To construct this 
measure, we asked each woman what other projects were working in her village as 
part of the Women’s Questionnaire. At the village level, then, a project was coded 
as present if at least 10% of women within the village mentioned that program. 
This was further collapsed into a dichotomous variable indicating whether or not 
any other MNCH programs were present. 
 
Village-level variables are summarized in Panel D of Table 4.3. The 49 villages in 
our sample were, on average, 6.3 km from the health center. Based on an average 
walking speed of 5 km per hour, on average, women can walk to the health center 
within an hour and a half. The majority of villages in the sample (67%) had at least 
one project or program other than CCPF working in the community on issues 
related to maternal, newborn, and child health. Villages were coded as having a 
particular program if at least 10% of our sample respondents mentioned the 
program as active in their community. The most prominent MNCH programs other 
than CCPF were Mother2Mother (47%), Wellness and Agriculture for Life 
Advancement (WALA) (42%), Uchembele Wabwino (4%), Zaumoyo (5%), and 
Banja la Mtsogolo (5%). 
 
Finally, for each of the six health centers included in the study, we determined the 
distance between the health center facility and the district hospital (Balaka District 
Hospital in intervention areas and Ntcheu District Hospital in control areas) using 
GPS coordinates provided by the IKI field team. We also calculated the number of 
nurses and midwives for every 10,000 people living in the health center catchment 
areas using District Health Office data. 
 
Health center level variables are summarized in Panel E of Table 4.3. The six health 
centers in the sample were on average 21 kms from the district hospital, with 
Mbera (14 kms) being the closest (to Balaka District Hospital) and Kasinje (33.2 
kms) being the farthest (from Ntcheu District Hospital). The six health centers 

                                                        
5 Floors were coded as finished if they were made from parquet, wood, vinyl, ceramic tiles, cement, or carpet. 
Walls were considered finished if they were made of cement, stone, bricks, cement blocks, covered adobe, 
wood/shingles, or compacted mud.  Finished roofing material included metal, wood, cement, ceramic, or shingles. 
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average 1.4 nurses and/or medical assistants per 10,000 people in their respective 
catchment areas. Chiendausiku had the most staff per 10,000 people (2.4), while 
Mbera had the fewest (0.88). 
 
Table 4.3 Summary Statistics of Control Variables for the Full Sample 
 
 N Mean SD Min. Max. 
Panel A: Child-Level Variables      
Age in Months 6870 26.67 16.61 0 59 
Male 6474   0.49   0.50 0 1 
Living Mother 6382   1.00   0.06 0 1 
Living Father 6373   0.97   0.16 0 1 
Resides with Mother  6368   0.99   0.11 0 1 
Resides with Father  6226   0.80   0.40 0 1 
      
Panel B: Woman-Level Variables      
Age in Years 6692 28.01   8.18 15 70 
Married 6685   0.80   0.40 0 1 
Years of Education 6664   5.06   3.15 0 13 
Able to Read 6668   0.57   0.50 0 1 
Number of Live Births  3847 3.18   2.38 0 15 
      
Panel C: Household-Level Variables      
Male Head of Household 6440   0.81   0.40 0 1 
Ethnicity      
 Lomwe 6440   0.16   0.36 0 1 
 Yao 6440   0.28   0.45 0 1 
 Ngoni 6440   0.42   0.49 0 1 
Wealth 6433   1.20   0.55 0 3 
Access to a Mobile Phone 6435   0.40   0.49 0 1 
No. of Children Under 5 in 
Household       

6453   1.07   0.68 0 5 

      
Panel D: Village-Level Variables      
Distance to Health Center (kms) 49   7.40 11.66 0.31 63.29 
Other MNCH Projects  49   0.67   0.37 0 1 
      
Panel E: Health Center-Level Variables     
Dist. to District Hospital (kms) 6 21.89   7.96 13.90 32.53 
Staff Per 10,000 People 6   1.40   0.64 0.88 2.37 
Data source: baseline and end line Under 5, Women, and Household 
Questionnaires and Ministry of Health. 
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4.3.B Qualitative Data Collection 
 
Several qualitative methods were employed, with some methods only used in either 
baseline or end line (see Table 4.4 for details). Sampling for these methods was 
purposive, with specific considerations prioritized depending on the method. 
 
Focus Group Discussions 
Focus group discussions were used to inform the quantitative data gathered by the 
population-based survey. At baseline, 12 focus group discussions were conducted 
with women. Two focus group discussions were conducted in each of the four 
intervention areas (eight randomly selected villages) and two focus group 
discussions were conducted in each of the two control areas (four randomly 
selected villages).  Three additional focus group discussions were conducted with 
men.  
 
At end line, questions on exposure to CCPF were included on the women’s survey. 
Participants for 12 focus group discussions in the intervention areas were randomly 
selected from the survey sample based on their responses to the exposure 
questions. Focus group discussions were conducted with women who had used 
CCPF, women who had heard but not used CCPF, and women who had not heard of 
CCPF.  On the day of an FGD in a particular village, the qualitative research team 
went to the village, located 10 individuals from each category, and invited them to 
participate. If some were missing or not willing to participate, the team chose 
replacements using the same selection methodology. 
 
In-depth interviews 
These were conducted at end line to understand and obtain further details from 
specific individuals who actively participated in focus group discussions.  Interviews 
were carried out with women who had used CCPF and their husbands and those 
who had heard of the project but not used it.  The selected woman was the one 
who had been most talkative in the FGD: the assumption was that in an individual 
interview, her stories could be developed more fully than in a FGD, where 
participants may interrupt each other.  The husband of the most talkative woman in 
the FGD was selected to assess the extent to which the spouses’ perceptions of the 
innovations were similar are different: in the case of CCPF users, we would learn 
what the husband knew about his wife’s use; in the case of those who had heard 
but not used, we could assess whether it was likely that the husband was a barrier 
to use.    
 
Key Informant Interviews 
Conducted at end line only, these were held with key project stakeholders to 
explore aspects of implementation with those familiar with CCPF within the 
community and the health system. Staff members of the health facilities (the in-
charge and a nurse-midwife), and Health Surveillance Assistants, were interviewed. 
At district level, four District Health Management Team members were interviewed. 
Three members of the VillageReach project implementation team were also 
interviewed.  
 
The key informants at the community level were chiefs and CCPF Community 
Volunteers.  There was no choice about the selection of the chief once the 
qualitative villages were randomly selected from the villages sampled in the 
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quantitative survey. For the CVs, the CCPF volunteer from the sampled village was 
interviewed (almost all villages had only one volunteer); in addition, two volunteers 
were sampled from a list of volunteers provided by VillageReach.   
 
At the health facility level, the team interviewed the in-charge, who was always a 
medical assistant.  A nurse/midwife was also usually the maternity nurse that was 
much involved with maternity issues. In each catchment area there was one of 
each of these categories interviewed.  
 
The four District Health Management Team Members from Balaka District Hospital 
Interviewed were identified during the planning stage of the qualitative component. 
These were The District Nursing Officer (DNO), The Information Education 
Communication Officer (IEC), the District Environmental Health Officer (DEHO) and 
the Safe Motherhood Coordinator. 
 
Client Exit Interviews 
These were carried out at baseline at the health centers. Exit interviews seek to 
understand client perceptions of the quality of service at the health center and the 
time spent waiting for the service, as logged through a “wait time register.” They 
were not carried out at end line; instead women’s perception of satisfaction with 
services was evaluated using the quantitative questionnaires. 
 
Health Facility Assessments 
Health facility assessments were conducted at the four health centers in Balaka 
District and the two comparison health centers in Ntcheu District during the 
baseline survey to provide information on availability of services, supplies, staffing, 
etc. The assessments were repeated at end line. 
 
Hearsay Ethnography Method 
Hearsay ethnography is a method for studying conversations and social interactions 
in their “natural” social settings. The method provides a way to capture informal 
talk about project interventions and, more generally, MNCH in the Balaka health 
center catchment areas. Two community members in each of the four Balaka health 
center catchment areas were selected and trained to pay attention to public 
conversations about the project interventions and write about them in a field 
journal. Data from the journals was used to supplement other qualitative methods.  
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Table 4.4 Type and number of qualitative methods used at baseline and end line 
 

 Baseline End line 

Focus Group Discussions, number of groups 15 12 

In-depth Interviews, number of respondents -- 16 

Client Exit Interviews, number of respondents 664 -- 

Key Informant Interviews, number of respondents -- 47 

Health Facility Assessment, number of facilities 6 6 

Hearsay, number of journals 48 46 
Data Source: IKI Baseline Report 2011 and IKI End Line Field Report 2013 

4.4 Methods 
 

4.4.A Predicting Exposure: Quantitative Data 

In order to understand the profiles of women in the intervention communities who 
(1) knew about, and (2) used CCPF services, we analyze the correlates of CCPF 
knowledge and use using the exposure questions on the end line women’s 
questionnaire.  
 
Exposure is measured in terms of both knowledge and use. First, we use 
dichotomous indicators of having heard about CCPF. We consider both women who 
have heard of CCPF and its programs by name, and those who have heard of the 
hotline or tips and reminders service but do not know the CCPF name. We also look 
at women who knew about the hotline and women who knew about the tips and 
reminders. Second, we measure the actual use of CCPF among women in the 
intervention communities. We focus on dichotomous measures of having used the 
hotline, the tips and reminders, or both. We also collected data on how many calls 
were made to the hotline for women who said they had called at least once, and the 
number of messages received in the last month for women who said they had 
received tips and reminders messages. 
 
In order to identify characteristics of the women who knew about and used CCPF 
services, we estimate the following logistic regression: 
 
Logit (Kihvc) = β0 + I′ihvct Γ + W′hvct Φ + X′vc Π + Z′c Λ + εihvct 
   
Logit (Uihvc) = β0 + I′ihvct Γ + W′hvct Φ + X′vc Π + Z′c Λ + εihvct 
 
where Kihvc is a measure of CCPF knowledge for woman i, in household h, in village 
v, within the catchment area of health center c at time t, and Uihvc is a measure of 
use for that same woman. Iihvct is the vector of variables at the woman level 
outlined in section 4.3a above, Whvct is a vector of variables at the household level, 
Xvc is a vector of village-level variables, and Zc is a vector of health center level 
variables. Finally, εihvct is the idiosyncratic error, clustered by health center (the unit 
of intervention). 
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4.4.B Understanding Users Experiences: Qualitative Data 

The majority of respondents for the qualitative study came from the villages:  
community members, community volunteers, HSAs and chiefs.  The others were 
district level officials, the staff of the health centers, and the staff of VillageReach.  
The ethnography was to provide an account of what people in the community said 
about CCPF to each other, rather than to a facilitator or an interviewer, who were 
perceived to represent an NGO that might bring benefits to the community.   
 
Study Design 
 
Village level: The village-level respondents were women and men, community 
volunteers, chiefs and HSAs.  Two villages in each of the four health center 
catchment areas were randomly selected from the list the villages that had been 
sampled for the end line survey.  Thus, all village-level respondents were from one 
of the eight villages in the qualitative study.  This assured that for the FGDs and for 
most interviews, village respondents were speaking about CCPF in that specific 
village: for example, when a village chief spoke about a community volunteer, it 
was a volunteer in his/her village.  This permitted cross-checking comments for 
consistency.  The eight villages were: 
 
 CHIENDAUSIKU: Laudani and Million  
 KALEMBO: Ntonda and Mogoya  
 MBERA: Kalambo and Amini  
 PHIMBI: Mtsukwa and Chisoni  
 
Health center level: In each of the four health centers, interviews were conducted 
with the In-charge (a medical assistant, the highest level health center staff) and a 
nurse-midwife (8 staff).  
 
District level:  The study team interviewed four district officials.  The initial study 
design designated the DHO and three members of the District Health Management 
Team as respondents.  There had been considerable turnover in these positions, 
however, so the IKI team selected the four officials whom VillageReach expected to 
be the most knowledgeable about CCPF.  A full list of the interviews is in Appendix 
C. 
 
The IKI Evaluation Team in conjunction with Concern-Innovations, VillageReach and 
Options developed the interview guides; they are available in Appendix D.  The 
guides were then piloted in several villages that were not selected for the 
qualitative study.   
 
After the interviews for the qualitative study were transcribed and translated, all 
transcripts were read by the Principal Investigator and all were coded by an IKI 
consultant.  The codes were developed by the PI and the consultant   
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The coding categories were: 
 
Benefits of CCPF 
Booking system 
Challenges                
Expectations 
Experiences              
Impact of CCPF Referrals 
Incentives 
Knowledge of CCPF 
Meetings 
Network 
Other interventions in catchment areas  
Perceptions of Hotline 
Preferences and Recommendation 
Preferential Treatment 
Reasons for calling CCPF 
Sensitization campaign 
Tips and Reminders 
Training 
Volunteers  
 
Most of the coding categories were predetermined, based on the central issues of 
the evaluation as specified in the questionnaires.  Several categories, however, 
emerged from reading the transcripts, and were primarily related to challenges of 
implementation: incentives, volunteers, training and other challenges.  Within the 
coding categories, some specific codes were pre-determined, others emerged when 
reading the transcripts.  The frequency of the use of specific codes was related to 
type of respondent (e.g. volunteers, chiefs, health staff) and the extent to which 
focus group participants and the respondents talked about the topic.  For example, 
participants in focus group with CCPF users talked more about “reasons for using 
the hotline” and “reasons for not using the hotline” than about “reasons for 
registering for tips and reminders”. In contrast, key informants talked far more 
about the “challenges of implementation” than the “impact of CCPF referrals”, 
consistent with the questionnaire, which reflected the interest of Concern Worldwide 
in learning about the process of implementation.  
 
There are limitations to the validity and reliability of self-reports, for qualitative 
interviews as well as interviews in surveys.  In both settings, respondents may 
want to present themselves to the interviewer or to their friends in the FGD in the 
best possible light (i.e. social desirability bias).  For example, the issue of 
inadequate incentives was common in all categories of respondents, but the 
respondents often also made a point that this would not stand in the way of their 
dedication to the project.  The qualitative component of the evaluation thus also 
included ethnographies in the catchment areas of intervention health centers and 
assessments of the health facilities.  The method used here is called “Hearsay 
Ethnography”, because it is based on overhearing what people say in public rather 
than conducting a formal interview.   
 
In the catchment areas of the four health centers, IKI identified village residents 
with secondary education, and asked them to work as ethnographers.  They were 
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not to interview, but rather to go about their ordinary activities; if, however, they 
heard people talking about CCPF, they were to listen and then write the substance 
of the conversation in a notebook.  The justification for this approach is that people 
may say quite different things to each other than they say to interviewers. 
Furthermore, this additional method allows for the triangulation of this data with 
the other sources of qualitative data collected.  The ethnographies thus provide an 
additional perspective on CCPF.  The notebooks were collected by an IKI staff 
member, typed, and analyzed by the PI.  A more detailed description of the method 
is in Appendix E.  
 

4.4.C Measuring Outcomes: Quantitative Data 

Impact on outcomes is evaluated using quantitative data in four different ways. 
First, we calculate the average difference in differences for each hypothesis without 
including any control variables. Second, we estimate the impact of the interventions 
within a multivariate regression framework, which allows us to include important 
covariates (other predictors of the outcomes of interest), allowing for a more 
precise estimate of the treatment effect. Third, we determine whether the 
estimated effect of CCPF differs across segments of the population (heterogeneous 
treatment effects). All three of the methods discussed thus far calculate the 
average treatment effect, sometimes called the intention to treat. In a fourth set of 
analyses, we use an instrumental variable approach within the difference in 
difference multivariate regression framework in order to calculate the treatment 
effect on the treated. Each of these four methods is outlined in more detail below. 
 
Simple Difference in Difference Calculations 
 
The difference-in-differences estimator is the difference between the intervention 
and control groups after the intervention, minus the difference between the 
intervention and control groups before the intervention. Thus, the simple difference 
in difference for each outcome, Y, is calculated as: 
 
ATTY = (IE – CE) – (IB – CB) 
 
Where IE is the average Y for the intervention communities at end line, CE is average 
Y for the control communities at end line, IB is the average Y for the intervention 
communities at baseline, and CB is the average Y for the control communities at 
baseline. This gives us the average treatment effect (ATTY) for a given Y without 
controls. 
 
Multivariate Difference in Difference Regressions  
 
The primary quantitative evaluation of the ICT for MNCH project interventions’ 
impact will be a difference-in-differences multi-level multivariate linear regression. 
A multi-level model accounts for the nested nature of the data: women/children 
within households, households within villages, and villages within health center 
catchment areas. 
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In its most basic form, the regression estimated will be: 
 
Yihvct = β0 + β1 Tc + β2 Pt + β3 (T * P)ct + I′ihvct Γ + W′hvct Φ + X′vc Π + Z′c Λ + εihvct 
 
where Yihvct is the outcome measure for woman/child i, in household h, in village v, 
within the catchment area of health center c at time t. Tc is a dummy variable 
taking the value 1 for individuals in intervention areas and 0 for individuals in 
control areas, Pt is a dummy variable taking the value 0 for the baseline data and 1 
for the end line data. Iihvct is a vector of control variables at the individual level, 
Whvct is a vector of controls at the household level, Xvc is a vector of village-level 
controls, and Zc is a vector of health center level controls. Finally, εihvct is the 
idiosyncratic error, clustered by health center (the unit of intervention). 
Regressions will be estimated using individual (woman or child) level data. 
However, because the interventions (the ICT for MNCH project interventions) were 
implemented at the health center level, we will cluster standard errors by health 
center. 
 
The difference-in-difference estimator of interest is the estimate of β3, the 
coefficient on the interaction between Tc and Pt. Note that this is a dummy variable 
that takes the value 1 only for the intervention group in the post-intervention 
period. Thus, for each hypothesis, we will obtain an estimate of the ICT for MNCH 
project treatment effect using the coefficient on β3. 
 
Heterogeneous Treatment Effects 
 
We next evaluate whether there are heterogeneous treatment effects. 
Heterogeneous treatment effects refer to the potential for different types of 
individuals to respond differently to the intervention. For example, we might expect 
the impact of the ICT for MNCH project intervention to have differential effects 
depending on a household’s distance from the treated health center. Potential 
heterogeneous treatment effects were specified prior to data analysis to guard 
against data mining in order to find a sub-group for whom treatment effects are 
statistically significant due to chance since, at the conventional 0.05 statistical 
significance level, one in twenty tests will be statistically significant due solely to 
chance. The evaluation of heterogeneous treatment effects requires a more 
extensive model with a triple interaction term. Because complex interaction models 
are often difficult to interpret, these results of the heterogeneous treatment effects 
are summarized in a table. 
 
Treatment Effect on the Treated 
 
In estimating the treatment effect on the treated, we focus on the impact of the 
interventions for individuals who actually used them. This is in contrast to the 
analyses outlined above, which focus on the intention to treat (ITT) effect.  
 
One difficulty with estimating the treatment on the treated effect is establishing an 
appropriate counterfactual group – we know who in the intervention communities 
used the services, but to whom should we compare their outcomes? A naïve 
approach would simply compare outcomes of the women in the intervention areas 
who report having used the ICT for MNCH project hotline, received tips and 
reminders, or booked an appointment, to the outcomes of all of the women in the 
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control areas. However, this will produce a biased estimate of the treatment effect, 
because unobserved characteristics of individual women (e.g., health concerns) 
may be related to both the willingness to make use of offered services and care-
seeking practices. In other words, this naïve estimate would be comparing women 
in the intervention areas who are willing or able to make use of the services 
offered, to women in the control areas who would be willing to use the services if 
offered and women in the control areas who would not be able or willing to use the 
services even if they were offered.  
 
To get around this issue, we use an instrumented difference in differences 
approach, where assignment to treatment serves as an instrument for actual 
treatment (see Duflo (2001) and Chaisemartin (2011) for details on this method). 
Instrumented difference in differences involves two stages of regression. In the first 
regression, we regress an indicator of treatment status (treatment or control), time 
(baseline or end line), and their interaction, plus controls at all levels, on the use of 
CCPF programs.6 Using this first stage regression, we then predict each individual in 
the sample’s likelihood of using CCPF. Because use of CCPF only occurred in end 
line intervention communities, the likelihood that respondents at baseline or in the 
control communities would use CCPF will be at or near zero. In contrast, individuals 
in end line intervention samples will have, on average, around a 20% likelihood of 
using CCPF,7 since uptake was around 20%. We then regress the predicted 
likelihood of use, as well as all controls, on the outcomes of interest. The resulting 
estimate gives us the treatment effect on the treated, sometimes called the local 
average treatment effect (LATE). 
 
Intuitively, think of the first stage regression as an estimate of the degree to which 
treatment assignment predicts treatment uptake. When everyone in the treatment 
group uses the treatment, and no one in the control group does, then the difference 
in the differences and the instrumented difference in the differences will be exactly 
the same. However, when uptake is less than 100% – as in the case of CCPF – then 
the estimated treatment effect is adjusted to account for the fact that only some 
portion of the individuals assigned to treatment were actually treated.8 The lower 
the uptake, the bigger the difference between the average treatment effect and the 
average treatment effect on the treated, since the former must be driven entirely 
by the latter. 

4.5 Limitations 
 
Even with a carefully designed evaluation plan there are limitations to the design 
and the use of quantitative and qualitative data.   
 
Generalizability: Due to the requirements of electricity, mobile phone coverage 
and two maternity nurses for health centers to qualify to participate in the study, 
there are limitations to the ability to apply the study’s findings in catchment areas 
that do not meet these requirements. 
                                                        
6 The measure of CCPF use used here is a dichotomous indicator for whether an individual reported using either of 
the CCPF services. 
7 While the average likelihood for end line treatment individuals will be 20%, it may be higher or lower for any 
given individual, based on other characteristics of that individual captured by the control variables. 
8 The IV-DID estimate is much more complicated when some individuals are treated at baseline or some individuals 
assigned to control are treated, but in the case of program implementation like CCPF, neither of these problems 
arise. 
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Recall bias: It is important to keep in mind that the analysis below depends on 
self-reports, and thus may be influenced by failures of memory as well as by the 
respondents’ desire to present themselves as following the advice of the health 
center staff. 
 
Non-equivalent control group: Analyses of the data from the baseline survey 
showed that on a substantial number of MNCH indicators, the differences between 
the arms of the intervention and between the intervention areas and the control 
areas were statistically significant, thus they did not meet the requirements of a 
randomized design.   As a result, a strict attribution of causality was not possible.   
 
Confounding effects of other programs: The evaluation of this project did not 
occur in isolation from other factors, which could influence the project’s desired 
outcomes.  Balaka District was selected due to its relatively poor ranking on 
indicators of MNCH, which also were of concern to other organizations. There were 
also organizations working to improve MNCH outcomes in the control district of 
Ntcheu: on some indicators, Ntcheu improved more than Balaka. It is not possible 
to separate out the effects of these other initiatives. 
 
Two of the limitations above apply to both the quantitative and qualitative 
components of the study:  the issues of generalizability and recall.  In addition, 
there are limitations common to focus group discussions, key informant interviews 
and ethnography.   
 
Focus Group Discussions: Focus groups may include some participants who talk 
a great deal, and others who are quiet or simply say "I agree with what my friend 
has said."  The transcripts of FGDs with users of CCPF and with those who had 
heard of it but had not used it show that the facilitators were alert to this problem, 
and tactfully made opportunities for the quiet ones to talk.  Nevertheless, it is likely 
that the FGDs reflect the opinion of the more talkative women, who may differ in 
other relevant characteristics from the quieter women.   
 
Key Informant Interviews: In studies that ask respondents to assess an 
intervention, social desirability bias is an issue.  Almost all of the key informants 
said that the project had been successful.  Some of these, however, had little 
knowledge of CCPF other than that it was meant to improve maternal and child 
health. For those whose interviews showed a lack of knowledge of the project, 
praise for it is not credible.   Similarly, some respondents said that attendance at 
the health centers had increased, some said that decreased because women could 
now receive health advice without spending time and money going to the health 
center.  None of the respondents were in a position to know whether attendance 
increased or decreased.  The least likely to be credible are men, who pay little 
attention to issues of maternal and child health, since these are considered 
women's issues, and do not go often to the health center.  The most likely to be 
credible are the facility staff.  Monthly attendance is likely to vary according to the 
season, however, with conditions such as diarrhea, malaria and respiratory 
infections bringing more women and children to the health center in the rainy 
season.  This would make it difficult for the health staff to assess whether 
attendance had increased or decreased over the two-year period. 
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Ethnography:  The ethnographers were selected in part because they had 
previously performed well as ethnographers for other evaluations.  They were 
young and thus the members of their social networks were likely to be relatively 
young as well.  This was not an issue in previous assignments, but for CCPF, it 
would have been better to have trained older women who were already having 
children.  A second limitation of the selection was that some of the ethnographers 
were also community volunteers for CCPF, which we did not know when they were 
recruited for the study.   Their role as a CV may have been an advantage, since 
they would be more likely to pay attention to comments concerning the use of 
CCPF, but it could also have introduced a bias.   
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CHAPTER 5: Profiles and Experiences of Users 

The two main objectives of this chapter are to (1) understand who knew about and 
used the CCPF services, including predictors of knowledge and use at the individual, 
household, village, and health catchment levels, and (2) describe the users’ 
experiences with CCPF.  In order to achieve these objectives, we use both 
quantitative and qualitative data. The quantitative data come from the end line 
household and women’s questionnaires in both the intervention and control 
communities, with a particular focus on the CCPF exposure questions that were part 
of the women’s end line questionnaire. The qualitative data come from FGDs and 
interviews conducted at end line in the intervention areas.  
 

5.1 Knowledge of CCPF 
 
Knowledge of CCPF is reported for both intervention and control communities at 
end line in Panel A of Table 5.1.  
 
In the intervention communities, 75% of respondents had heard of CCPF by name, 
while only 3% had heard of CCPF in control communities.9  Of those who had heard 
of CCPF, 98% identified CCPF as providing a hotline, while only 21% mentioned 
that CCPF provides a tips and reminders service. If we include respondents who had 
not heard of CCPF by name, but who, in response to probes,10 knew about either 
the hotline or the tips and reminders, 78% of respondents in intervention 
communities knew about CCPF services.11 Including both individuals who knew 
CCPF by name and those who did not, 46% of respondents in intervention 
communities knew of the hotline only, 0.1% knew about the tips and reminders 
only, and 32% knew about both the hotline and the tips and reminders.  
 
Knowledge of CCPF services is significantly higher in intervention communities than 
in control communities (t=63.7, df=3786, p<0.001), which we expect since CCPF 
was only offered in intervention communities. 
  

                                                        
9 A few respondents (n=59) reported that they had heard of CCPF when asked directly, but could not explain what 
CCPF was to the interviewer. These respondents are thus coded as having not heard of CCPF by name. 
10 For respondents who reported having not heard of CCPF, we asked “Have you heard of a free telephone number 
that you can ring to talk to a health worker through a community volunteer in your village?” and “Have you heard 
of a tips and reminders service where you can receive messages about your health on a mobile phone?” to 
measure of knowledge of services. 
11 This means that most people who knew about CCPF services (78%) also knew CCPF by name (75%), with only 
3% (78%-75%) of the sample knew about the hotline or tips and reminders, but had not heard of CCPF. 
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Table 5.1 Knowledge and Use of CCPF Services 
 Intervention  Control 
Panel A: Knowledge of CCPF N Mean SD  N Mean SD 
Heard of CCPF by Name 2506 0.75 0.44  1343 0.03 0.16 
Heard of CCPF Programs 2447 0.78 0.41  1343 0.03 0.17 
 Heard of Hotline 2451 0.78 0.41  1341 0.03 0.17 
 Heard of T&R 2502 0.33 0.47  1341 0.00 0.07 
        
Panel B: Use of CCPF Intervention  Control 
Used CCPF 2467 0.19 0.39  1341 0.00 0.03 
 Used Hotline 2470 0.19 0.39  1341 0.00 0.03 
 No. of Hotline Calls* 448 2.96 3.32     
 Used T&R 2503 0.08 0.26  1343 0.00 0.00 
 No. of T&Rs/Month* 186 3.20 4.33     
        
*Only asked for women who had used that service at least once. 
The reported “N” refers to the number of observations (women) for which we have 
data for each variable. 
Data source: Exposure module of the end line women’s questionnaire in both 
intervention and control communities. 
 
 
Table 5.2 reports the results of logistic regression models of the factors that were 
associated with having heard of CCPF, the hotline, and tips and reminders. The 
results show that age, education, literacy, number of live births, ethnicity, 
household wealth, the presence of other MNCH programs in the village, the distance 
between the respondent’s village to the health center and to the district hospital, 
and the number of health center staff per capital are all significantly related to the 
likelihood that a woman in the intervention area had heard of CCPF. Age slightly 
decreases the likelihood that a woman has heard of CCPF (i.e. younger women 
were more likely to have heard of CCPF than older women), reducing the odds by 
2% on average. Each additional year of education increases the odds of having 
heard of CCPF by 12%, and being able to read increases the odds by 58%. Each 
additional live birth increases the odds of having heard of CCPF by 16%, on 
average. The Ngoni were slightly less likely to have heard of the CCPF services than 
the Yao and Lomwe. Household wealth, defined in terms of housing material (a 
brick house with a finished floor and a metal roof indicate relative wealth), is 
negatively related to hearing about CCPF, with a one unit increase in wealth 
corresponding to a 24% decrease in the likelihood of knowing about CCPF. Women 
in villages where there was at least one MNCH program other than CCPF were 40% 
more likely to have heard of CCPF than women in villages with no other MNCH 
programs. Distance between the health center and the district hospital increases 
knowledge of CCPF by 6% for every additional kilometer. Finally, health center staff 
had a positive impact on knowledge of CCPF, with each additional health worker per 
10,000 people increasing the likelihood of knowing about CCPF by 84%. 
 
The predictors of hotline knowledge are largely similar to predictors of knowing 
about CCPF in general, since very few people know about CCPF without knowing 
about the hotline. However, the predictors of knowing about tips and reminders are 
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slightly different, since a much smaller proportion of women in the intervention 
communities had heard of the tips and reminders. Unlike knowledge of CCPF overall 
or the hotline, age is positively related to knowledge of tips and reminders. Both 
education and literacy increase the likelihood of knowing about tips and reminders. 
At the household level, households headed by men and households that possessed 
a cell phone were more likely to have heard of tips and reminders. In terms of 
ethnicity, Lomwe were more likely to have heard of tips and reminders than 
members of other groups. Unlike knowledge of CCPF overall or the hotline in 
particular, knowledge of tips and reminders was higher for households with more 
children under five. 
 
Finally, women in health center catchment areas farther from the district hospital 
and with more staff per capita are more likely to know about CCPF. However, since 
this is based on only four health center catchment areas (in intervention areas), 
this effect is likely to be picking up health center differences in the promotion of 
CCPF.
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Table 5.2 Predictors of Knowledge of CCPF and Its Constituent Services 
 

 
Heard of 

CCPF 
Heard of 
Hotline 

Heard of 
T&R 

      
Age 0.98*** 0.98*** 1.02*** 
 (0.01) (0.01) (0.01) 
Married 0.71 0.73 0.99 
 (0.31) (0.32) (0.21) 
Education, in years 1.12*** 1.12*** 1.11*** 
 (0.02) (0.02) (0.03) 
Able to read 1.58*** 1.58*** 1.07 
 (0.23) (0.25) (0.10) 
No. of Live Births 1.16*** 1.16*** 1.00 
 (0.05) (0.05) (0.04) 
Male Head of Household 1.31 1.30 1.65** 
 (0.51) (0.51) (0.38) 
Ethnicity: Lomwe 1.43 1.41 1.30** 
 (0.31) (0.31) (0.15) 
Ethnicity: Yao 1.16 1.10 0.81* 
 (0.49) (0.46) (0.09) 
Ethnicity: Ngoni 0.50* 0.49* 0.74* 
 (0.20) (0.21) (0.12) 
Household Wealth 0.76*** 0.77*** 0.88 
 (0.06) (0.06) (0.10) 
Cell phone in Household 1.32 1.34 1.14* 
 (0.44) (0.44) (0.08) 
No. of Children in Household 1.00 1.00 1.16*** 
 (0.04) (0.04) (0.04) 
Dist. from Village to HC (kms) 0.99 0.99 0.99 
 (0.01) (0.01) (0.01) 
Other MNCH Programs  1.40*** 1.40*** 2.08*** 
 (0.16) (0.16) (0.14) 
Dist. HC to Hospital (kms) 1.06*** 1.06*** 1.02*** 
 (0.00) (0.00) (0.00) 
No. Nurses per 10,000 People 1.84*** 1.79*** 1.24*** 
 (0.31) (0.29) (0.06) 
Constant 0.36*** 0.37*** 0.04*** 
 (0.14) (0.13) (0.01) 
Observations 1,988 1,991 2,032 
Pseudo R-squared 0.07 0.07 0.04 
Logistic regressions of knowledge of CCPF, hotline, and tips and reminders 
on individual, household, village, and health center catchment area 
variables.  
Coefficients are reported as odds ratios and robust standard errors, 
clustered by health center catchment area, are reported in parentheses. 
Statistical significance is designated by: *** p<0.01, ** p<0.05, * p<0.1. 
Data Source: end line women’s questionnaires and household 
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questionnaires for intervention communities only. 

5.2 Use of CCPF  
 
To measure use of CCPF services on the population-based survey, we asked 
respondents who had heard of CCPF, or its constituent services, whether or not 
they had called the hotline or received tips and reminders. For those who had, 
additional questions were asked about why the services were used, how the 
services were used, and the usefulness of CCPF services. Panel B of Table 5.1 
summarizes use of CCPF services in both intervention and control communities.  
 
In intervention communities, 19% of respondents had used at least one of the CCPF 
services: 19% had used the hotline at least once and 8% had received tips and 
reminders. If we look only at respondents in intervention communities who knew 
about these services, 22% of those who knew about the hotline (n=1910) had 
called at least once, and 21% of those who knew about the tips and reminders 
(n=835) had received at least one message.  
 
As expected, use of CCPF services was significantly higher in intervention 
communities (t=17, df=3806, p<0.001). In fact, only one respondent in control 
areas reported having used CCPF.  
 
Model 1 of Table 5.3 reports the results of a logistic regression model of using at 
least one of the CCPF services on individual, household, village, and health center 
characteristics among respondents in intervention communities. The coefficients are 
reported as odds ratios. Because many of these same characteristics were also 
related to the likelihood that an individual had heard of CCPF (see Table 5.2, 
above), the results presented in Model 1 conflate knowledge and use of CCPF. Thus, 
in Model 2 the sample is restricted to individuals who had heard of CCPF services. 
Models 3 and 4 report the predictors of hotline and tips and reminders use, 
respectively, conditional on having heard of each service. 
 
At the woman level, age only very weakly reduces the likelihood of using CCPF. 
Years of education is positively related to all indicators of use, except for tips and 
reminders. For the use of tips and reminders, the ability to read seems to reduce 
the likelihood of use by 46%. The number of live births a woman has had is only 
related to overall use of CCPF, most likely through increase knowledge since once 
we condition on having heard of CCPF (Model 2), number of live births is no longer 
a significant predictor of using CCPF. 
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Table 5.3 Predictors of Use of CCPF 
  (1) (2) (3) (4) 

 
Used  
CCPF 

Used  
CCPF 

Used 
Hotline 

Used 
T&Rs 

Age 0.98* 0.99 0.99 0.99 
 (0.01) (0.01) (0.01) (0.02) 
Married 1.13 1.29 1.39 2.17 
 (0.38) (0.27) (0.34) (1.21) 
Education, in years 1.11*** 1.09*** 1.08*** 1.06 
 (0.02) (0.02) (0.01) (0.03) 
Able to read 1.20 1.05 1.01 0.64*** 
 (0.22) (0.16) (0.11) (0.07) 
No. of Live Births 1.10* 1.07 1.07 1.06 
 (0.06) (0.06) (0.07) (0.04) 
Male Head of Household 1.55 1.38* 1.28 0.56 
 (0.53) (0.27) (0.24) (0.30) 
Ethnicity: Lomwe 0.98 0.94 0.87 1.00 
 (0.20) (0.21) (0.20) (0.27) 
Ethnicity: Yao 0.93 0.93 0.98 1.37 
 (0.19) (0.22) (0.25) (0.66) 
Ethnicity: Ngoni 0.70** 0.84 0.80 1.48 
 (0.13) (0.11) (0.13) (0.38) 
Household Wealth 0.81 0.87 0.87 1.08 
 (0.16) (0.19) (0.17) (0.13) 
Cell phone in Household 1.37*** 1.30* 1.24 1.75*** 
 (0.14) (0.19) (0.17) (0.17) 
No. of Children in Household 1.19 1.23 1.20 1.20 
 (0.12) (0.16) (0.14) (0.34) 
Dist. from Village to HC (kms) 
 

0.97*** 0.97*** 0.97*** 0.93 
(0.01) (0.01) (0.01) (0.05) 

Other MNCH Programs  4.43*** 4.41*** 4.33*** 4.47*** 
 (0.38) (0.44) (0.46) (0.59) 
Dist. HC to Hospital (kms) 1.02*** 1.01** 1.01** 1.03*** 
 (0.01) (0.00) (0.00) (0.01) 
No. Nurses/10,000 People 1.00 0.87 0.90 1.05 
 (0.14) (0.14) (0.13) (0.13) 
Constant 0.02*** 0.04*** 0.04*** 0.02*** 
 (0.02) (0.03) (0.03) (0.01) 
Observations 2,008 1,653 1,633 807 
Adjusted R-squared 0.06 0.04 0.04 0.06 
Logistic regressions of use of CCPF, use of CCPF if heard of CCPF, use of hotline, 
and use of tips and reminders on individual, household, village, and health center 
catchment area variables.  
Coefficients are reported as odds ratios and robust standard errors, clustered by 
health center catchment area, are reported in parentheses. 
Statistical significance is designated by: *** p<0.01, ** p<0.05, * p<0.1. 
Model 1 includes the full end line intervention sample; Model 2 includes women in 
the end line intervention area who had heard of CCPF. Model 3 includes women in 
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the end line intervention area who had heard of the hotline. Model 4 includes 
women in the end line intervention area who had heard of the tips and reminders. 
Data Source: end line women’s questionnaires and household questionnaires for 
intervention communities only. 

 
The only household level variable consistently related to CCPF use is household 
ownership of a mobile phone. This is not very surprising, given that both CCPF 
services are accessed through mobile phones. 
 
Distance from the respondent’s home to the health center is negatively related to 
using CCPF, suggesting that women living farther from the health center were less 
likely to use CCPF than women living closer. Distance to the health center is not 
statistically significant for use of tips and reminders, mostly likely due to the small 
sample size of women who had heard of the tips and reminders service, but the 
estimate is still negative. Finally, at the health center catchment area level, 
distance to the district hospital is positively related to using CCPF services. 
 
At the village level, the presence of other programs focused on MNCH is strongly 
and positively associated with an increase in CCPF.   For example, the Ministry of 
Health has been implementing a program in integrated community case 
management (iCCM) of childhood illnesses.  Organizations that are or were active in 
this program include USAID (2007-2011), and Population Services International 
and Save the Children (2009-2012); the latter two are active in some districts in 
the southern region (Nakhoma et al 2013). 
 
Among those who had used the hotline and/or tips and reminders, the frequency of 
use is reported in Panel B of Table 5.1. Among respondents who reported having 
called the hotline, they made, on average, three calls in total. Most individuals who 
had used the hotline had made three or fewer calls (77%), with the remaining 
varying between four and thirty calls.  
 
Table 5.4 summarizes the ways in which individuals accessed CCPF services. Panel 
A reports rates on how the hotline was called. Most of those who called did so from 
a community volunteer’s phone (61%), provided by CCPF, with only 24% reporting 
calling the hotline from their personal phone. The remainder used a phone 
belonging to a friend or family member. The vast majority of those who had called 
where satisfied with the hotline service (94%), with most reporting that they were 
“very satisfied” (67%). 
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Table 5.4 Accessing CCPF Services 
 Percent 
Panel A: Hotline, N=456  
Community Volunteer’s Phone 61% 
Personal Phone 24% 
Family Member’s Phone 13% 
Friends Phone 1.8% 
  
Panel B: Tips and reminders, N=188  
Community Volunteer’s Phone 45% 
SMS on Personal Phone 30% 
Voice on Personal Phone 30% 
The reported “N” refers to the number of observations 
(women) for which we have data for each variable. 
Data source: Exposure module of the end line women’s 
questionnaire in both intervention and control communities. 
 
 
Of those who called the hotline at least once, the most common reason reported for 
calling the hotline was to ask about signs and symptoms during pregnancy (51%), 
followed by questions about child health signs and symptoms (38%), child 
development (13%), and ANC visits during pregnancy (12%). Less than ten percent 
reported calling about child health visits and immunizations (9%), child nutrition 
(9%), nutrition during pregnancy (8%), and family planning (5%). Finally, some 
respondents called the hotline in order to register for tips and reminders (9%) and 
to report the outcome of a referral (2%).12 
 
Individuals who had received tips and reminders reported receiving around three 
messages per month (Panel B, Table 5.2). One quarter (23%) received one 
message per month, a third (29%) received two messages per month, and half 
received three or more messages per month. Most users experienced no problems 
with the service (59%), while others were unable to receive messages because they 
were unable to charge their phone battery (19%), the community volunteer’s 
phone was broken (12%), the community volunteer was not available (8%), or the 
tips and reminders system was not working (6%). Only 5% reported missing a 
message because they couldn’t access a phone to call. Despite some of these 
challenges, almost all users were satisfied with the tips and reminders service 
(98%), with the majority (77%) reporting being very satisfied.  
 
Panel B of Table 5.4 shows how women received tips and reminders. The most 
common method was to use community volunteer phones (45%), with a third 
receiving SMS messages and another third receiving voice messages on a personal 
or family phone.13 
 

                                                        
12 These proportions sum to greater than 100% because respondents were allowed to list 
more than one reason for calling the hotline. 
13 Again, these proportions sum to greater than 100% because some respondents received 
messages in more than one way. 



67 

The most common types of tips and reminders received were for pregnancy (56%) 
and children under one (57%). In contrast, only 10% of tips and reminders users 
received messages geared toward women of childbearing age: this lower rate is 
understandable given that this category of messages was only introduced partway 
through the implementation of CCPF. When asked on the population-based survey 
which type of tips and reminders women found most useful, the most common 
response was the tips focused on danger signs during pregnancy (39%), followed 
by nutrition (12%) and growth milestones (10%). 
 
VillageReach Monitoring Data 
 
The data discussed thus far came from the women interviewed in intervention 
communities at end line. Another source of data on the use of CCPF comes from the 
monitoring data collected by VillageReach, from the monthly reports of the 
community volunteers, and from the quarterly reports of VillageReach.  
VillageReach used an interactive voice response (IVR) database in association with 
the hotline and tips and reminders service, which recorded information on call 
volumes and unanswered calls to the hotline and the number of tips and reminder 
messages received by subscribers across time.  VillageReach also had a database 
designed by Baobab Health, which allowed the hotline workers to record 
information about individual calls with a touchscreen interface.  The following 
section relies primarily on the Baobab database to further quantify the use of CCPF.  
 
The VillageReach monitoring data show that the peak of new callers and new 
registered users is in the 1st quarter; the lowest is in December, which is in the 
rainy season when the hard work of planting occurs. The monthly reports that the 
community volunteers provided to the VillageReach staff show an increasing 
number of non-functional phones (e.g. broken keypads); in the last quarter, only 
40% of the volunteer phones were functional. Figure 5.1 shows the trend in hotline 
calls and tips and reminders, by quarter.  
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Figure 5.1 Numbers of New Callers and Registered Users 
 

 
 
 Data Source: VillageReach Cumulative Indicator Report 2013 
 
In Figure 5.2, the trend is the same.  Initially, there were far more calls about 
children than about pregnancy.  The calls about children declined more rapidly than 
the calls about pregnancy.  Late in 2012, VillageReach expanded the target 
population to include women of childbearing age, whether pregnant or not.  This 
was announced at the activities of the Phase II demand generation, accounting for 
the sudden rise of those calls.   
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Figure 5.2 Number of Calls to CCPF, by Type 
 

 
Data Source: VillageReach Cumulative Indicator Report 2013 
 
This figure also shows a steep decline in the number of calls over the two years of 
the project, from a peak in the fourth month to a nadir in the 24th month, 
punctuated by an increase in the use of personal phones following a demand 
generation campaign in October and November of 2012.  The VillageReach analysis 
of the data provided by community volunteers at their monthly meetings shows 
increased reports by the volunteers that their phone had been damaged as well as 
increased absences from the meetings, suggesting a decline in the ability of 
potential callers to access the community volunteer’s phone.   
 
The monitoring data also suggest that over the two years that the hotline was in 
operation, it may have reduced visits to the health facilities.  According to the 
Baobab database over 11,000 relevant calls over two minutes in length were 
received by the hotline during the first two years of implementation (VillageReach 
Cumulative Indicator Report 2013).  For the majority of CCPF users (69%), the 
advice of the hotline workers was sufficient to resolve the issue for which they had 
called.  Only 21% of the calls resulted in a referral to a health facility and 10% 
resulted in a referral to a village clinic (VillageReach Cumulative Indicator Report 
2013).  
 
The electronic data show how many callers were given advice and how many were 
referred to a facility, but they do not show whether the person referred went or not, 
or whether the person given advice by the hotline workers subsequently went to 
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the facility for the same issue.  If we assume that the majority of those who 
received advice only did not then go to the health center for the same issue, the 
reduction in the burden of health staff and resources as consequence of CCPF would 
be substantial.   We also acknowledge that not all callers would have necessarily 
gone to a health center with their issue had CCPF not been available to them.  
Nevertheless, we do postulate that 1) a considerable number of callers were given 
information and advice that promoted appropriate care-seeking and potentially, 
reduced the client volume at the health centers and that 2) others were able to 
interact with the health system whom may not have done so without the availability 
of CCPF.   
 
Future monitoring of the number of visits to health centers before and after 
implementation of a hotline service would be necessary to determine if a hotline is 
capable of relieving the burden on health facilities by reducing client volume.    

5.3 Reasons for Use of CCPF  
 
In this section, we begin with the symptoms reported to hotline workers by callers.  
This is followed by the perceptions of CCPF by users and non-users as expressed 
FGDs and IDIs.  
 

5.3.A Reported Symptoms 

Table 5.6 below shows the symptoms the callers reported to the hotline worker 
over the two years it was in operation (VillageReach monitoring data).  From July 
2011 to June 2013, there were 8,240 unique hotline callers (defined by 
VillageReach as a call about a relevant issue that was at least two minutes long on 
their first call). The calls were about equally divided between pregnancy issues and 
issues concerning children under 5.  
 
 
Table 5.6 Symptoms Reported to Hotline Worker, June 2011-June 2013 
 Number Percent 
Pregnant Callers' Symptoms     
Headache 110 33% 
Swollen Hands or Feet 82 25% 
Vaginal Bleeding During Pregnancy 35 11% 
Fever During Pregnancy – Symptom 37 11% 
Water Breaks - Symptom 28 8% 
Paleness of Skin & Tiredness – Symptom 21 6% 
Postnatal Fever – Symptom 5 2% 
Fits or Convulsions - Symptom 7 2% 
No Fetal Movements - Symptom 8 2% 
Postnatal Bleeding 0 0% 
Total 333 100% 
   
Pregnant Callers' Danger Signs     
Swollen Hands or Feet – Danger Sign 97 39% 
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Table 5.6 Symptoms Reported to Hotline Worker, June 2011-June 2013 
 Number Percent 
Severe Headache 51 20% 
Fever During Pregnancy – Danger Sign 26 10% 
Water Breaks - Danger Sign 24 10% 
Heavy Vaginal Bleeding During Pregnancy 20 8% 
Paleness of Skin & Tiredness – Danger Sign 16 6% 
No Fetal Movements - Danger Sign 9 4% 
Fits or Convulsions - Danger Sign 4 2% 
Excessive Postnatal Bleeding 1 0% 
Postnatal Fever - Danger Sign 1 0% 
Total 249 100% 
   
Pregnant Callers' Advice/Information Needed     
Body Changes 1,015 26% 
Nutrition 837 22% 
Prevention  578 15% 
Discomfort 553 14% 
Concerns 387 10% 
Routines (birth planning) 200 5% 
Warning Signs 93 2% 
Baby's Growth 85 2% 
Emotions 43 1% 
Beliefs 27 1% 
Healthcare Visits 31 1% 
Milestones 3 0% 
Total 3,852 100% 
   
Under 5 Callers' Symptoms     
Fever 955 40% 
Cough 594 25% 
Diarrhea 480 20% 
Not Eating 184 8% 
Vomiting 178 7% 
Convulsions - Symptoms 18 1% 
Red Eye 0 0% 
Fast Breathing 0 0% 
Very Sleepy 3 0% 
Unconscious 4 0% 
Total 2,416 100% 
   
Under 5 Callers' Danger Signs     
Fever of 7 Days or More 145 27% 
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Table 5.6 Symptoms Reported to Hotline Worker, June 2011-June 2013 
 Number Percent 
Vomiting Everything 95 18% 
Not Eating or Drinking Anything 83 16% 
Cough for 21 Days or More 58 11% 
Red Eye for 4 Days or More with Visual Problems 38 7% 
Diarrhea for 14 Days or More 35 7% 
Blood in Stool 38 7% 
Convulsions - Danger Sign 20 4% 
Very Sleepy or Unconscious 14 3% 
Potential Chest Indrawing 4 1% 
Total 530 100% 
   
Under 5 Callers' Advice/Info Needed     
Accessing Healthcare Services 417 31% 
Bowel Movements 350 26% 
Feeding Problem 214 16% 
Crying  109 8% 
Skin Rashes 99 7% 
Skin Infections 85 6% 
Growth Milestones 58 4% 
Umbilicus Infections 11 1% 
Sleeping 2 0% 
Total 1,345 100% 
Data Source: VillageReach Monitoring Data   

 
We now turn to the qualitative study to assess perspectives on the use of the 
hotline.  
 
In the FGDs and IDIs, the hotline was said to be easy to use.  A participant in a 
FGD with users first heard about the ease of calling from a friend.   
 

I was told that she called, the child was sick, and she was told to 
press 3, then 4 to speak with the hotline worker and she pressed 
4…And the hotline worker said you are welcome, be free…Let me 
first know you—What are your problems?...  My friend was then told 
‘Your problems need to be taken to the health center, you should go 
and receive drugs. But you have to call me after the health center so 
that I can inquire from you how you have been assisted at the health 
center.    

 
The most frequently given reasons for using the hotline were convenience, respect 
and better treatment.    
 

FGD with users 
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Why do you call first instead of directly going to the health center? 
 
It’s good to call the hotline first, we call the hotline because you can 
find that there are no drugs, then you are told that you should just 
go and buy panado [paracetamol] We can be wasting time walking to 
the health center. 
 

5.3.B Convenience 

The women perceived convenience as the key feature of CCPF; in the following 
example, it was worth making two trips to locate the volunteer.   

 
IDI with the “most talkative woman” in a User’s FGD:  
 
I would like to know, how many times have you called the hotline? 
 
2 times 
 
Whose phone were you using? 
 
The first time, the volunteer’s, the second time, the volunteer’s 
again…during the first time I found him home, but for the second 
time I searched for him and I found him at Mbera [probably the 
trading center, not the health center]…when  I found him he told me 
“let’s go home, and not on the road.” So he picked me on his bicycle 
to his home, and I made the call. 
 
What could have happened if you could have not found him at Mbera? 
 
I could have then rushed to the health center…because there could 
have been nothing I could have done. 

 
5.3.C Respect 

Being treated with respect was also important.  Almost all FGDs and IDIs with users 
emphasized the contrast between the abuse one might be subject to at the health 
center and their respectful treatment by the hotline worker.  This is illustrated by a 
segment from a FGD with users of the hotline.  
 

What is best about calling the hotline, explain to us. 
 
Participant 1: They speak to you gently, and you are told that you are 
welcome and you should be free to explain any problem you are 
facing…Sometimes they say my name is so, so, what is your 
name?...After that they say what is your problem, and then you start 
explaining, after explaining you are told with your problem you have 
to follow this and that, and you are assisted. 
 
Others, this is a group discussion, we should all be free. 
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Participant 2: They tell us the truth about our lives….When the child is 
sick you are told the truth, like go to the health center or go buy 
particular drugs, and also the way the drug is to be administered to 
the child. They say this gently. 
 
This is what you are happy with? 
 
Participant 3: Yes without shouting at you.  And when you are 
pregnant we are told the food groups that we need to eat when 
pregnant, and that we should not overwork.   

 
5.3.D Better Treatment 

Both in the FGDs and the IDIs with users of CCPF, there was a perception that if a 
call to the hotline resulted in a referral to the health center, the health center staff 
would provide better treatment.  
 

FGD with users  
 
Do you receive special treatment when you are referred to the health center 
by Chipatala Cha Pa Foni worker? 
 
There is a difference…when you suffer and go to the health center, 
for example here we go to Phimbi, sometimes we do not receive 
medicine, or if they give you, they may give you panado or LA [for 
malaria] and yet the disease you are suffering from cannot be cured 
by panado or LA. So when you come back home…you dial Chipatala 
Cha Pa Foni and you tell them about the problem and they advise you 
to go back to the health center. When you tell health facility staff 
that you talked to Chipatala Cha Pa Foni worker, there is now a 
difference in the sense that this time you are given proper medicine 
while the same people had failed to treat you properly earlier on.  

 

5.4 Reasons for Non-use of CCPF 
 
The majority of the sample did not use CCPF.  We asked participants in FGDs with 
women who had heard of CCPF but had not used it, why they did not; we also 
asked this in IDIs with selected women from these focus groups.  The moderators 
and interviewers said that these were difficult to do without making the 
respondents uncomfortable or defensive.   
 

5.4.A No Need   

Some women said that they had “no need”.   Although responding “no need” may 
be simply defensive in the face of interviewers and facilitators who introduced 
themselves as doing research about CCPF, it is also plausible that within the two-
year period of CCPF, many women did not experience problems during pregnancy 
or have a sick child.  Moreover, fertility is high in Balaka District; most survey 
respondents had more than two children, and in the qualitative interviews some 



75 

said there had had babies before and knew what to do. Similarly, women recognize 
malaria and diarrhea, both common child ailments that can be treated with over-
the-counter medicine (which they are told to buy when there is a stock-out of these 
drugs).  As noted in Chapter 2, data from a survey showed that when respondents 
in Balaka District were asked what action they took in response to an illness, in 
Balaka District, 9.3% said “had medicine, remedies” and 14.3% went to a 
pharmacy or grocery (Republic of Malawi 2012:43).   
 

5.4.B Limited Access to Community Volunteer Phones 

Some respondents said that they did not use CCPF because they had heard that the 
volunteer’s phone was broken or the volunteer had left the village or because the 
volunteer lived too far away.  
 
 FGD with women in Million Village 
 

Participant 1: I heard about it [the hotline] from the volunteer who 
was here but when I wanted to register his phone stopped working 
so I didn’t follow up.   
 
Participant 2: Million Village is very big…households are scattered. A 
person in Chitedze [a smaller unit in the village] can use it but we 
can’t since its very far…. 
 
Participant 3: Sometimes when you go to the volunteer you find the 
phone is not working or there is no power in the phone, we don’t 
know if it was repaired.    

 
5.4.C Satanism  

A fear of Satanism is an issue in Malawi, a highly religious country: a study of 
religion in Malawi found that virtually everyone reports a denomination, and many 
report attending services regularly (Trinitapoli 2009).  The issue of Satanism is 
associated particularly with the recent influx of Pentecostal churches and 
fellowships (Englund 2003).  It is perceived that Satan can cause illness and death, 
and thus it is not taken lightly.   
 
VillageReach reports show that the interpretation of the hotline as Satanic was 
based on the practice of the hotline worker of telling pregnant callers their precise 
expected date of delivery (EDD), estimated based of the date of the caller’s last 
menstruation.  While this was in accord with the Government campaign, to 
encourage women to plan such that they would give birth in a health facility rather 
than at home, receiving a precise EDD was novel for most callers.  The ANC nurse 
is supposed to enter the EDD at an ANC visit. The end line survey data, however, 
show that this is rarely done.  Based on a sub sample of 20 villages with a total of 
900 WBCA, only 90 health passports had the expected month of delivery, and only 
46 had the expected day of delivery.  Thus, many questioned how the date could be 
known if the hotline worker could not see the pregnant woman.   
 
When VillageReach learned of the rumors that the hotline was satanic, they 
responded: at the monthly meetings of CVs and HSAs that VillageReach held in 
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each of the four health centers, they explained how the hotline workers estimated 
the date of delivery; they also explained it at an end-of-year review in March 2012 
and at community mobilization events between August and November 2012, to 
which the Group Village Headmen and HSAs were invited.  Dissemination of the 
information on the EDD thus depended on the CVs, the HSAs, and the GVHs, who 
may not have spread the word. Since the year-end review meeting and the 
community mobilization events occurred months after the launch of the hotline, if 
the CVs, GVHs and HSAs did little dissemination, there were between three and 
eight months (the timing of the launch of the hotline was staggered across 
catchment areas) for the rumors of Satanism to spread unopposed.  In the 
qualitative interviews at end line, some respondents were still concerned about 
Satanism, so either the CVs, the HSAs and the GVHs did not pass on the 
information, or the information was not believed.   
 
In the interview at end line with the most talkative woman in the “heard but not 
used” FGD, the respondent said she heard of it through her sister, but neither of 
them used.   
 

The main reason that was letting us down is Satanism…If the people 
are saying that Chipatala Cha Pa Foni is satanic, it is human nature 
that you come to start saying that “May be it is true”…Eventually you 
end up not using Chipatala Cha Pa Foni innovation. 
 
Are there other women who also called Chipatala Cha Pa Foni workers on a 
similar problem, which you happened to have help? 
 
It is only my sister…who did not also manage…Had it been she 
managed we could have seen the benefits. 
 

5.4.D Peer Pressure 

Women who heard of CCPF but did not use it also identified peer pressure as a 
barrier.  While peers can encourage their friends and relatives to adopt an 
innovation, they can also discourage them.  The users of CCPF encouraged their 
friends to use, but other community members did not.  In an in-depth interview 
with the “most talkative woman” in a FGD of those who had heard of CCPF but had 
not used it, the respondent said that it took courage.  She implies that she has such 
courage, but failed to use the phone because the phone was damaged.  
 

From your experience, what challenges do those people using Chipatala Cha 
Pa Foni innovation face? 
 
Human beings have different perceptions; some may say, “Go away 
with your Chipatala Cha Pa Foni. What help is it giving to 
you?”…Saying lots of bad things…It needs a person who is 
courageous…The one who can be mocked and should utter no 
word…The one who can just move away from such 
situations…People say such stories as “I don’t feel like using 
Chipatala Cha Pa Foni, I feel bad of the whole situation”…People look 
at the personality of the volunteer. Saying “the way he is looking, I 
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can do this?” “the way that person is looking, I cannot feel free at his 
home.” 
 
What was your own opinion when you first heard about Chipatala Cha Pa Foni 
innovation? 
 
My opinion about Chipatala Cha Pa Foni was positive. After my sister 
called Chipatala Cha Pa Foni workers, I decided to also call them, 
unfortunately I was told that the phone is not functioning. 
 
Who said this? 
 
The volunteer said it. He said that the phone got damaged. 

5.5 Involvement of men in CCPF Use  
 
In the interviews with the husbands of CCPF users, they described themselves, as 
highly supportive of their wives: they knew what CCPF offered, they encouraged 
their wife to use it, and several went with her to the community volunteer to learn 
what the process was.  This was supported by some of the wives.  In the FGDs with 
users, some women spoke persuasively about having the support of their husband-
-they consulted their husband, who approved of their calling, or, if the husband was 
away, told him afterward.   
 

Do you explain to your husbands after calling the hotline? What do they say? 
 
As for me I called while my husband was away, I explained to him 
when he came back and he said this is a good programme.  
 
Others? 
 
My husband also appreciated that I have done well in calling, 
because we would have used traditional herbs, which could have 
caused some problems, let’s just thank them. 
 
Is there anyone who can say that husbands prohibit their wife from using the 
hotline? 
 
They don’t prohibit us they just appreciate. 

  
The general picture of men’s involvement in maternal and child health, however, is 
that they are not interested.  In interviews with the husbands, and both male and 
female chiefs, we heard that both women and men consider women’s and children’s 
health issues as women’s issues, and thus the men have little interest in the topic.  
In the excerpt below, the husband of a non-user of CCPF provides an example:  
 

In this village there is no ‘program’ where men discuss about 
maternal health, to say so we will be lying…Because if we are called 
let’s say for development activities, we just do the development work 
and every one leaves for his home…If it is ‘bawo’ [a game] we just 
go and watch at Mbera and come back. 
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So you have gone to watch bawo and you start talking about maternal 
health? 
 
Hahaha (both laugh) Your friends will think you are crazy. 

 
Another man, this time the husband of a CCPF user, was asked whether he had 
gone to a VillageReach demand-generation meeting at which there was music.   
 

Yes, I went there, but I didn’t take time…they came with their music 
equipment, there were women in uniform with t-shirts written with 
words about health issues. 
 
So what were they saying? 
 
That time they were dancing before they started speaking, I didn’t 
take the time to wait, I went away. 

5.6 Summary 
 
At end line, 78% of survey respondents had heard of CCPF, and approximately 20% 
of the respondents had called the hotline at least once. Over 11,000 relevant calls 
of two minutes or more in length were received between baseline and end line; 
most calls (61%) were on the volunteer’s phone, with the others on a personal 
phone, or the phone of a family member or friend.  
 
Analysis of the survey data shows that there were statistically significant 
differences in the characteristics of users and non-users. This has implications for 
the generalizability of the results from users to the rest of the target population.  
The hotline users were more likely to be married and more educated, they lived in 
households that owned a cell phone, and they were more aware of other MNCH 
projects. Their village was further from the health center and from the district 
hospital: distance from health care may be a strong motivation for using the 
hotline.  
 
The only household level variable that was a consistent statistically significant 
predictor of CCPF use was household ownership of a cell phone. Buying a phone, 
airtime, and charging the battery all cost money. Assuming that the reports of cell 
phone ownership are correct, it would be reasonable to interpret ownership of a 
mobile phone is an indicator of relative wealth.  In this study, household wealth was 
measured by housing material, and was not associated with using CCPF. The use of 
housing materials to represent relative wealth is common in surveys in poor 
countries, where the validity of reports of current income or assets are considered 
to be particularly vulnerable to bias.  Housing material is durable, however, so this 
variable may not represent current wealth and in retrospect may not have been the 
best choice for an indicator of wealth.    
 
According to the electronic data, the most common reason reported for calling the 
hotline was to ask about signs and symptoms during pregnancy (51%), followed by 
questions about child health signs and symptoms (38%), child development (13%), 
and ANC visits during pregnancy (12%). The electronic data also show a decline in 
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the monthly number of calls over the two-year period of the project, from a peak in 
the fourth month to a nadir in the 24th month.  This is consistent with the 
VillageReach analysis of data reported by the community volunteers, which showed 
an increase in damaged phones. 
 
The survey data showed that almost all (94%) users were satisfied, and most 
(67%) were very satisfied.  The FGDs and in-depth interviews with randomly 
selected women in the survey sample provided insight into why the women were 
satisfied with the hotline.  There were three frequently mentioned benefits of calling 
the hotline: convenience, respect and better treatment.  In their discussions, 
respondents usually made an explicit comparison between their experiences at the 
health center and their experiences with the hotline: calling the hotline first was 
seen as preferable to going directly to the health center.  
 
In the FGDs and in-depth interviews with those who had heard of CCPF but had not 
used it, the explanations that were given were:  the woman had no need of the 
service, as neither she nor her children had health issues during the two year 
period of the project; the damaged phones constrained her ability to call the 
hotline; she was afraid to use the hotline because others said it was Satanic; and 
she experienced peer pressure not to use the hotline. 
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CHAPTER 6: Evaluation Results – Quantitative Analyses 

The objective of this chapter is to analyze the impact of CCPF interventions on the 
seven outcomes outlined in Chapter 4. To do this, we report the results of four sets 
of difference in difference estimations. First, we measure the impact of the intention 
to treat (ITT) using the simple difference in difference calculation without regard for 
control variables. The averages at baseline and end line for both control and 
intervention communities, as well as the results of difference in difference 
estimation are presented in Tables 6.1-6.5 and graphed in Figures 6.1-6.5. Second, 
we measure the ITT using regression-based difference in difference calculations 
that take into account control variables at the individual, household, village, and 
health center levels. Graphs of these adjusted estimates are presented alongside 
the unadjusted estimates in Figures 6.1-6.5. Third, we determine whether or not 
there are heterogeneous treatment effects – whether the ITT varies by 
characteristics at the individual, household, village, and health center levels. A 
summary of the results of these analyses is presented in Table 6.6. Fourth, we use 
instrumental variable analyses to calculate the treatment effect of CCPF on those 
women who actually used it, the treatment effect on the treated (TOT). The TOT 
estimates are plotted in Figures 6.6-6.10.  
 
The analyses were pre-specified in a Pre-Analyses Plan, which was written and 
agreed upon after baseline data collection and analysis, but before the collection 
and analysis of end line data. The Pre-Analysis Plan is included in Appendix B. The 
data used include the household, women’s, and under-five children’s questionnaires 
at both baseline and end line for both control and intervention communities.  

6.1 Average Treatment Effects, Unadjusted for Confounders 
 
The simple difference-in-differences approach defines the treatment effect as the 
difference between the intervention and control groups after the intervention, 
minus the difference between the intervention and control groups before the 
intervention. This estimate of the average treatment effect tells us the effect of the 
intention to treat, since it simply compares intervention and control areas without 
regard for whether or not women in the intervention areas actually used CCPF.  
 
We first present the results of the simple difference in difference estimator without 
controlling for any potentially confounding variables. Table 6.1 presents the 
averages of the mean effects indices for each of the seven outcomes, broken down 
by time (baseline/end line) and treatment status (intervention/control). 
Importantly, Table 6.1 also calculates the estimate of interest – the difference in 
difference, which is reported in the last column. These difference in differences are 
also shown graphically in Figure 6.1 (represented by the open circles). 
 
As Table 6.1 and Figure 6.1 make clear, there is no average treatment effect for 
knowledge of recommended practices for MNCH health, home-based practices for 
maternal health, home-based practices for child health, or satisfaction with facility-
based services for women. In other words, we observe no difference in the change 
in these outcomes in intervention communities compared to control communities. 
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Surprisingly, we see statistically significant negative treatment effects for three 
outcomes: home-based practices for child health (Outcome 1.2b), facility-based 
practices for child health (Outcome 1.3b), and satisfaction with facility-based 
services for children (Outcome 2b).  
 
Figure 6.1 Difference-in-Difference Average Treatment Effects  
 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Both unadjusted (open-circle) and adjusted (filled-circle) difference-in-difference treatment effects are calculated 
using linear regression with standard errors clustered by health center catchment area (the unit of randomization). 
Adjusted difference-in-difference treatment effects included controls for the following potentially confounding 
variables: age, living mother, living father, residing with mother, and residing with father at the child-level; age, 
years of education, marital status, and ability to read at the woman-level; gender of head of household, ethnic 
group, wealth, mobile phone ownership, and number of children under five at the household-level; distance to the 
health center and the presence of other maternal and childhood health services at the village-level; and distance 
from the health center to the district hospital and the number of health center staff per capita at the health center 
catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
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Table 6.1 Difference-in-Difference Treatment Effects, Not Adjusted for Confounders 
 

 Outcomes N Group Baseline End 
line D-in-D 

1.1 
Knowledge of practices 
for maternal/child health 
(I) 

6692 
Interventi

on 
0.004 -0.021 

0.007 
Control -0.001 -0.033 

1.2a 
Use of home-based 
practices for maternal 
health (I) 

2824 
Interventi

on 
0.007 0.205 

0.026 
Control 0.000 0.172 

1.2b 
Use of home-based 
practices for child health 
(I) 

2831 
Interventi

on 
0.097 0.253 

-0.062** 
Control 0.007 0.224 

1.3a 
Use of facility-based 
practices for maternal 
health (I) 

2814 
Interventi

on 
0.007 0.087 

0.085 
Control 0.000 -0.005 

1.3b 
Use of facility-based 
practices for child health 
(I) 

6525 
Interventi

on 
0.094 -0.005 

-0.174** 
Control -0.001 0.074 

2a 
Client satisfaction with 
facility services for 
maternal health 

4607 
Interventi

on 
0.087 0.103 

  0.000 
Control 0.000 0.016 

2b 
Client satisfaction with 
facility services for child 
health (I) 

2207 
Interventi

on 
0.220 0.309 

-
0.151*** Control 0.009 0.250 

(I) indicates that the outcome is a continuous, standardized index (mean effects index) combining all the 
indicators for that outcome. 
Difference-in-difference treatment effects are calculated using linear regression with standard errors 
clustered by health center catchment area (the unit of randomization).  
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and 
control communities. 

6.1.A Outcome 1.1: Knowledge of MNCH Practices 

Average treatment effects on indicators of MNCH knowledge are graphed in Figure 
6.2, with and without adjustment for confounding variables, and the unadjusted 
difference in differences used to calculate those effects are presented in Table 6.2. 
Both estimates of the average treatment effect (with and without controls) of CCPF 
on knowledge of home and facility-based practices for MNCH are zero. This means 
that there was no average treatment effect on knowledge.  
 
When we look indicator by indicator, once controls are included we see a positive 
treatment effect for knowing that four ANC visits are recommended, listing 
symptoms requiring a health center visit, knowing that traditional medicines are 
unsafe for pregnant women, knowing that pregnant women should do less heavy 
lifting, and knowing that a baby born at home should be taken to the health center 
immediately. For all these outcomes we see an increase in knowledge between 
baseline and end line for both control and intervention communities, but the gain in 
knowledge is significantly larger, on average, for women in intervention 
communities. Because these effects are relatively small in size and all other 
indicators show no statistically significant effects, there is no aggregate impact of 
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CCPF on the average knowledge of MNCH practices, as summarized by the mean 
effects index. 
 
Figure 6.2 Outcome 1.1: Knowledge of MNCH Practices, Difference-in-Difference Average 
Treatment Effects  
 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Both unadjusted (open-circle) and adjusted (filled-circle) difference-in-difference treatment effects are calculated 
using linear regression with standard errors clustered by health center catchment area (the unit of randomization). 
Adjusted difference-in-difference treatment effects included controls for the following potentially confounding 
variables: age, years of education, marital status, and ability to read at the woman-level; gender of head of 
household, ethnic group, wealth, mobile phone ownership, and number of children under five at the household-level; 
distance to the health center and the presence of other maternal and childhood health services at the village-level; 
and distance from the health center to the district hospital and the number of health center staff per capita at the 
health center catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
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Table 6.2 Outcome 1.1: Knowledge of MNCH Practices, Difference-in-Difference 
Treatment Effects, Not Adjusted for Confounders 

 
 Outcomes N Group 

 
Baselin

e 

 
End 
line 

D-in-D 

1.1 Knowledge of practices for 
maternal/child health (I) 6692 

Intervention 0.004 -0.021 
0.007 

Control -0.001 -0.033 

 % knowing four ANC visits 
are recommended 6692 

Intervention 0.831 0.882 
0.032* 

Control 0.875 0.894 

 % knowing first ANC should 
be in first trimester 6692 

Intervention 0.597 0.639 
-0.043 

Control 0.511 0.596 

 
% listing above average # 
of foods a pregnant woman 
should eat 

6692 
Intervention 0.602 0.485 

0.035 
Control 0.550 0.398 

 
% knowing that pregnant 
women should drink more 
water 

6692 
Intervention 0.673 0.742 

-0.066 
Control 0.668 0.803 

 
% listing above average # 
of things that happend at an 
ANC visit 

6692 
Intervention 0.394 0.213 

-0.053 
Control 0.386 0.258 

 
% listing avg. # symptoms 
requiring a pregnant woman 
go to health center 

6692 
Intervention 0.510 0.404 

0.084 
Control 0.540 0.350 

 % knowing pregnant women 
should do less lifting 6692 

Intervention 0.905 0.920 
0.031* 

Control 0.917 0.901 

 
% knowing traditional 
medicines are not safe for 
pregnant woman 

6692 
Intervention 0.795 0.905 

0.029* 
Control 0.845 0.927 

 
% listing above average # 
of items to be taken to 
health center for delivery 

6692 
Intervention 0.276 0.371 

-0.110 
Control 0.314 0.519 

 
% knowing that a baby 
should return to health 
facility after two days 

6692 
Intervention 0.052 0.033 

-0.024 
Control 0.043 0.048 

 
% knowing a baby born at 
home should be taken to 
health facility immediately 

6692 
Intervention 0.583 0.753 

0.075 
Control 0.656 0.750 

 
% knowing that a baby 
should be exclusively 
breastfed for 6 months 

6692 
Intervention 0.930 0.914 

0.034 
Control 0.915 0.866 

 
% knowing a newborn 
should receive a vaccine 
within a week of birth 

6692 
Intervention 0.534 0.532 

-0.055 
Control 0.502 0.555 

 
% listing above avg. # of 
vaccinations that are 
important for a child 

6692 
Intervention 0.642 0.517 

-0.003 
Control 0.610 0.488 

 
% knowing that pregnant 
women should receive a TT 
vaccine 

6692 
Intervention 0.875 0.809 

0.036 
Control 0.842 0.740 

 
% listing all symptoms 
requiring a child to be taken 
to a health facility  

5053 
Intervention 0.380 0.200 

0.028 Control 0.346 0.138 
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(I) indicates that the outcome is a continuous, standardized index (mean effects index) combining all the 
indicators for that outcome. 
Difference-in-difference treatment effects are calculated using linear regression with standard errors clustered 
by health center catchment area (the unit of randomization).  
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
 

6.1.B Outcome 1.2: Use of Home-Based MNCH Practices 

Figure 6.3 shows a plot of the average treatment effects on each of the indicators 
of use of home-based practices for MNCH (Outcome 1.2a and Outcome 1.2b), and 
Table 6.3 reports the averages used to calculate the unadjusted differences in 
differences.  
 
CCPF has no average treatment effect on the use of home-based MNCH practices 
among women. This is not surprising given that the estimated effect of CCPF on 
each indicator – using a bed net during pregnancy and breastfeeding a child within 
an hour of his or her birth – is essentially zero.  
 
Figure 6.3 Outcome 1.2: Use of Home-Based MNCH Practices, Difference-in-Difference 
Average Treatment Effects  

 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Both unadjusted (open-circle) and adjusted (filled-circle) difference-in-difference treatment effects are calculated 
using linear regression with standard errors clustered by health center catchment area (the unit of randomization). 
Adjusted difference-in-difference treatment effects included controls for the following potentially confounding 
variables: age, living mother, living father, residing with mother, and residing with father at the child-level; age, 
years of education, marital status, and ability to read at the woman-level; gender of head of household, ethnic 
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group, wealth, mobile phone ownership, and number of children under five at the household-level; distance to the 
health center and the presence of other maternal and childhood health services at the village-level; and distance 
from the health center to the district hospital and the number of health center staff per capita at the health center 
catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
 
Table 6.3 Outcome 1.2: Use of Home-Based MNCH Practices, Difference-in-Difference 
Treatment Effects, Not Adjusted for Confounders 

 

 Outcomes N Group 
 

Baseline 
 

End 
line 

D-in-D 

1.2a Use of home-based practices 
for MNCH (I) – woman-level 2814 

Intervention 0.007 0.205 
0.026 

Control 0.000 0.172 

 % using a bed net during 
last pregnancy 2813 

Intervention 0.854 0.929 
0.003 

Control 0.840 0.913 

 % breastfed last child within 
1 hour of birth 2824 

Intervention 0.896 0.946 
0.007 

Control 0.898 0.940 

1.2b Use of home-based practices 
for MNCH (I) – child-level 6525 

Intervention 0.097 0.253 -
0.062** Control 0.007 0.225 

 % breastfed exclusively until 
6 months of age 6525 

Intervention 0.922 0.932 
0.013* 

Control 0.937 0.934 

 
% children under five who 
slept under a bed night last 
night 

6525 
Intervention 0.820 0.950 -

0.092** Control 0.709 0.931 

 
% children receiving oral 
rehydration salts to treat 
diarrhea in last 2 wks. 

1208 
Intervention 0.747 0.737 

0.022 
Control 0.653 0.621 

(I) indicates that the outcome is a continuous, standardized index (mean effects index) combining all the 
indicators for that outcome. 
Difference-in-difference treatment effects are calculated using linear regression with standard errors clustered 
by health center catchment area (the unit of randomization).  
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and 
control communities. 

In contrast, we see an aggregate negative effect for home-based practices for 
children. Indicator by indicator analyses in Table 6.3 show a small positive 
treatment effect on the likelihood that a child is breastfed exclusively until six 
months of age, but the effect is not statistically significant once controls are 
included for confounding variables. It should be noted that rates of exclusive 
breastfeeding were very high at baseline (92-94%), leaving very little room for 
improvement.  
 
For the likelihood that that child slept under a bed net the previous night, we see a 
fairly large negative treatment effect. However, it is not the case that bed net use 
decreased in intervention communities, but only that it did not increase as much as 
bed net use increased in control communities. This may be because rates of bed net 
use among children under five at baseline were much higher in intervention 
communities (82%) than in control communities (71%), leaving less room for 
improvement. At end line, rates of bed net use among children under 5 were similar 
and very high in both intervention and control communities (95% vs. 93%). 
However, under the difference in difference assumption that use would have 
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increased at the same rate in intervention communities and as it did in control 
communities had CCPF not been offered, we estimate an overall negative effect of 
CCPF on the use of MNCH practices for children. 
 
Another alternative is that more (non-CCPF) MNCH programs that focused on 
improving use of MNCH practices or supplying health commodities were introduced 
in control communities than intervention communities. To test this possibility, we 
compare survey responses to a question about MNCH programs present in each 
village.14 However, we find no statistically significant difference in differences for 
the likelihood that an MNCH program is operating in a village, or for the number of 
MNCH programs operating in the village. In other words, the change in the 
presence and number of MNCH programs in control communities compared to 
intervention communities cannot account for their greater gains in MNCH behavior 
for child health between baseline and end line. However, control communities in 
Ntcheu District had many fewer programs than intervention communities in Balaka 
at both baseline and end line. Thus, if there are greater returns to MNCH programs 
at low levels of provision, then the equal increase in services across intervention 
and control could have resulted in greater gains for control communities compared 
to intervention communities. 
 

6.1.C Outcome 1.3: Use of Facility-Based MNCH Practices 

Figure 6.4 shows a plot of the average treatment effects on each of the indicators 
of use of facility-based practices for MNCH (Outcome 1.3a and Outcome 1.3b), and 
Table 6.4 reports the averages used to calculate the unadjusted differences in 
differences.  
 
For women, there is no average treatment effect of CCPF on the use of facility-
based MNCH services. While there is no overall effect, we do observe small positive 
effects of CCPF on both receiving the TT vaccine and having a postnatal check-up 
within 2 days, once the estimates are adjusted for potential confounders. These two 
statistically significant effects do not translate into an overall effect on use of 
facility-based services since the effects are substantively small and the four other 
indicators show no statistically significant effects. 
 
For the use of facility-based services among children, we again observe a large and 
statistically significant negative effect of CCPF. As seen in Table 6.4, this negative 
treatment effect reflects an actual reduction in the rate at which children in the 
intervention communities with symptoms of acute respiratory infection or fever 
sought treatment, while rates of health center visits increased in control 
communities.  
 
Why would CCPF services lead to a reduction in care-seeking behavior for children? 
While the data do not allow us to answer this question definitively, the results are 

                                                        

14 Women were asked: “What programs are there in your community that are trying to improve the health of 
pregnant women, mothers, and young children? Think about government programs, church/mosque programs, and 
any other groups.” Each woman could list up to three programs active in their village.  
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consistent with a story about service substitution in which the CCPF hotline service 
offered a substitute for seeking care at the health facility. For example, if a CCPF 
hotline worker could walk a caretaker through the danger signs for malaria, this 
may have prevented women from taking children to the health center who 
exhibited fever but no other signs of infection. If this is indeed what is occurring, 
the finding that CCPF decreased the utilization of facility-based practices for 
children under five may be considered as a positive outcome of the project.  It 
would indicate the CCPF is promoting appropriate care-seeking behavior and is 
providing another valuable source of health information and advice.  Moving 
forward, it will be important to further quantify and understand this trend in service 
provision and ensure that the information and advice received from CCPF for cases 
of childhood illness are as or more effective than visits to health facilities.  
 
Figure 6.4 Outcome 1.3: Use of Facility-Based MNCH Practices, Difference-in-Difference 
Treatment Effects  

 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Both unadjusted (open-circle) and adjusted (filled-circle) difference-in-difference treatment effects are calculated 
using linear regression with standard errors clustered by health center catchment area (the unit of randomization). 
Adjusted difference-in-difference treatment effects included controls for the following potentially confounding 
variables: age, living mother, living father, residing with mother, and residing with father at the child-level; age, 
years of education, marital status, and ability to read at the woman-level; gender of head of household, ethnic 
group, wealth, mobile phone ownership, and number of children under five at the household-level; distance to the 
health center and the presence of other maternal and childhood health services at the village-level; and distance 
from the health center to the district hospital and the number of health center staff per capita at the health center 
catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
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Table 6.4 Outcome 1.3: Use of Facility-Based MNCH Practices, Difference-in-Difference 
Treatment Effects, Not Adjusted for Confounders 

(I) indicates that the outcome is a continuous, standardized index (mean effects index) combining all the 
indicators for that outcome. 
Difference-in-difference treatment effects are calculated using linear regression with standard errors 
clustered by health center catchment area (the unit of randomization).  
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
 

6.1.D Outcome 2: Satisfaction with Facility-Based MNCH Practices 

The CCPF intervention did not directly address the quality of health care facilities. 
Thus, we should not expect substantial impacts of CCPF on satisfaction with health 
center services. Figure 6.5 shows a plot of the average treatment effects on each of 
the indicators of use of facility-based practices for MNCH (Outcome 2a and 
Outcome 2b), and Table 6.5 reports the averages used to calculate the unadjusted 
differences in differences. 
 

 Outcomes N Group 
 

Baseline 
 

End 
line 

D-in-D 

1.3a 
Use of facility-based 
practices for MNCH (I) – 
woman-level 

2814 
Intervention 0.007 0.087 

0.085 
Control -0.000 -0.005 

 
% received correct 
dosage of TT vaccine 
during pregnancy 

2818 
Intervention 0.860 0.858 

0.044 
Control 0.930 0.884 

 % received Vitamin A 
dose during pregnancy 2813 

Intervention 0.729 0.715 
0.069 

Control 0.632 0.549 

 % attended at least 4 
ANC consultations 2815 

Intervention 0.612 0.636 
0.090 

Control 0.617 0.552 

 % started ANC during 
first trimester 2815 

Intervention 0.268 0.390 
0.006 

Control 0.208 0.323 

 % gave birth in a 
medical facility 2815 

Intervention 0.919 0.961 
-0.010 

Control 0.908 0.960 

 
% received post-natal 
check-up within 2 days 
of birth 

2825 
Intervention 0.041 0.053 

0.015 
Control 0.057 0.054 

1.3b 
Use of facility-based 
practices for MNCH (I) – 
child-level 

6525 
Intervention 0.094 -0.005 

-0.174** 
Control -0.001 0.074 

 
% children 12-23 
months of age fully 
immunized  

1529 
Intervention 0.792 0.783 

0.012 
Control 0.784 0.763 

 

% chidren accute 
respiratory infectsion 
(ARI) who visited health 
facility 

3217 

Intervention 0.567 0.562 

-0.089* 
Control 

0.526 0.610 

 
% children with fever 
who visited health 
facility 

2089 
Intervention 0.671 0.525 

-0.189*** 
Control 0.590 0.633 
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For women’s services, we see that there is, unsurprisingly, no impact of CCPF on 
satisfaction with MNCH services. However, we see a large and statistically 
significant negative impact of CCPF on caregiver satisfaction with facility-based 
MNCH services for children. As seen in both Figure 6.5 and Table 6.5, this effect is 
driven entirely by satisfaction with services for acute respiratory infections. 
However, similar to Outcome 1.2b, this negative treatment effect reflects a greater 
increase in satisfaction among control communities than in intervention 
communities, but satisfaction actually went up in intervention communities between 
baseline and end line. Again, because the difference in difference approach uses the 
control communities in Ntcheu District as the counterfactual for what would have 
happened in the intervention communities of Balaka District had CCPF not been 
offered, the fact that control communities improved more than intervention 
communities results in a negative average treatment effect. This could be due to 
CCPF actually depressing secular increases in satisfaction with facility-based 
services, or it could result from other programs and services focused on improving 
MNCH services being introduced in Ntcheu District between baseline and end line. 
 
Figure 6.5 Outcome 2: Satisfaction with Facility-Based MNCH Services, Difference-in-
Difference Treatment Effects  

 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Both unadjusted (open-circle) and adjusted (filled-circle) difference-in-difference treatment effects are calculated 
using linear regression with standard errors clustered by health center catchment area (the unit of randomization). 
Adjusted difference-in-difference treatment effects included controls for the following potentially confounding 
variables: age, living mother, living father, residing with mother, and residing with father at the child-level; age, 
years of education, marital status, and ability to read at the woman-level; gender of head of household, ethnic 
group, wealth, mobile phone ownership, and number of children under five at the household-level; distance to the 
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health center and the presence of other maternal and childhood health services at the village-level; and distance 
from the health center to the district hospital and the number of health center staff per capita at the health center 
catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 

 
Table 6.5: Outcome 2: Satisfaction with Facility-Based MNCH Services 
Difference-in-Difference Treatment Effects, Not Adjusted for Confounders 

 

 Outcomes N Group 
 

Baselin
e 

 
End line D-in-D 

2a 

Satisfaction with facility-
based services for 
maternal health (I) – 
woman-level 

4607 

Intervention 0.087 0.103 

0.000 
Control 

0.000 0.016 

 % satisfied with ANC 
services at health center 4607 

Intervention 0.971 0.974 
0.000 

Control 0.952 0.956 

2b 
Satisfaction with facility-
based services for child 
health (I) – child-level 

2207 
Intervention 0.220 0.309 

-0.151*** 
Control 0.009 0.250 

 
% satisfied with recent 
health visit for accute 
respiratory infection (ARI) 

1606 
Intervention 0.884 0.919 

-0.111** 
Control 0.759 0.905 

 % satisfied with recent 
health visit for fever  1119 

Intervention 0.908 0.947 
0.004 

Control 0.881 0.917 
(I) indicates that the outcome is a continuous, standardized index (mean effects index) combining all the 
indicators for that outcome. 
Difference-in-difference treatment effects are calculated using linear regression with standard errors 
clustered by health center catchment area (the unit of randomization).  
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and 
control communities. 

6.2 Average Treatment Effects, Adjusted for Confounders 
 
Next, we estimate the difference in difference average treatment effects while 
including controls at the individual, household, village, and health center level. 
Because the averages for each outcome index, and the indicators they comprise, 
disaggregated by time and treatment are not meaningful (i.e., they do not 
represent proportions as they did in the unadjusted estimates), the adjusted 
difference in difference estimates are only presented graphically. Figures 6.1 
through 6.5 plot the adjusted treatment effects (filled-in circles) alongside the 
unadjusted treatment effects.  
 
As Figures 6.1 through 6.5 show, including potential confounding variables at the 
individual, household, village, and health center levels does very little to change the 
estimates of the average treatment effect. In many cases the confidence intervals 
are smaller once control variables are included, but in only a few cases does this 
lead to an estimate that was not statistically significant in the unadjusted estimates 
becoming statistically significant in the adjusted estimates.  
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6.3 Heterogeneous Average Treatment Effects 
 
Heterogeneous average treatment effects refer to the possibility that different types 
of individuals responded differently to the CCPF intervention. For example, we 
might expect the impact of CCPF to have differential effects depending on a 
household’s distance from the treated health center. As outlined in Chapter 4, 
potential heterogeneous treatment effects were specified prior to data analysis in 
the Pre-Analysis Plan.  
 
Table 6.6 summarizes the results of the heterogeneous treatment effects across 
each outcome, and for each conditioning variable outlined in Chapter 4. The results 
for each model are given as no effect, a positive heterogeneous treatment effect, or 
a negative heterogeneous treatment effect.  
 
Table 6.6: Heterogeneous Difference-in-Difference Average Treatment Effects, Adjusted for 
Covariates 
 

 Outcome 
1.1 

Outcome 
1.2a 

Outcome 
1.2b 

Outcome 
1.3a 

Outcome 
1.3b 

Outcome 
2a 

Outcome 
2b 

        
Panel B: 

Woman-Level 
       

Age in Years -- -- -- -- Negative -- -- 
Married -- -- Negative -- -- -- Positive 
Able to Read -- -- Positive -- -- -- -- 
        

Panel C: 
Household-

Level 
     

  

Ethnicity        
 Lomwe -- Negative -- -- -- -- Positive 
 Yao -- Positive Positive Negative -- Positive -- 
 Ngoni -- -- -- -- Positive -- -- 
Access to a 
Mobile Phone Negative -- -- Positive -- -- -- 

Number of 
Children under 
5 

-- -- -- -- Positive -- -- 

        
Panel D: 

Village-Level        

Distance to 
Health Center 
(kms) 

Negative -- Positive Positive Positive -- -- 

        
Difference-in-difference heterogeneous treatment effects are calculated using linear regression with standard errors 
clustered by health center catchment area (the unit of randomization). Heterogeneous treatment effects are 
determined by interacting treatment status, time (baseline/endline), and pre-specified covariates upon which we 
expected differential treatment effects. Tests for heterogeneous treatment effects were only conducted for the 
standardized mean effects index for each of the seven outcomes.  
The following confounding variables were included in the regression estimation: age, living mother, living father, 
residing with mother, and residing with father at the child-level; age, years of education, marital status, and ability 
to read at the woman-level; gender of head of household, ethnic group, wealth, mobile phone ownership, and 
number of children under five at the household-level; distance to the health center and the presence of other 
maternal and childhood health services at the village-level; and distance from the health center to the district 
hospital and the number of health center staff per capita at the health center catchment area level. 
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Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and endline household, women’s, and children under 5 questionnaires for both intervention 
and control communities. 

 
For knowledge of MNCH practices (Outcome 1.1), the treatment effect decreases 
for households with access to a mobile phone and as distance from the health 
center increases. For the use of home-based MNCH practices, there are only ethnic 
effects at the woman level (Outcome 1.2a), with the Lomwe having smaller 
treatment effects from other ethnic groups, and the Yao having higher. For the 
child-level (Outcome 1.2b), the estimate treatment effects of CCPF are lower for 
married women and higher for those able to read. The Yao are more impacted than 
other groups, and the treatment effect is larger in more distant villages. For use of 
the facility services for MNCH, at the woman-level (Outcome 1.3a) the Yao are least 
impacted and effects are larger among those with access to a mobile phone and 
farther from the health center. At the child-level (Outcome 1.3b), the treatment 
effect decreases with age, but increases with the number of children under five and 
for the Ngoni. Finally, for satisfaction with MNCH facility services, the Lomwe and 
Yao have larger treatment effects at the woman-level (Outcome 2a), and married 
women and Lomwe women have larger treatment effects at the child-level 
(Outcome 2b). 
 
It is important to note that Table 6.6 summarizes only whether or not the size of 
the treatment effect is statistically different for individuals with different values on 
the conditioning variables. It does not tell us anything about whether there is a 
statistically significant treatment effect for any specific sub-sample of the 
population. In fact, for most of the heterogeneous treatment effects identified, 
there is not a statistically significant (i.e., different from zero) average treatment 
effect for any value of the conditioning variable, even if the estimated treatment 
effect is significantly different depending on the value of the conditioning variable. 
For example, Table 6.6 reports a negative heterogeneous average treatment effect 
on Outcome 1.1 based on access to a mobile a phone. However, there is no 
statistically significant average treatment effect for either women in households 
who had access to a phone or for women in households that did not. Despite the 
lack of a treatment effect on Outcome 1.1 that was statistically different from zero 
for either subgroup, the estimated effect for women with access to a phone was 
statistically different from the average treatment effect for women without access 
to a phone.  

6.4 Treatment Effects on the Treated 
 
In order to understand the impact of the CCPF services on the women who actually 
used them, we next estimate a treatment on the treated effect. Figure 6.6 shows a 
plot of the average treatment effects on the treated, based on the mean effects 
indices, for all seven outcomes. As Figure 6.6 shows, there are three positive 
treatment effects on the treated (Outcomes 1.2a, 1.2b, and 1.3a), one negative 
treatment effect on the treated (Outcome 1.3b), and three null effects (Outcomes 
1.1, 2a, and 2b). Each of the seven outcomes, and the individual indicators used to 
measure them, will be considered in turn. 
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Figure 6.6: Difference-in-Difference Treatment on the Treated Effects  
 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Difference-in-difference treatment on the treated effects are calculated using two-stage least squares regression with 
the use of CCPF services instrumented by treatment assignment and time (baseline/endline). Standard errors are 
clustered by health center catchment area (the unit of randomization). Controls for the following potentially 
confounding variables were included: age, living mother, living father, residing with mother, and residing with father 
at the child-level; age, years of education, marital status, and ability to read at the woman-level; gender of head of 
household, ethnic group, wealth, mobile phone ownership, and number of children under five at the household-level; 
distance to the health center and the presence of other maternal and childhood health services at the village-level; 
and distance from the health center to the district hospital and the number of health center staff per capita at the 
health center catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and endline women’s and children under 5 questionnaires for both intervention and control 
communities. 
 
 
  



96 

6.4.A Outcome 1.1: Knowledge of MNCH Practices 

Figure 6.7 plots of the average treatment effect on the treated for the aggregate 
measure of knowledge of MNCH practices (Outcome 1.1), as well as each of the 
indicators of which it is comprised. The CCPF programs had no aggregate effect on 
the knowledge of MNCH practices among those who used the services.  
 
Figure 6.7 Outcome 1.1: Knowledge of MNCH Practices, Difference-in-Difference Treatment 
on the Treated Effects  

 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Difference-in-difference treatment on the treated effects are calculated using two-stage least squares regression with 
use of CCPF services instrumented by treatment assignment and time (baseline/end line). Standard errors are 
clustered by health center catchment area (the unit of randomization). Controls for the following potentially 
confounding variables were included: age, years of education, marital status, and ability to read at the woman-level; 
gender of head of household, ethnic group, wealth, mobile phone ownership, and number of children under five at 
the household-level; distance to the health center and the presence of other maternal and childhood health services 
at the village-level; and distance from the health center to the district hospital and the number of health center staff 
per capita at the health center catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
 
However, this aggregate null effect masks considerable variation across indicators. 
As Figure 6.7 makes clear, CCPF increased knowledge for many MNCH practices: 
knowing that four ANC visits are recommended, that women should drink more 
water while pregnant, that women should lift less while pregnant, that pregnant 
women should not take traditional medicines, what to bring to health center for a 
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birth, and that a baby born at home should be taken to a health center 
immediately. However, there were negative treatment on the treated effects for the 
ability to list what happens during an ANC visit, knowledge that a baby should 
return to the health center within two days of birth, knowledge of the vaccines 
important for children, knowledge that pregnant women should receive a TT 
vaccine, and knowing what symptoms require a child be taken to the health center 
immediately.  
 
Thus, the results suggest that, among those who used the CCPF hotline and/or its 
tips and reminders, knowledge of MNCH recommended practices increased for some 
factors and decreased for others, producing no aggregate impact on overall 
knowledge of MNCH recommended practices. 
 

6.4.B Outcome 1.2: Use of Home-Based MNCH Practices 

Figure 6.8 shows a plot of the average treatment effects on the treated for 
aggregate measures of home-based MNCH practices (Outcomes 1.2a and 1.2b), as 
well as for each of the indicators included in those indices. 
 
There are large, statistically significant positive effects of the CCPF services on the 
aggregate use of home-based behaviors for MNCH among individuals who used 
CCPF. At the woman-level, the increase in MNCH behaviors is about half of a 
standard deviation. This positive effect is driven by increases in the reported use of 
bed nets during pregnancy, which increased by about 25 percentage points among 
the women who had used CCPF, and on breastfeeding a child within one hour of 
birth, which increased by about 15 percentage points among CCPF users. Note that 
these effects are estimates of increased use only for CCPF users, who made up only 
about 20% of women interviewed in intervention communities – this is why we did 
not observe an average treatment effect (intention to treat effect) on home-based 
MNCH practices for women in Section 6.1B. These estimates suggest that if 
everyone in the intervention communities had used CCPF (if uptake had been 100% 
instead of only 20%), the overall use of bed nets and immediate breastfeeding 
would have increased by 25 and 15 percentage points, respectively. 
 
At the child level, the aggregate effect is only slightly lower (0.4 standard 
deviations), and is driven primarily by the large impact (around 25 percentage 
points) of CCPF on a child’s use of a bed net among children whose caretakers used 
CCPF. Also note that this fairly large positive treatment effect on those who used 
CCPF is in sharp contrast to the negative average treatment effect reported in 
section 6.1B. Comparing these two results suggests that while there was an 
average negative treatment effect – driven by larger increases in control 
communities compared to intervention communities – among the 20% of 
caretakers who used CCPF, it had a positive impact on home-based practices for 
child health. 
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Figure 6.8 Outcome 1.2: Use of Home-Based MNCH Practices, Difference-in-Difference 
Treatment on the Treated Effects  

 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Difference-in-difference treatment on the treated effects are calculated using two-stage least squares regression with 
use of CCPF services instrumented by treatment assignment and time (baseline/end line). Standard errors are 
clustered by health center catchment area (the unit of randomization). Controls for the following potentially 
confounding variables were included: age, living mother, living father, residing with mother, and residing with father 
at the child-level; age, years of education, marital status, and ability to read at the woman-level; gender of head of 
household, ethnic group, wealth, mobile phone ownership, and number of children under five at the household-level; 
distance to the health center and the presence of other maternal and childhood health services at the village-level; 
and distance from the health center to the district hospital and the number of health center staff per capita at the 
health center catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
 

6.4.C Outcome 1.3: Use of Facility-Based MNCH Practices 

Figure 6.9 shows a plot of the average treatment effects on the treated for use of 
facility-based MNCH services (Outcomes 1.3a and 1.3b), as well as for each of the 
indicators.  
 
At the woman level, we see a small, but statistically significant, positive effect of 
CCPF on facility-based behaviors among CCPF users (about 0.15 standard 
deviations), driven almost entirely by the large increase (~30 percentage points) in 
beginning ANC during the first trimester among CCPF users. There is also a 
marginally statistically significant increase in PNC check-ups within two days of 
birth. 



99 

 
Figure 6.9 Outcome 1.3: Use of Facility-Based MNCH Practices, Difference-in-Difference 
Treatment on the Treated Effects 
  

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Difference-in-difference treatment on the treated effects are calculated using two-stage least squares regression with 
use of CCPF services instrumented by treatment assignment and time (baseline/end line). Standard errors are 
clustered by health center catchment area (the unit of randomization). Controls for the following potentially 
confounding variables were included: age, living mother, living father, residing with mother, and residing with father 
at the child-level; age, years of education, marital status, and ability to read at the woman-level; gender of head of 
household, ethnic group, wealth, mobile phone ownership, and number of children under five at the household-level; 
distance to the health center and the presence of other maternal and childhood health services at the village-level; 
and distance from the health center to the district hospital and the number of health center staff per capita at the 
health center catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
 
At the child level, in contrast, we see a large, statistically significant negative 
impact of CCPF on facility-based services for child health (~45 percentage points) 
among children whose caretakers used CCPF. There is a very large negative impact 
of CCPF on its users taking a child to health center for fever (almost 60 percentage 
points). This very large negative effect among CCPF users explains why we observe 
an average treatment effect in section 6.1C – that average treatment effect is being 
driven by the large negative treatment effect among the subset of caretakers in 
intervention communities who utilized CCPF services. Before scaling CCPF up, it will 
be important to better understand the negative impact of the services on care-
seeking behavior for children’s health. 
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6.4.D Outcome 2: Satisfaction with Facility-Based MNCH Practices 

Figure 6.10 summarizes the treatment effects on the treated for satisfaction with 
MNCH services. As noted before, the actual programs implemented by CCPF did not 
directly address the quality of health facility services. Thus, it’s not surprising that 
at both the woman and child level, there are no effects of CCPF on satisfaction for 
individuals who used CCPF services. This suggests that the negative average 
treatment effects reported in section 6.1D were driven by improvements in control 
communities and not an actual negative impact of CCPF, since no negative effect is 
present among users.  
 
Figure 6.10 Outcome 2: Satisfaction with Facility-Based MNCH Practices, Difference-in-
Difference Treatment on the Treated Effects  
 

 
MEI indicates that the outcome is a continuous, standardized index (mean effects index) combining all the indicators 
for that outcome. 
Difference-in-difference treatment on the treated effects are calculated using two-stage least squares regression with 
use of CCPF services instrumented by treatment assignment and time (baseline/end line). Standard errors are 
clustered by health center catchment area (the unit of randomization). Controls for the following potentially 
confounding variables were included: age, living mother, living father, residing with mother, and residing with father 
at the child-level; age, years of education, marital status, and ability to read at the woman-level; gender of head of 
household, ethnic group, wealth, mobile phone ownership, and number of children under five at the household-level; 
distance to the health center and the presence of other maternal and childhood health services at the village-level; 
and distance from the health center to the district hospital and the number of health center staff per capita at the 
health center catchment area level. 
Statistical significance alpha-levels:  * p<0.10, ** p<0.05, *** p<0.01. 
Data source: Baseline and end line women’s and children under 5 questionnaires for both intervention and control 
communities. 
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6.5 Summary 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The average treatment effects of CCPF on the entire sample, both users and non-
users, are contrary to expectation: they indicate that non-users were not influenced 
by any change in the knowledge or behavior of those who used CCPF. In analyses 
both with and without the inclusion of control variables (a.k.a., potential 
confounding variables), there is no average treatment effect for knowledge of 
recommended practices for MNCH health, home-based practices for maternal 
health, home-based practices for child health, or satisfaction with facility-based 
services for women. In other words, we observe no difference in the change in 
these outcomes in intervention communities compared to control communities. 
 
Noticeably, we see statistically significant negative treatment effects for three 
outcomes: home-based practices for child health, facility-based practices for child 
health, and satisfaction with facility-based services for children. This is especially 
worrying in the case of facility-based practices for child health, where the negative 
treatment effect reflects an actual reduction in the rate at which children in the 
intervention communities with symptoms of acute respiratory infection or fever 
access facility services, while rates of health center visits increased in control 
communities. 
 

 
Users of CCPF services increased: 
 Maternal facility-based practices:  

 Beginning ANC during the first trimester +30 
percentage points  

 Maternal home-based practices: 
 Use of bed nets during pregnancy +25 percentage 

points 
 Breastfeeding within one hour of birth +15 

percentage points 
 Child home-based practices: 

 Child’s use of a bed net among children +25 
percentage points 

 
When including users and non-users in the analysis, there were 
no statistically significant differences in outcomes for women. 
 
There is an apparent decrease in the use of facility-based 
practices for under five children in Balaka among the whole 
sample and specifically among the users of CCPF.  
 
Hotline workers providing advice for the care of sick children 
rather than referring to a health center may have reduced 
facility-based practices among this group. 
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The other two negative effects – for home-based practices for child health and 
satisfaction with facility-based services for children – are less worrisome since they 
reflect the fact that control communities improved at a greater rate than 
intervention communities, but intervention communities still showed improvement.  
It should also be noted that satisfaction with facility-based services for children was 
not directly affected by CCPF. The principal assumption of the difference in 
difference approach is that intervention and control communities would change at 
the same rate in the absence of the intervention. Thus, for these two outcomes, the 
difference in difference approach assumes that because we observe larger 
improvements between baseline and end line in control communities, that we would 
have seen the same level of improvement between baseline and end line in 
intervention communities if the intervention had not been offered. Thus, the fact 
that the intervention areas do not show the same rate of improvement is 
interpreted as a negative impact of the intervention. 
 
However, this key assumption of the difference in difference approach would be 
violated if there were other factors that influenced the differences in change 
between the control and intervention areas. For example, if there was a program 
focused on childhood health that was operating and affecting change in the control 
areas but not in the intervention areas, this could explain the estimated negative 
treatment effects of the CCPF intervention. 
 
Because CCPF was offered, but not mandated, in intervention areas, the 
comparison of average outcomes across the intervention and control communities 
should be interpreted as the intention to treat effect. In other words, the average 
treatment effects simply compare average outcomes across all women in the 
intervention areas, regardless of whether they actually used CCPF services, to 
average outcomes across all women in control areas.  
 
While the average treatment effect (a.k.a, the intention to treat effect) is the most 
policy relevant, it is also useful to know how much CCPF affected the women who 
actually used its services. For several outcomes where we see no average 
treatment effect, we do observe a positive treatment effect on the women who 
actually used CCPF. This was the case for both home-based and facility-based use 
of MNCH practices among women (Outcomes 1.2a and 1.3a). In this case, we could 
expect positive average treatment effects had more women in the intervention 
communities used CCPF services. 
 
In the case of most of the negative average treatment effects, we see either no 
effect or even a positive treatment effect among the women who used CCPF. For 
home-based practices for child health (Outcome 1.2b) we saw a negative average 
treatment effect but a positive treatment effect for the children of caretakers who 
used CCPF. This suggests that the average negative treatment is being strongly 
driven by large improvements in control communities. In the absence of such 
control community improvements (or their extension to intervention communities), 
and the increased use of CCPF, we should expect to see a positive average 
treatment effect on home-based practices for child health. For satisfaction with 
facility-based services (Outcome 2b), we observe negative average treatment 
effects but no treatment effects on the treated. This comparison appears to confirm 
suspicions that the negative average treatment effects were driven not by CCPF, 
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but by improvements in the control communities, perhaps due to other 
interventions.  
 
All of treatment on the treated effects summarize thus far speak to the potential 
success of a scale-up of CCPF. However, for facility-based practices for child health 
(Outcome 1.3b), the negative average treatment effect and the overall reduction in 
children health center visits in intervention communities between baseline and end 
line is substantiated by a negative impact of CCPF health among CCPF users.  This 
result, driven primarily by a reduction in reported health center visits for children 
with fever, suggests that CCPF did indeed reduce visits to the health center for 
children. This potential reduction in health center visits should thus be addressed 
very carefully in any attempt to scale up the provision of CCPF services. 
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CHAPTER 7: Evaluation Results - Qualitative Component 

The overarching aim of the qualitative component of the evaluation is to explain 
and expand the quantitative results.  This chapter has two specific aims:    
  

• To provide the perspectives of village communities and stakeholders on the 
impact of CCPF 

 
• To provide the perspectives of stakeholders on the implementation of CCPF  

   

7.1 Perspectives of Village Community Members  
 
We begin by providing the perspectives of village community members on CCPF, 
drawing on the ethnographic data.  The ethnographies were conducted in order to 
learn if, and how, community members talked about CCPF during the course of 
their daily lives.  Unlike the interactions in a focus group, where participants 
responded to a facilitator asking about their use of CCPF and the benefits of this 
use, in the ethnographies the conversations about CCPF occur in a natural setting 
and the topic arises spontaneously.   
 
The hotline workers have an office at the Balaka District Hospital.  In the excerpt 
below, as in others, calling the hotline is referred to as “calling the District Hospital” 
or “calling Balaka”.  Although the hotline workers are trained at a similar level as 
Health Surveillance Assistants, the lowest rung of health center staff, and had 
special training for this assignment, they are spoken of as doctors and nurses.   
 
A young woman, Thandie, tells her story to young women who are washing their 
buckets at the borehole; a community volunteer, Enelesi, is present.    
 

This programme is good, it is helping us in many ways like letting us know 
the truth when we have pains during the time we are pregnant. You know, 
girls, at the health center you tell the doctor even the nurse how you are 
feeling when you are pregnant, but instead of telling you the problem they 
only give you aspirin and a mosquito net. But this one you talk to in Balaka 
hospital openly tells you the problem. Last week I came to Enelesi to call to 
Balaka, you know I miscarried last week, everything was good but that I had 
malaria and I did not get Fansidar, that’s why I miscarried my baby. Before 
calling to Balaka I went to the health center but they told me that the baby 
was not able to come on his own as he was weak they did not tell me the 
reason why my baby was weak. 

 
Thandie started crying remembering her baby. The friends sympathize with 
Thandie, and then one says:  
 

The phones are helping us although they are not working properly, before 
going to the hospital with our children we need to ask doctors and nurses 
from the district hospital then we need to follow the instructions given. If we 
are told to go to the hospital or not we need to follow it. 
 



105 

Yes teacher, I commented happily. 
 
Enelesi said that the programme is good only that they [the CVs] are not 
being paid for the work they do.  “We are like slaves the only important thing 
we get is the phone.” 
 
Enelesi then says she is worried that they might have to give the phones 
back when the project is over.  It would be better if they can just leave the 
phones for us so that we shall always remember them. When they have 
stopped what shall we remember them for?   
 
As the time was around four I said goodbye to my friends and I left for 
home. 
 

In the following excerpt, the ethnographer has gone to the health center to visit a 
friend who is an HSA. While she is waiting, she finds the HSA supervisor meeting 
there with community volunteers wearing white T-shirts with Chipatala cha pa foni 
written on the back.   
 

Coming closer to them I discovered that they were the ones working in the 
safe motherhood programme, “Chipatala cha pa foni.” A lady who sat close 
to me said “I will never forget this project, it have really helped me, I did not 
expect that I can have a live baby as I have been miscarrying every 
pregnancy I took. Now every time I call to Balaka I am given instructions on 
how to take care of my pregnancy.”   
 

She appears to know what CCPF does, since she doesn’t ask what Chipitala cha pa 
Foni means; she does, however, refer to it as “the safe motherhood program”. She 
might be referring to Malawi’s national Safe Motherhood Program, which has been 
active in Malawi since 1998, and in recent years was championed by the president, 
Joyce Banda.  Alternatively, Safe Motherhood may have become a generic term for 
any project about maternal and child health.   
 
In the next excerpt, Naphiri refers to the Estimated Delivery Date that hotline 
workers gave to pregnant callers.  As discussed earlier in Chapter 5, some 
considered the hotline Satanic because a woman learns her due date not by being 
seen and touched by an ANC nurse but over the phone.  Naphiri, however, makes 
no mention of Satanism: rather, having her baby born on the EDD was “a dream 
came true.”   
 

Next to this lady was Naphiri, a well-known woman in our village she added a 
comment. While looking at the people with white T-shirts [CVs], she said, 
“Even Nangozo has benefited from the programme. I remember she 
delivered her baby on 10 November just as she was told by officials from 
Balaka [the hotline workers in an office in the Balaka District Hospital] that 
her baby was to be born on 10th November and this dream came true, 
meaning that in some cases the VillageReach programme is good only that 
these people [CVs] are not paid for the good job they do. 

 
A persistent theme in the qualitative study is that of inadequate allowances for 
those participating in the VillageReach project.  Enelesi, a CV, made this point 
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above.  Naphiri, however, does not appear to be a CV herself; rather, she seems to 
be making a general statement, that people who work well for a foreign 
organization should be paid.  With the name VillageReach, the project is obviously 
not from the government or a Malawian NGO.   
 
In the ethnographies, we learn what women are saying to each other in their 
informal social networks.  The effectiveness of informal social networks in the 
diffusion of innovations is well known, as is the peer pressure to reject an 
innovation (Rodgers 2003; Kohler, Behrman and Watkins 2000).  The majority 
(78%) of women of childbearing age in the survey had heard of the hotline.  
Presumably some had been present at a demand generation activity, or when a CV 
made a presentation at a meeting held by a chief.  In addition, some CCPF users 
told others about their experiences and recommended using the hotline.     
 

IDI with Most talkative woman, user’s FGD 
 
How many people did you explain the hotline to?  
 
Yes, I explained to two people 
 
Where did you explain the first one? 
 
I told the first one at the borehole, I told her that “my friend, do not 
neglect some of the things” because her child had a problem, 
because she had explained to me that her child had a problem of the 
leg that he could not bend it. So I told her that she should call the 
hotline. “Since you are saying that you went to the hospital and they 
did not properly assist you, then call the hotline you will be greatly 
assisted.” 

      
IDI with Most talkative woman, user’s FGD 
 
Did she tell you that she called the hotline? 
 
She called the hotline and she was told to go to Mbera health center 
where she was referred to Balaka District Hospital and there she was 
referred to Zomba Central Hospital that they should see the leg 
because it has some yellow fluid. 
 
What did she tell you when she came back? 
 
She told me that, “my friend, the hotline is important, when you told 
me, I called and I was assisted and now my child is fine” 
 
Where did you meet her when she told you that? 
 
She came to my house 
 
What about the other one? 
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The other one I visited her, she was pregnant, and when we were 
chatting she told me that she has a problem of opening bowels, “so 
with the way I am, I am afraid that I might fall into 
malnutrition”…So I told her that go and call the hotline and see how 
you are going to be assisted. So she said, “fine for my husband has a 
Zain [Airtel] phone I will call” so when she called she was referred to 
Balaka district hospital for malnutrition.  When she came back she 
was fine so I visited her and she said, “my friend the hotline assisted 
me a lot and now am fine”  

 

7.2 Perceptions of Stakeholders on the Impact of CCPF  
 
Respondents in all categories of stakeholders say that CCPF has had a positive 
impact.  None of them have access to the analyses in Chapter 6 of the impact of 
CCPF on those who used it, nor do they even have information about change in the 
use of home- based or facility-based services.  They may be drawing instead on 
what they heard of the experiences of their neighbors, they may be simply 
assuming that if there is a project it must be successful, or they may want to please 
an interviewer representing VillageReach.   
 

7.2.A Community Volunteers  

The community volunteers conclude that CCPF had impact based on their 
observations of their neighbors and their conversations with them.   
 

What improvements are there now to the people that use the hotline or their 
children? 
 
The changes are there because those people who were delivering in 
their homes are now delivering at the health center because initially 
people were saying I can’t go to the health center to deliver but now 
they are going. Even the under-five clinic or antenatal they were 
saying, I can’t go there but now they are going. 
 
Can we say the people are satisfied with the message they get? 
 
Yes they get satisfied and they understand and when it reaches to 
that point we say things are working. 
 
Can you explain to me one of the stories that you heard about the tips and 
reminders? 
 
Like Grace explained to me that the “tips and reminders are good 
although people ignore them but now things are working out in my 
family and I encourage the people to be using hotline” 
 
What did she say about the good part of the hotline when people are using 
it? 
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She said that she called about her child and she was told to be giving 
her child the 6 food groups and that she should be giving the child 
porridge in the morning, 10 o’clock she should also give him 
porridge, 12 o’clock she should give him Nsima and 4 o’clock she 
should also give him porridge and in the evening she should also give 
him Nsima. 

 
 

7.2.B Chiefs 

The chiefs are well positioned to hear about what is going on in their area.  They 
walk around their area, and their compound is a gathering place.   
 

Headman #1 
 
Out of many women who got assistance from Chipatala Cha Pa Foni 
most of them were appreciating saying that they are assisted and 
that many women were getting assistance. For example, someone 
was told that she will deliver on the 16th December and it was found 
that she really delivered on that day. So she was happy because she 
got prepared up to the date of delivery, and again others are able to 
know that “according to my problem should I go to the health center 
and be on line to meet the medical assistant?” But when they call 
Chipatala Cha Pa Foni they are just told “do this, do this” so if they 
found that they get assistance while they are right there at home so 
they save many things like money. 
 
Fine. How have they saved money? 
 
They have saved money because if they could have started off to the 
health center at Mbera so they will be there on line, at the same time 
feeling hungry, then they will stop at the market to buy food, So they 
are wasting money instead of saving that money for their home 
management. And again their chores suffer, may be the time they 
have spent going to the health center, may be the husband who was 
cycling the bicycle could have done other duties to source money. 

 
Headman #2, (a headwoman) 
 
VillageReach introduced Chipatala Cha Pa Foni. What changes has the 
VillageReach brought in your village? 
 
The change is manifested in the interested and understanding 
individuals because if a problem comes they don’t rush to the health 
center but to the volunteer. They are told to go to the health center 
from Chipatala Cha Pa Foni, thereby preventing travelling to the 
health center.  This is for average sicknesses but if the sickness is 
serious people go direct to the health center. 
 
Have you ever heard the problems faced by Chipatala Cha Pa Foni users?  
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The problem the volunteers say are the understanding of the people, 
many people haven’t yet understood. If the meetings to tell the 
people about Chipatala Cha Pa Foni were conducted frequently many 
people would understand…But as a village it’s just the negligence of 
the people but many people know the messages. 

 
7.2.C HSAs  

HSAs speak of the impact of CCPF from their position as health workers.  They are 
assigned to villages, and are meant to be the first point of care for pregnant women 
and children under five.  They run campaigns in their village for vaccination and for 
sanitation, as well as assist with ANC and other services at the health centers.    
 
From the perspective of the HSAs, the hotline had an impact on attendance at 
antenatal clinics and the under-five clinics in the villages.  They attributed this to 
the reminders sent by CCPF and to the fact that the hotline was new. They 
themselves give women exactly the same advice about ANC and vaccinations, but 
the women are used to them and do not follow their advice.   
 

HSA #1 
 
How can you compare the numbers after introduction of the hotline and 
before the introduction? 
 
The main difference now, though the numbers have increased is that 
most women come and start the antenatal clinic because they are 
reminded.  
 
Have the numbers at the under 5 clinic improved because of the hotline? 
 
The improvement is that now women are coming each month, they 
are not missing a month as before, when before they would miss a 
month…  
 

Although the vantage point of the HSAs is similar, they all have the same 
responsibilities, their perspectives, or at least what they select to say to the 
interviewers differ.  The HSA above emphasized the impact of CCPF on attendance 
at antenatal clinics; the one below emphasizes a recent campaign to encourage 
women to give birth at a health facility rather than at home.    

 
HSA  #2 
 
CCPF made the job of HSAs easier because when say a child had flu, 
they were going to the volunteer to call the hotline worker and they 
could be advised to give the child more water and this helped to 
make our job easier. Instead of coming to the health center for help, 
they were helped while at home.  Did this help to improve the health 
of women and children?  Yes, it helped people, most women knew 
the importance of giving birth at the health center. When they talked 
to the hotline worker they were advised to go to the health centre to 
wait until they give birth.  Now most women know the importance of 



110 

giving birth at the health centre unlike before the innovations were 
introduced as most of them gave birth at home but now there is a 
change.   

 
7.2.D Facility Staff 

The staff’s perceptions varied, from those who said the hotline was a great boon to 
the women and it also reduced their workload to those who said it was useless.  
 

Nurse midwife #1 
 
How do the communities differentiate a health facility worker from the hotline 
worker? 
 
People are likely to believe what we tell them…Because when they 
come here they are able to see us. On that innovation, people just 
hear the voice and they do not know how the person looks like…They 
do not know whom they speak to and they just say we have got the 
message from the phone…So they just listen to the tips and 
reminders without knowing where the message is coming from, 
whether from a nurse or a doctor or a layman…They believe us who 
wear the white uniform while on the other end they just say a hotline 
worker. 
 

 Nurse Midwife #2 
 

Ok! I will talk on both good and bad side…Let me begin with the 
good or the positives, it was like at the maternity a certain woman 
who came here, she said that she called the hotline, she was told 
that with the way you have explained your problem, you need to go 
to the health center…It looked simple, she was able to walk on her 
own, after speaking to her and examining her, this was after I was 
told that it was the hotline worker who told her to come to the health 
center, she said she had a pain in her lower abdomen…After 
examination I discovered that the pain was because she was having 
an internal bleeding…Then I told her that the pain you are 
experiencing, has brought this inside which can cause the fetus 
inside to suffocate and even be born as a still birth and even yourself 
can die during baby delivery or lose a lot of blood during baby 
delivery…Then she said the hotline is really helpful because if I were 
home, I would have just bought a panado and we would have 
discovered too late, maybe I would later just fell down or the blood 
just come at once…Then we arranged for the ambulance to ferry her 
to the Balaka district hospital…So in our discussion we saw that this 
is helping reduce congestion here at the health center, other than 
people coming here with each and every simple problem…Also, on 
the other side the cases the women think are simple. They are not 
simple at all, they realize that they are not that simple after speaking 
to the hotline worker, when they come to the health center we 
attend to them and discover that they are problems, I can say that 
these are the positive effects of the hotline. 
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The nurse midwife saw no ill effects of the hotline, other than that by telling 
pregnant women their date of birth, the women believed the hotline was satanic.  
She recommended that the volunteers should all be female, so that the husbands 
would not be suspicious that their wife was leaving home to have sex with the 
volunteer.   
 

In-charge #1 
 

Yes, it has changed because in the past we used to get women who 
are five months pregnant so we would ask them why, but now we are 
receiving women with a few months old pregnancy. And sometimes 
we could ask them ‘what has happened for you to come with a few 
months pregnant like this? They say ‘we called on the hotline and we 
have been told what to do’, and some even when they notice that 
they are pregnant even the first month they call to ask whether to go 
to the health center and they are told to wait up to 3 or 4 months. So 
this helps when the women get the message that they should come 
to the health center and this prevents the problems that they will 
encounter and we are a able to monitor them well so that they 
should not be facing problems. So in antenatal clinic things have 
started improving and attendance has increased.  

 
 
Most facility staff talked of the hotline but not the tips and reminders: below, an  
In-charge of a health center talks about the benefits of Tips and Reminders:   
  

I think tips and reminders “have helped to sensitize and mobilize 
people to start coming to the health center for treatment”  
 

This respondent is an elderly man who has long worked in the health sector: it is 
thus puzzling that he would imply that before tips and reminders people did not 
come to the health center for treatment.   
 

7.2.E District Officials 

Safe Motherhood Coordinator 
 

The objectives of the CCPF are in line with the DIP [District 
Implementation Plan], “because one of the aims is that women must 
give birth at the health center. And here in Balaka, we have a 
problem in the sense that most women do not give birth at the health 
center, I believe they also aim at contributing to that.  Additionally 
they have helped in increasing the attendance of women at the ANC, 
so that women can visit it at least four times….I believe that CCPF 
has helped us to a large extent. There are some areas where we 
failed to assign HSAs and we failed to tell people about maternal 
health, but the CCPF is reaching those areas. So I think the CCPF is 
helping a lot. Some people call from as far as Ntcheu and Lilongwe 
and this means that people see the importance of CCPF.   
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Of all the stakeholders who were interviewed, the IEC officer had the most 
interaction with VillageReach during the implementation of CCPF, which gives his 
comments on the response of villagers to CCPF credibility.   
 

IEC Officer  
 

People from the village have accepted it and they are using it. And at 
the same time, the lives of people are what? They are being saved.  I 
think this is a great thing… 

 

7.3 Perspectives on the Challenges of Implementing CCPF  
 
When representatives of VillageReach first went to the communities to select 
volunteers, there was excitement.  In the baseline ethnography, the tone of the 
conversations is optimistic: CCPF will help pregnant women (children are rarely 
mentioned) and it is expected that, like other NGO projects, volunteers will be 
selected for “education”, and will receive the benefits of allowances, and perhaps 
more.  At the endline, there are many conversations that mention broken phones, 
inadequate incentives, or both.    
 

7.3.A Findings from the Hearsay Ethnography 

Below is a long excerpt from a journal that was written in May 2011, when 
VillageReach was engaged in community mobilization. Meetings were held at the 
compound of a Group Village Headman, during which someone from VillageReach 
explained the project and then a community volunteer was selected.   
 
The ethnographer has gone to a meeting at the Group Village Headman’s 
compound in the Chiendausiku catchment area.  In this case, the visitors were 
HSAs, who had come to oversee the selection of the community volunteers.  
Because the CVs are expected to receive a material benefit, the selection can be 
contentious. The ethnographer dressed up for the meeting and hired a bike taxi, 
suggesting that she may have already known that one of her friends had been 
selected, as was the case (in all the excerpts from the ethnographic journals, 
pseudonyms are used).  

 
I put on my favorite color pink (pink shoes and a pink dress). [At the 
meeting] I found Mr. Chiluza who is a pastor from a certain church praying. 
There were almost 30 people. After the prayer Mr. M’bwinja, a HSA, stood up 
and said thanks to all the chiefs for coming.  We clapped hands showing 
respect to the chiefs.   
 
Then the HSA said that VillageReach has introduced a program which will 
deal with pregnant women so they want us to choose 3 people who will go to 
Balaka for education, where they each will be given a phone and a solar, so 
that when we have problems we can go to those people, we call doctors if we 
have question about pregnant women and kids before going to the health 
center, and you will never have to call an ambulance.’  Then we elected 
Enelesi [a friend of the ethnographer] who is above 20 maybe 24 years old, 
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Yasinta who is above 30 years, and Mr. Banda who seems to be 68 years of 
age.  
 

Since “education” is understood by all to be a training, which is typically several 
days, it is expected that those who were selected will benefit from the per diems.  
At that period, some organizations paid K1500 a day in allowances, which over the 
typical three to five day training, can amount to a substantial sum in the context of 
rural Balaka. Following the selection, “a good noise was made for about 10 minutes, 
showing happiness.”  
 
In November, the news about CCPF is still spreading, as in the following excerpt, 
where several women are chatting.  One mentions Chipatala cha pa foni; another, 
whom the ethnographer does not know by name, is pregnant, asks what this 
means.   
 

Felicia said ‘it means that the patient can get counseling about health from a 
nurse through a phone, that means the nurse can speak with the patient 
when she or he is not at the hospital or health center.’ The pregnant woman 
said ‘this program is basic for people in our village.’ Felicia answered “No, it 
is for pregnant woman only.’  The pregnant woman said ‘O!! The program is 
for us! And what disease is needed to speak with the nurse?’ Felicia said “the 
sudden diseases that occur mainly related to a pregnancy.  Like a pregnant 
woman has felt weak or abnormal, she can ring the phone to the nurse.' 

 
When the phones are delivered to the community volunteers, there is excitement.  
The following conversation occurred in Phimbi.  One of the speakers, Mr. Phiri has 
the same name as an HSA at Phimbi, and is probably the same person.  A speaker 
refers to “Village Rich”.  This has connotations in a setting where NGOs are 
considered to be rich, but it is also the case that in Malawi the pronunciation of 
“rich” and “reach” is similar.  
 

On 10th October, 2011 I went to my Barbershop to run my business as 
usual. After some minutes the customers started coming with their phones, 
which were supposed to be charged. One of the customers was Mr. 
Phiri…Before Mr Phiri left the place Mr Keneth Mbewe also came with his 
phone. The phone was looking new.  Mr Phiri admired the phone and he 
asked Mr Mbewe where he bought that beautiful phone.  He said he was 
given it by an organization called Village Rich. Mr Mbewe is a member of the 
Phimbi Village Health Committee [these were often selected as CVs]. 
 
Mr. Phiri asked Mr Mbewe why the organization decided to give him the 
phone. But Mr Mbewe said ”He was not only him who was given the phone by 
the organization but there were also some people in different villages around 
Phimbi health center who were also given the phone by the organization. Mr 
Phiri asked Mr Mbewe the aim of the organization that gave them the 
phones.   
 
Mr Mbewe said, “The organization wanted them to communicate with some 
people in the village through the cell phone. The phones were not to belong 
to one person but for every person in the village.” He also added that “We 
have been trained how to use these phones in order to assist the people in 
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the villages”. Mr Phiri kept on asking ‘who will be involved in those phones in 
the villages which you’re talking about?’. Mr Mbewe said ‘Do you remember 
that some months ago the IKI organization came which was doing a survey 
concerning good mothering for women and children under five years? Mr 
Phiri answered ‘Yes, I remember and some of these people came in our 
village of Chisoni…. I asked them the aim of the survey. And they answered 
me that there are organizations Village Rich and Concern Worldwide who 
want to establish hotline phone at every Health center together with the 
nurse of the organizations who will be communicating with the people in the 
village more especially those who will be suffering. They also said the aim of 
these organizations is to improve health of the women who are at bearing 
age and the under five children’.  
 
Mr Mbewe said ‘It’s like that and righteous, we should appreciate the Village 
Rich organization for giving us these phones.’ Then they both left for their 
homes and I did too.  

 

End line journals were written from 2nd October 2011 to 31 August 2012. Now 
many of the conversations about CCPF are complaints about the phones—keyboard, 
screen and battery, and the solar panels.   
 
The following conversation occurs as some young women are cleaning their buckets 
at the borehole.  One of women, Mphatso, is a CV; the discussion nicely illustrates 
the ambivalence of the CVs: these women are serious about their work, but they 
also appreciate the material benefits the position provides.  
 

All of the girls were busy cleaning their buckets. I greeted them all, then 
Rhoda received a phone call.  She picked up her phone and started 
answering, it took some minutes for Rhoda to leave her phone.  

 
“Chipatala pa cha foni! I once enjoyed using this phone when it was new but 
this time around I face many problems,” said Mphatso [also a CV]. She 
pointed her phone, which she had put under a mango tree near the river.  
 
“What problems?” I asked.  Mpahatso smiled then replied “The keypad, it’s 
the worst, if you want to make a call in the afternoon, start pressing the 
buttons in the morning.  “Hede!” we laughed. Mphatso continued “Don’t 
laugh, I don’t have another phone apart from this one. VillageReach has 
really helped me by giving me a phone although I face many problems. 
Anyway, there is goodness where there is badness. I know one day this 
phone shall be repaired so it is the way it was when I first got it….” 

 
Rhoda added, “the phones are important. My child was born on the date I 
was told by the nurse from Balaka district through Chipatala cha pa foni, now 
I have a bouncing baby due to the instructions I had been given on the 
phone. Mphatso has also helped me, I could come at her home late hours but 
she never gets irritated, although it can be that she gets irritated but fails to 
say this openly to me.” 

 



115 

“You are right I love my work even though I am not paid but still more I have 
a pure white T-shirt from VillageReach, if the programme ends tomorrow I 
shall remember VillageReach because it helped me to increase the number of 
blouses I had.” We laughed but Mphatso showed that she was serious with 
what she was saying. “It’s not only me who is having problems with the 
phones, everybody complains about them, they are just good in design but 
bad in functioning, if the project is continuing it’s my wish that they just give 
us the money we buy the phones on our own,” said Mphatso. 

 
Rhoda took the floor. She said “This girl thinks that they are doing 
development for this community which is right, there are not as many under-
five deaths as in past years. Many women in our village are following the 
instructions given from the doctors, although some still cannot understand 
the program.”   
 
Mphatso says “I have heard different kinds of words from people in this 
village saying that we are paid, but in private, so others don’t know,”…They 
say “Why does she take that phone as hers, it is ours.”  We laughed.  

 
7.3.B Key Informant Interviews 

Damaged Phones 
 
The damaged phones were a particular problem for the CVs, but they also come up 
in the interviews with headmen and HSAs and in the FGDs with those who had 
heard of CCPF but had not used it, where the damaged phones were given as a 
reason for not calling the hotline.   
 
As shown above, the phones were received with joy, and their friends were happy 
for them.  But they could not help their neighbors with a damaged phone.  Their 
frustration was directed at the VillageReach staff with whom the interacted: they 
wanted VillageReach to replace the phones and then, when VillageReach explained 
that this would be too expensive, the CVs asked to have the phones repaired.    
 

CV #1 
 

The problem is that the phone developed faults and was not working. 
 
And what did you do? 
 
…so we informed them that the phoned had developed faults and we 
were not using them, and we asked them to give us other phones 
and the response was always “fine, we will see what to do” and we 
kept complaining about the problem whenever they come here but all 
efforts was in vain. We also told them that we had no place to keep 
the forms they gave us and we asked them to distribute bags to us, 
but they did not. We also asked for umbrellas during the rainy season 
but it also failed, they said they cannot afford to buy for everyone.  
 
…we spent the whole year waiting for their response and when they 
came here last time, some volunteers who had submitted the phones 



116 

for repair were shocked to see that they did not bring the phones 
saying they had forgotten to bring them. They urged us to go to 
Balaka to collect the phone. I did not submit my phone for repair 
though it had a problem. The keypad of my phone does not work.  
 
People were disappointed in their hearts and they were asking 
themselves as to how they would be working without the phone. At 
the end they said that those who have phones or who have a relative 
who has a phone they can use that provided it is an Airtel line. 

 
There were also problems with charging the phones. The CVs said that initially they 
were told by VillageReach that they should pay for charging the phones themselves. 
When the CVs complained, VillageReach provided solar panels.  However, they only 
provided one for every four or five villages; this, respondents said, meant long 
walks for those CVs who did not live near one of the solar panels.  Moreover, the 
solar panels had problems.  Some broke, others were inefficient.   
 

CV #2 
 
… but the problem was that type of the solar panels that they 
distributed contained chargers that worked well with Nokia phones, 
but some technicians from the area tried to modify the chargers so 
that they could be used to charge these phones. But this is not 
efficient because we spend the whole day charging a single phone.  
When we told them about the problem, they admitted that the 
intervention was not effective.  
 

In the next excerpt, one CV is advising another to use the hotline.  
 
CV#3 

 
I have come to talk to you because as a volunteer for chipatala cha pa foni 
you know more than anyone else here of using the hotline. You have said 
that you are suffering from Malaria, did you call the hot line worker? 
 
I did not call the hotline worker because the phone is not working. 
The phone was taken by VillageReach members in November 2012 
for repair, but till today [4 April 2013] the phone has not been 
repaired, it is at the VillageReach office in Balaka. 
 
What do you do with clients? 
 
I told them about the phone problem. I also explained that they 
should call using their own phones or friends and relatives phones. 
 

As explained in section 3.3.B of this report, VillageReach was well aware of the 
decline in the number of calls.  VillageReach and Innovations decided not to replace 
the CVs’ phones: it would have been expensive and logistically difficult, and 
VillageReach outreach staff had received reports that some CVs were going beyond 
their tasks to act as gatekeepers controlling access to the services, asking users 
about the outcome of their calls and giving advice to the women regarding health 
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issues for which they were not properly trained to give.  As a result of these reports 
and the decreasing involvement of the CVs as the project continued, VillageReach 
decided to de-emphasize the role of CVs.  Instead, VillageReach instituted demand 
generation activities to promote the use of personal phones in accessing the hotline 
and tips and reminders (see section 3.4.B). The VillageReach change in approach, 
however, does not appear to have been communicated to the CVs and chiefs who 
were interviewed for this report.    
 
Incentives  
 
In poor countries, the issue of incentive, whether in the form of material goods or 
in the form of money for travel allowances and per diems for a training, is 
considered by donors and NGOs to be a major issue (e.g. Soreide et al 2012).   The 
interviews with stakeholders suggest that it was a major challenge in the 
implementation of CCPR.   Respondents associated what they considered to be 
inadequate incentives with a lack of motivation to participate in the project, with, 
presumably, consequences for the success of CCPF.  
 
In the interviews with stakeholders, we asked what they thought of when they first 
heard that VillageReach was implementing a project in Balaka.   
 

HSA  #1 
 

What I know is that when a project is coming, whether in town or 
village, but what people know is that: when the organization is 
coming, then its money. Two days you are to go somewhere two days 
later you are to go to another area… 

 
Chief 

 
You know here when we have some organizations coming we chiefs 
are used to receiving something as an appreciation, you know, we 
are still used to that, if something is to go on well, they should give 
us money.   

 
HSA #2 

 
When you heard about the project, what did you expect?   
 
Ok, you may expect that every month there will be meetings, 
submitting reports, and sharing of different information concerning 
the new intervention. Therefore as far as projects are concerned, 
then will be getting something. Apart from that the people who are 
going to be helped, we also should see some changes. Such 
expectations are always there, those expectations were really there 
indeed.  

 
Nurse-Midwife 
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When a new project is coming, expectations are inevitable.  What were you 
expecting from this project?   
 
That we will receive money…If the people bring a new project, they 
take you for training. At that training they give you something. It is 
this something that you work for during the project…Some projects 
take you, say, every six months for refresher courses…As poor 
individuals, Fanta is enough for us when we go there.   
 
So after seeing that you did not receive money, how did you feel? 
   
This did not in any way affect us.  We keep on working with 
dedication. 
 
What about other people, were they affected in their work?  
 
May be it has affected other people, because they cannot work 
without being paid. People say such things. Saying they cannot work 
without being paid.  
 

Unmotivated Community Volunteers 
 
From district officials to HSAs and chiefs, the CVs were seen as lacking motivation 
to seek out new users; this was always attributed to the inadequate incentives 
provided by VillageReach.   
 
While it is not surprising that the CVs themselves complained about not being 
provided with incentives, the qualitative study found that others in the community 
complained on behalf of the CVs.  We begin with the IEC Officer at the District 
Hospital, who was more involved with CCPF than any other district official or health 
center official.   
  

IEC Officer, Balaka District 
 
What do you think should be done there in order for the innovations to be 
successful? 
 
The first thing is that volunteers play a major role…For that reason if 
the volunteers are to be chosen they should be receiving something, 
say 8000 kwacha or 5000 kwacha or even 3000 kwacha…They were 
coming for monthly meetings to discuss about hotline innovation and 
give reports, at the end they were only drinking fanta as 
refreshment, they were saying that it could have been better if they 
were receiving something not Fanta only…So my opinion is that the 
volunteers should be considered since they play a key role. 
 
You mean they should be considered for an allowance? 
 
Yes, an allowance that they should be receiving since allowances 
gives them encouragement. 
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In-charge 
  
Does VillageReach take into consideration the solutions you suggest to them? 
 
The solutions that we give them are that nowadays, it is difficult for 
people to keep on working as volunteers without receiving 
anything…because it shows that some volunteers left the project 
because of that though others are still dedicated. So, sometimes we 
ask them [VillageReach] to come up with incentives. 
 
So what was their response on the incentive because I think this is very 
important? 
 
They did not give us a more precise answer since people who came 
here were not the bosses, so they would promise to deliver the 
message to their bosses. They said that they would start giving the 
incentives in the future, and that they selected a volunteer for each 
village because volunteers do not receive allowances… 

 
HSA #1 
 
There were many problems here mainly on allowances part, here 
volunteers were complaining about allowances…When they have 
meetings they were just given Fanta and they were complaining that 
they should be given allowances, so that they can buy soap after the 
meeting. VillageReach should change, maybe giving them k500 or 
k400, maybe at least they can see some change as you know things 
have changed now although you are a Volunteer but still you need 
something to encourage them that can be the good way. They should 
be given this incentive, it acts like a motivator. 

 
HSA #2 
 
How do you look at the way VillageReach designed its innovation to improve 
the health of women and children? 
 
I think they followed the proper procedure and the interventions 
were very good. But the problem is that the volunteers were not 
properly considered. The volunteers complained a lot and said that 
they must come up with some corrective measures…They want 
allowances. They come here to submit monthly reports every last 
Wednesday of the month and they complained that they left other 
responsibilities at home when coming here to submit the reports, so 
they ask for an allowance. They leave their responsibilities rushing to 
the house of a subscriber when tips and reminders come. Sometimes, 
they leave their work attending to a woman who wants to use the 
phone…and VillageReach asked HSAs to get someone who can at 
least read and write, who can operate a phone, so they said “when 
you were demanding all those things, we thought that you would be 
giving us money though we are volunteers, you said you wanted an 
individual who was knowledgeable about the use of a phone, and 
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who can write and read… “but you are just giving us a milk-scone 
and fanta,” so I can say that there is a problem so there is a need to 
consider the volunteers in a special way…I think a milk-scone with 
fanta is not enough… 

 
HSA #3  
 
What do the volunteers say?  
 
They complain that they come here for monthly review meetings but 
they are given nothing, they do not receive anything when they work 
and yet they need a lot of things…We need to appreciate that they 
are also human beings. 

 
Unmotivated HSAs 
 
Below is an excerpt from the interview with the District IEC officer. 
 

When VillageReach faced problems with the HSAs, they decided to 
orient them.  Because it appeared that our HSAs who were working 
in the communities were jealous because a volunteer cannot be 
honored with a phone while “I, a captain of health issues in this 
village, do not even have a phone”. So the HSAs were not happy with 
this because the volunteers were advised to consult the HSAs when 
they faced a problem. But the HSAs were not aware of this, so there 
was fire-fire).  They were doing this tit for tat to VillageReach for 
giving phone to volunteers instead of HSAs.  So some of the HSAs 
were arrogant and doing all sorts of negative things. 
 
So they decided to invite the HSAs and brief them. So when they 
were invited for orientation and asked to assist in the project, is 
when they said, “Why did you give the volunteers phones at our 
expense?”…“so, are you going to give us the phones?” 
  
So VillageReach responded “no, we cannot afford to buy more 
phones, you are already blessed you receive salaries and you can buy 
your own phone”. 
 
And there were conflicts with the volunteers over the phone.  The 
volunteers were making people think that the HSAs had no value 
because they didn’t have a phone.  They said “had it been that they 
recognize the HSA would they have given me the phone?” 
 
“I am the one who has been given the phone, and therefore I am the 
one to assist you in health related issues. Yes, “I am the one who 
knows these things better; bring all your problems to me”…“that guy 
[the HSA] cannot help you, even if I give him the phone to call CCPF, 
he does not even know the number to dial” So villagers thought the 
volunteer was telling them the truth, he was the one who had much 
knowledge. 
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Unmotivated Chiefs 
 
District IEC Officer  

 
So I am saying that the CCPF is helpful…And the major weakness 
which I saw was publicity. I told them that despite that we are going 
out there to meet the communities, I know village heads.  When you 
invite village heads to attend a meeting and he comes, you think your 
mission [of informing him of the project so that he can inform 
others] has been accomplished.  But it is not. They just sit there. 
 
Why? 
 
Unfortunately we invited the Group Village Headmen [a higher level 
than a village headman] then he should invite his village heads.  But 
if the messages are conveyed in that manner, some headmen do not 
take it seriously…They say “this one [the GVH] ate chicken wherever 
they met and he has just told me about the project, I wasn’t there. It 
would have been better if I was told this by the CCPF, the owners of 
the project, because when they invite you, they give you 
something”…So what was happening was that when we invited the 
GVHs everything ended there…And you will never hear that the 
headmen conducted a meeting saying “we received certain visitors 
and they told us such-such”…It does not happen. 

 

7.4 Summary 
 
Both community members and stakeholders said that CCPF had an impact. None of 
the respondents was in a position to have a comprehensive view of changes in 
MNCH: rather, they spoke from their particular perspective.  Young women talking 
in informal social networks primarily spoke of its benefits for mothers, the 
community volunteers concluded that CCPF had impact based on their observations 
of their neighbors and their conversations with them, the Safe Motherhood 
Coordinator said that facility deliveries had increased, the HSAs said attendance at 
the under-five clinics that they run had increased.  Some of the key informants said 
CCPF had reduced the burdens on the facility staff, others said it had increased 
them. Chiefs and facility staff generally did not know much about CCPF, but 
nonetheless said that women and children had benefitted from it.   
 
Most stakeholders identified the poor quality of the phones as a significant problem 
in the implementation of CCPF.  For the community volunteers, the problem was 
particularly acute, since it was their job to connect their neighbors to the hotline.   
The second significant problem was that of incentives.  Respondents associated a 
project with an opportunity to get money from training allowances and/or meetings.  
While VillageReach provide allowances, they were not of the magnitude that was 
expected.  Thus, respondents said that this decreased either their motivation to 
support the project, or the motivation of others.   
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CHAPTER 8 Discussion and Conclusions  

8.1 Discussion of Quantitative Findings 
 
The quantitative component of this evaluation focused on a set of pre-selected 
indicators of MNCH knowledge, MNCH home-based and facility-based practices, and 
satisfaction with MNCH facility-based services. One set of analyses considered the 
outcomes of CCPF among the entire sample, both users and non-users of CCPF; a 
second set of analyses considered the outcomes of CCPF among only those who 
used it. 
 

8.1.A Entire sample (Users and Non-users)  

When both users and non-users were analyzed together, there were no statistically 
significant changes in knowledge, home-based practices for maternal health, facility-
based practices for maternal health, or satisfaction with facility-based MNCH services 
for women in intervention communities compared to control communities. Since less 
than one fifth of the entire sample used CCPF, it is not surprising that we do not see 
statistically significant change in these indicators across the entire sample.  The lower 
the uptake of the service, the bigger the difference between the average impact on 
the entire sample and the average impact on those who used the CCPF must be to 
result in a statistically significant change, since the former must be entirely driven 
by the latter.   
 
There are two other reasons for these indicators not to change across the entire 
sample.  First, knowledge indicators were high at baseline, making an increase in 
these indicators across the entire sample improbable.  Second, the ICT for MNCH 
project did not directly affect the provision of facility-based MNCH services and so 
was unlikely to change the level of satisfaction with these services. 
 
We observe negative average treatment effects for home-based practices for child 
health and satisfaction with facility services for child health. However, these 
negative treatment effects appear to be driven by greater improvements in control 
communities than intervention communities rather than declines in outcomes in 
intervention communities.  The confounding effects of other programs in the control 
communities are likely responsible for these negative average treatment effects as 
discussed in Chapter 5.  
 
There was an apparent decrease in the use of facility-based practices for under-five 
children in Balaka District among the whole sample and specifically among the 
users of CCPF.  Unlike the decrease in home-based practices, the decline in the use 
of facility-based practices for under-five children occurred between baseline and 
endline was an absolute decline rather than a decline relative to the control 
communities.  One possible explanation is that the hotline workers providing 
information and advice for the care of sick children rather than referring the 
caretaker to a health center may have reduced facility-based practices in this 
group.  This finding may indicate that CCPF reduced unnecessary health center 
visits—i.e. in the view of the hotline workers a trip to the health center was not 
warranted.  As the evaluation did not collect health center attendance data over the 
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implementation of the project, this finding is based on self-reporting of caretakers 
and warrants further investigation.    
 

8.1.B Only Users of CCPF 

The users of CCPF were similar to non-users on many characteristics included in the 
analysis, but dissimilar in others.  The characteristics that were the most 
consistently statistically significant predictors of CCPF use are:  education, 
household ownership of a cell phone, distance between the village and the district 
hospital and the presence of other MNCH projects in the area.   There was also a 
statistically significant negative association: those living further from the health 
center were less likely to use CCPF.  Other characteristics in the analysis but not 
consistently statistically significant were age, marital status, ethnicity, number of 
live births, number of children in the household, household wealth and nurses per 
1000 population. 
 
When only users of CCPF are included in the analyses, there was again no overall 
improvement of MNCH knowledge, perhaps because for many of the indicators 
knowledge was already high at baseline.   We do, however, observe improvement 
in the following individual indicators of knowledge (knowing that four ANC visits are 
recommended, that women should drink more water while pregnant, that women 
should lift less while pregnant, that pregnant women should not take traditional 
medicines, what to bring to health center for a birth, and that a baby born at home 
should be taken to a health center immediately); however these improvements 
were offset by reductions in other knowledge indicators.  
   
For the three other categories of indicators, there was an aggregate positive 
impact; this was due to substantial improvements in one or two indicators in each 
category.   
 

Maternal facility-based practices:  The aggregate impact was driven by an 
increase in one indicator, the proportion of women beginning ANC during the 
first trimester. There was also a marginally statistically significant increase in 
PNC check-ups within two days of birth.   
 
Maternal home-based practices:  The aggregate impact was driven by an 
increase in two indicators, the use of bed nets during pregnancy and in 
breastfeeding within one hour of birth.  
 
Child home-based practices: The aggregate impact was driven by an increase 
in one indicator, children’s use of bed nets.   
 

That the ICT for MNCH project was able to demonstrate these outcomes within the 
first two years of a pilot implementation bodes well for the future successes of the 
project in these areas, as these changes align with the MNCH goals of the Ministry 
of Health and demonstrate the ability of the project to promote appropriate care-
seeking behavior. 
 
As stated previously, for child facility-based practices there was a decrease in 
indicators, which was driven by a reduction in health center visits for under-five 
children.  This reduction in health center visits for children associated with the use of 
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CCPF should thus be investigated carefully in any attempt to scale up the provision of 
CCPF services. 
 
Overall, for the CCPF users, it appears that CCPF may be changing the way clients 
interact with the health system in Balaka District.  On one hand we see more women 
beginning ANC visits in their first trimester and making PNC check-ups within two days 
of birth, as advised in MOH protocols.  These increases in the use of facility-based 
services increase the demand for health center services.  On the other hand, we also 
observe higher usage of bed nets for both pregnant women and children under five.  It 
is possible that this is the consequence of a greater availability of bed nets at the health 
centers as well as of CCPF.  In any case, this home-based practice is highly effective in 
preventing malaria and in turn would reduce the demand for malaria treatment at the 
health centers.    
 
In addition to this potential reduction in the demand for health center services 
associated with CCPF, we also observe in the VillageReach monitoring data that the 
majority of the calls to the CCPF hotline did not result in a referral to a health center.  
The majority (69%) of calls were resolved with information and/or advice from the 
hotline worker, and a further ten percent resulted in a referral to a village clinic.  These 
data may potentially explain the observed decrease in child visits to the health centers.  
Rather than viewing this decrease as an absolute decrease in accessing health services, 
it may be interpreted as another form of task shifting, as some responsibilities at the 
health centers have been shifted from health center staff to hotline workers.  In this 
model, service delivery is being distributed from the overburdened health centers to the 
hotline and village clinics.   
 
Furthermore, when considering the large volume of calls to the hotline that did not 
result in referral, we may postulate that not all callers would have otherwise traveled to 
the health center or even their village clinic to seek assistance.  The benefits of the 
hotline in terms of convenience and respect that the users of CCPF report in the 
qualitative study may have increased information and advice seeking, which users 
might not have otherwise accessed from the traditional providers of health services. 
 
In summary, we hypothesize that CCPF may be leading to an increase in appropriate 
care-seeking behaviors, which in some cases results in more visits to the health centers 
(as in the case of ANC and PNC visits) and in other cases results in fewer visits to the 
health centers (as in the case of childhood management of illnesses via the hotline or 
within the village clinic) or additional consultations for information and advice (as in the 
case of CCPF users who would have not sought information or advice if the CCPF 
service were not available).  It is crucial to note once again that the evaluation did not 
collect health center attendance data.  Rather, our hypothesis is based on the self-
reported behavior of women and caretakers and the VillageReach monitoring data.  
Evidence to support or reject this hypothesis requires further data on service delivery at 
the health centers and village clinics.   
 
In the following section we compare the results from the quantitative component of 
the evaluation and the VillageReach monitoring data with the findings from the 
qualitative components of the evaluation. 

8.2 Discussion of Qualitative Findings 
 
The qualitative study aimed to gain the perceptions of the various stakeholders: 
users and non-users of CCPF, community volunteers, hotline workers, health 
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surveillance assistants, village headmen, health center staff and district health 
officials.   Almost all perceived that CCPF had improved maternal, newborn and 
child health. There were differences, however, in whether respondents believed that 
CCPF had led to more use of the facilities or to less use, and in what respondents 
viewed as the benefits of the project.  This is not surprising, since the respondents 
were selected from a broad spectrum of stakeholders.  The District officials would 
have had access to the quarterly reports produced for the Ministry of Health, but 
none that we interviewed referred to these. The community and facility-level 
stakeholders were not in a position to assess accurately changes over the course of 
two years, during which attendance can vary from week to week and month to 
month. Nevertheless, these local perceptions of the project are important for 
understanding how the project was received and how it could be adapted to foster 
greater participation and uptake of vital services in the future. 
 

8.2.A Perceived Benefits of CCPF 

When questioned about the benefits of CCPF to caregivers and young children, 
respondents praised the project for improving maternal, newborn and child health.  
In the local context, where communities believe that projects will bring additional 
resources to their impoverished communities, this type of response can be 
expected.  This not to say, however, that the users of CCPF did not perceive specific 
and valuable benefits from the project. When asked about the hotline, they 
spontaneously compared it favorably to the health facilities: from their perspective, 
CCPF provided convenience and the hotline workers treated them more respectfully 
than the health center staff.  Some also said that following a call to the hotline they 
received better medical treatment at the health centers.   
 
Thus, the qualitative findings are consistent with the quantitative results: users 
perceived that they had benefited from the hotline and the analysis of the survey 
data show that they and/or their children did benefit.  This is also the case with 
respect to knowledge of MNCH practices.  Users of CCPF who received tips and 
reminders appreciated them, but they had less to say about them than they did 
about the hotline.   
 

8.2.B Perceived Challenges to CCPF 

The qualitative study included a set of questions developed in collaboration with 
Concern Innovations and VillageReach on the challenges they perceived in the 
implementation of the project. The stakeholder perspectives on the process of 
implementing CCPF are valuable not only for documenting the challenges but also 
for deriving lessons from them that could improve future interventions.  
 
The specific form of the challenge varied across stakeholders.  The three 
overarching challenges, however, were the damaged phones, the lack of motivation 
to participate in the project without incentives that met expectations, and a failure 
of the project to adhere to local protocols of status.  These issues were not on the 
qualitative interview guides, but emerged spontaneously. Some respondents saw 
these issues as inhibiting their own participation; others saw them as inhibiting the 
participation of others, particularly the community volunteers and the HSAs.    
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Some members of all categories of stakeholders mentioned the problem of the 
damaged phones, but for the community volunteers, the damaged phones were 
particularly discouraging, since without a functional phone they could not help their 
neighbors access the hotline: a CV said  “People were disappointed in their hearts 
and they were asking themselves as to how they would be working without the 
phone.”  At their monthly meetings with VillageReach staff, the CVs asked the 
VillageReach staff to replace or repair the phones. CVs reported being told that 
replacing the phones would be too expensive and that they should give their 
phones to the staff for repair. In Chapter 3 we elaborated on the ultimate decision 
of VillageReach not to replace broken phones.  From the qualitative data it appears 
that this decision was not communicated clearly enough to the CVs, and the decline 
in hotline calls over the two-year period shows that it did affect their ability to 
assist clients in accessing the CCPF services. 
   
In addition to the electronic monitoring data collected by VillageReach, the project 
also collected low-tech data—monthly handwritten reports from the CVs that noted 
what demand generation activities the CV had conducted.  At the meetings, CVs 
also reported if they had a damaged phone.  The reports did not, however, include 
data on the cumulative monthly total of damaged phones, on how many were 
collected for repair, nor how many were returned to the CVs, and when.  The 
impression from the interviews with the CVs is that none of the phones were 
repaired and returned, but this may have been exaggerated to emphasize their 
disappointment. Since, however, at the end of the project VillageReach found that 
60% of the phones were non-functional, most of the damaged phones were not 
effectively repaired and returned.  The lack of low-tech monitoring data on the 
repair and return of phones constrains our ability to understand fully how broken 
phones affected access to CCPF services, as well as the motivation of the CVs, over 
the course of the project implementation. 
 
The issue of incentives as insufficient to motivate participation emerged 
spontaneously in almost all the stakeholder interviews.  The assumption that 
speakers made was that insufficient incentives led to a lack of motivation, in turn 
which constrained the uptake of services. This is supported by the qualitative 
analysis in Chapter 7, and by the electronic monitoring data of VillageReach in 
Chapter 5.  The issue of incentives was not confined to incentives for the CVs, but 
was more general.  In response to a question “What were your expectations when 
you first heard of CCPF?,” many stakeholders said they expected that they would 
benefit from training allowances. Although the CVs, the hotline workers, the HSAs 
and a few of the Village Headmen did participate in a training, for all except the 
hotline workers the trainings either were not conducted or were shorter than they 
expected, and thus their material gain from the project was less than they 
expected.  With respect to their own expectations, the CVs complained least, and 
when they did, they assured the interviewer that this would not affect their 
participation.  The HSAs were the most vociferous, and made it clear that they had 
not helped the CVs, as VillageReach had asked them to do, because they had had 
no training (and, implicitly, no training allowances). HSAs, chiefs and district 
officials spoke on behalf of the CVs, saying that they needed better incentives if the 
project was to be successful.   
  
A third challenge was for VillageReach was gaining the support of the HSAs and the 
chiefs.  Both are important members of the community, the HSAs because they 
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deliver health services, such as conducting outreach clinics and providing voluntary 
counseling and testing for HIV, and are relatively well educated, often having 
received a junior certificate and attended a 10-week basic training (Nsona et al 
2012), and the chiefs because they are the “owners of the village.”  Members of 
both categories of stakeholders said that they had been “sidelined” by VillageReach.  
Our interpretation is that the issue was not only insufficient material incentives but 
also the violation of local protocols of status: the CVs had been trained first and had 
been given phones, whereas the HSAs’ and chiefs’ roles in the community are more 
significant. Thus, the HSAs and chiefs said they should have been trained first, as a 
matter of respect.   
 
We postulate that if the implementers of CCPF services could adequately address 
these challenges moving forward, there is reason to believe that uptake of the 
services could be improved.  Thus the positive affects documented by the 
quantitative component of the evaluation could be extended to additional users 
increasing the overall impact of the project.   
 

8.3 Conclusions  
 
The Information and Communications Technology for Maternal, Newborn and Child 
Health pilot project demonstrated the potential to improve maternal, newborn and 
child health.  The evaluation process has produced the following conclusions for the 
programmatic and policy implications, lessons learned and post-pilot implications of 
the pilot project. 
 

8.3.A Programmatic and Policy Implications 

1. Knowledge of recommended maternal, newborn and child health practices 
was high both at baseline and at endline.  Furthermore, the project did 
not demonstrate an aggregate impact in increasing MNCH knowledge for 
CCPF users.  

 
Correspondingly, the policy implication is the re-allocation of resources to 
facilitate change in behavioral practices rather than knowledge, as the project 
did demonstrate the ability to increase the appropriate use of home and 
facility-based MNCH practices. 

 
2. The positive changes in MNCH behavioral indicators for users of CCPF 

indicate the need for improved strategies to ensure greater access to 
mobile-phone based technologies.   

 
Correspondingly, the policy implication is that a variety of strategies for 
expanding access to mobile phone based technologies to improve MNCH 
should be tested and rigorously evaluated to assess which are the more 
effective. The implementation challenges documented in this evaluation, 
including the use of low-quality phones, the reliance on inadequately 
compensated community volunteers, and violations of local protocol of 
status, are all considered as limitations to the accessibility of the CCPF 
services.  Specifically addressing these challenges could increase access to 
the CCPF services and augment the positive behavioural change observed by 
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this evaluation. Alternatively, implementation of mobile phone based 
technologies should only be implemented in areas where a critical mass of 
women have access to a personal phone or that implementation be delayed 
in areas lacking access until a critical mass of women have access to 
personal phones.  
 
3. A major objective of Malawi’s Ministry of Health is to reduce the burdens 

on health staff by increasing the number of trained staff (Ministry of 
Health 2011).  The CCPF pilot suggests that the hotline offers an 
additional approach.  VillageReach monitoring data show that the hotline 
workers were able to resolve the majority of calls by providing 
information and advice to callers without referring them to a health 
facility.  If it is assumed that the majority of those who received advice 
only did not then go to the health center for the same issue, the reduction 
in the burden of health staff and resources as consequence of CCPF would 
be substantial.  It is the case that not all callers would have necessarily 
gone to a health center with their issue had CCPF not been available to 
them.  Nevertheless, it is reasonable to postulate that a considerable 
number of callers were diverted from unnecessary trips to the health 
centers for health information and advice on relatively minor issues.   

  
Correspondingly, the policy implication is that the Balaka DHMT should 
continue the CCPF service as a means of reducing the burden on health staff 
by providing alternative sources for health information and advice. 

 
4. The evaluation observed that the utilization rates of certain facility-based 

practices have been changed by this project.  Increases in ANC visits in 
the first trimester and PNC visits two days after birth have been reported 
by CCPF users.  A decrease in child facility-based practices was also 
observed and may be a result of information and advice provided by 
hotline workers.  Improvements in home-based practices including 
maternal and child use of bed nets also have the potential to decrease the 
demand for curative services, particularly for malaria, at health centers.  
Collectively, these observations indicate that the project is promoting 
appropriate care-seeking behavior. 

 
Correspondingly, the CCPF services should continue to be implemented in 
order to promote the optimal use of home and facility-based MNCH practices.  
Future implementation of the project should also be accompanied by further 
monitoring of the number of CCPF users visiting health facilities, especially 
for child visits, to ensure that CCPF users are accessing appropriate care. 
 
5. Interventions should be designed to permit rigorous evaluation as a basis 

for further programs and policies.  Had this evaluation not had both 
control and intervention sites, a baseline and an endline, and used 
sophisticated quantitative analytic techniques, results would have been 
misleading.  Results for users only could have been interpreted as 
applying to the entire sample; conversely, results for the entire sample 
only would have masked the positive effects of CCPF for the users.  
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Correspondingly, the evidence base for the policies of NGOs and the 
Government of Malawi should consist of the results of rigorous evaluations.  
 
6. When designing projects to address care-seeking behavior, there are 

likely to be challenges in the implementation of projects, which are 
unforeseen even by those well acquainted with the target community and 
existing literature on similar projects.   
 

Correspondingly, formative research should address not only the need for an 
intervention but should also include the collection of information that would 
permit implementers to anticipate challenges in implementation.  

 
8.3.B Lessons Learned 

In projects with an innovative technology component, implementers should bear in 
mind that:  
 

• The limits of innovative technology should be recognized.  Gaining the 
support of multiple actors in the communities can be as important as 
ensuring that the innovative technology works.  
 

• Low–tech monitoring data, such as the reports made by community 
volunteers, should be collected as rigorously and analysed as systematically 
as high-tech monitoring data.  

 
In projects that depend on community members for implementation and support: 
  

• Volunteers are not sustainable: community members should not be expected 
to do the tasks assigned them without being compensated materially. 
 

• Project implementers should make regular visits to the community in order to 
identify problems and respond to challenges at an early stage. 

 
In projects in unfamiliar settings, formative research should go beyond assessing 
the need for the intervention and current conditions but also potential barriers to 
effective implementation. These barriers may include: 
 

• Local protocols of status. 
  

• A low priority given to the aims of the project by government officials, and 
targeted beneficiaries  (e.g. health sector staff, pregnant women). 
 
 

For projects that are expected to be evaluated, the evaluation data should include: 
 

• The perspectives of a wide range of observers on the process of 
implementation, not just beneficiaries and implementer. 
 

• Information on what other projects are doing in the area, since this may 
affect the indicators the project is attempting to change.  
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8.3.C Post-Pilot Implications   

The primary barrier to sustaining, replicating or scaling-up CCPF is providing a 
means of access to the hotline.  Given the rate of growth in ownership of mobile 
phones in Malawi it is likely that within the next decade a critical mass of women 
will have access to a phone; in the meantime, innovative ways of providing access 
should be considered and evaluated.   
 
Sustainability: CCPF will not be sustainable as is; it will require, at the least, either 
donor or MOH funding for the hotline workers, the purchase of durable phones, 
telecom costs and compensating the community members on whom the project 
depends.   
 
Replicability and Scalability: CCPF is replicable and scalable in principle, if the 
lessons learned are applied to improve the implementation of the program, and if 
the program continues to be monitored and evaluated critically in order to respond 
to future implementation challenges and the changing needs of the communities 
that it serves. 
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APPENDIX A: Survey Questionnaires 

Note: Baseline Questionnaires are in the baseline report. 
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Summary 
 
This document outlines the Pre-Analysis Plan for the quantitative outcome evaluation of the ICT 
for MNCH project (known locally, and referred to here, as CCPF) of Concern Worldwide’s 
Innovations for Maternal, Newborn & Child Health initiative (“Concern Innovations”). This 
outcome evaluation is to be carried out by Invest in Knowledge Initiative (IKI). 
 
A Pre-Analysis Plan (PAP) is a document written prior to data analysis, which outlines planned 
analyses. A typical PAP outlines the hypotheses to be tested, the outcome indicators linked to each 
hypothesis, the specific econometric specifications, any relevant control variables, and anticipated 
heterogeneous treatment effects (sub-group analyses). 
 
PAPs are widely used in the medical sciences and are becoming increasingly common in social 
science experiments, in general, and in outcome (and impact) evaluations, in particular. The goal of 
the PAP is to have all parties agree, prior to analysis, about the expected benefits of an intervention. 
This then “ties the researchers’ hands,” limiting data mining and specification search. PAPs are 
particularly important in evaluation of projects like Innovations, where there are several different 
outcome measures of interest. 
 
IKI recognizes the importance of exploratory data analysis, in addition to rigorous impact 
evaluation. Thus, IKI agrees to conduct additional analyses not outlined in this PAP equal to 
roughly 10% of the total analyses. In addition to the quantitative outcome evaluation outlined in this 
PAP, IKI will also analyze qualitative evidence of the Innovations project’s impact using focus 
group discussions, ethnographies, and key-informant interviews. 
 
 
Overview of the Intervention 
 
CCPF is a set of Information and communications technology (ICT) interventions selected by 
Concern Worldwide and implemented by VillageReach in the catchment areas of four health centers 
in Balaka District, Malawi. The interventions were designed to: 
 

1. Increase the coverage of MNCH services through care-seeking practices by pregnant, lactating, and postpartum 
women and by the caregivers of children under five. 

2. Improve the actual and the perceived quality of MNCH services at local health facilities. 
 
Concern Innovations sought to have this impact through the use of two ICT interventions. First, a 
hotline would allow women in the service area to make emergency calls and to ask questions about 
MNCH services. Second, a system to book appointments was developed to reduce waiting time and 
improve health facility readiness. After the original research design had been accepted, two 
additional interventions were added: text message reminders about MNCH services and best-
practices and new training for Health Surveillance Assistants (HSA), who are local community health 
workers. 
 
Invest in Knowledge Initiative (IKI) was contracted by Concern Worldwide to carry out an outcome 
evaluation of the Innovations project. Towards that end, IKI collected baseline data on outcomes of 
interest in four treatment areas of Balaka District, and two control areas in neighboring Ntcheu 
District, between June and August 2011. IKI staff will collect end line data in these same areas 
between April and August 2013. 
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Hypotheses 
 
The Innovations for Maternal, Newborn, and Child Health project aims to improve the coverage 
and quality of MNCH services in Balaka District.  
 
In terms of coverage, Innovations was designed to increase care-seeking practices by pregnant, 
lactating, and postpartum women and by care-givers of children under the age of five. To influence 
coverage, Innovations may improve knowledge of appropriate practices, care-seeking behavior, or 
both. 
 
In terms of quality, Innovations was designed to improve the quality of MNCH services. Because 
perceived improvement in quality may be slower than actual improvement in quality, we evaluate the 
impact of Innovations on both perceived and actual quality of services. 
 
The most basic hypothesis is that exposure to the interventions should be more common (or occur 
exclusively) in treatment communities. Thus, we expect that: 
 

H1: Innovations will increase exposure to its interventions (hotline, “Tips and Reminders,” and 
the booking system). 

  
For the evaluation of the impact of Innovations’ interventions, the following set of 7 hypotheses will 
be evaluated. 
 

H2: Innovations will increase knowledge of home-based and facility-based practices for 
maternal and child health. 

 
H3: Innovations will increase the behavioral use of home-based and facility-based practices for 
maternal health. 

 
H4: Innovations will increase the behavioral use of home-based and facility-based services for 
children’s health. 

 
H5: Innovations will decrease the perceived waiting time of clients at health facilities. 
 
H6: Innovations will increase client satisfaction with facility services. 
 
H7: Innovations will decrease the actual waiting time of clients at health facilities. 
 
H8: Innovations will reduce medicine and supply stock-outs for ANC, PNC, and child 
immunizations. 

 
 
Research Design 
 
The rigorous evaluation of a program’s impact requires a counterfactual analysis. In other words, we 
seek to estimate the change in maternal, newborn, and child health outcomes that can be attributed 
to the Innovations interventions. To do this, IKI proposed a quasi-experimental, multi-arm, 
pretest/post-test, clustered research design.  
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Multiple Treatment Groups 
 
The multi-arm research design called for two treatment groups and one control group. Four health 
centers in Balaka District were randomly assigned to the two treatment groups, and two health 
centers in neighboring Ntcheu were selected to serve as controls. In the first treatment group (Arm 
1), health centers were to operate a hotline only. In the second treatment group (Arm 2), health 
centers were to operate a hotline and implement a booking system for appointments.  
 
This research design would allow us to estimate the impact of the hotline alone, as well as the 
hotline plus the booking system. Assuming that the hotline has a constant effect with or without the 
booking system, this design also allows us to estimate the independent impact of the booking 
system. Further, by combining the two treatment groups, we can also estimate the overall impact of 
the interventions.  
 
This research design was partially compromised by the addition of three new interventions. The first 
additional intervention was a “Tips and Reminders” service, which sends text messages to women in 
the health center’s catchment area reminding them of important health services and best-practices in 
maternal and child health. The “Tips and Reminders” intervention was implemented in both Arm 1 
and Arm 2. The addition of the “Tips and Reminders” in both treatment groups means that any 
impact of the hotline cannot be disentangled from the impact of the “Tips and Reminders,” since 
these two interventions always appear together. 
 
The second additional intervention was the addition of Family Planning messages as part of the 
“Tips and Reminders” service, which was implemented in both treatment arms. Because this service 
was added after the collection of baseline data, we have no pre-treatment data on family planning 
outcomes. As a result, IKI cannot evaluate the efficacy of the Family Planning component of the 
“Tips and Reminders” intervention. 
 
The third new intervention was a new training program for community health workers (called 
HSAs). This training had been implemented in Arm 1 prior to baseline data collection, and was then 
extended to both Arm 2 and the control regions after baseline. Since there is reason to believe that 
the new HSA training and the old HSA training are roughly equivalent (e.g., both trainings used the 
same manual), we will treat the HSA training as constant across treatment and control areas in our 
estimation of the impact of Innovations interventions. 
 
Table 1: Intervention Changes 
 
 Original Design With Additional Interventions 
Arm 1 Hotline Hotline + Tips + Fam Planning + old HSA training 
Arm 2 Hotline + Booking Hotline + Tips + Fam Planning + new HSA training + 

Booking  
Control (Intervention free) New HSA training 
 
 
Finally, there were challenges in implementing the booking system. As a result, the intervention was 
changed from an electronic booking system to a paper-based booking system. Given these 
difficulties with implementation, we will focus primarily on the comparison between treatment 
health centers (in both Arm 1 and Arm 2) and control health centers. However, additional 
analyses will be carried out to test for differential effects in the two treatment arms. 
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Pretest/Post-test: Difference in Differences 
 
When treatment is randomly assigned across a large number of units, any post-treatment differences 
between treatment and control groups can be attributed to the causal effect of the treatment. 
However, when there are very few units across which randomization assigns treatment, as in the 
Innovations project, collecting data in both the treatment and the control groups before and after 
treatment allows us to make causal claims that are contingent on a set of assumptions.  
 
Baseline data show that the control and treatment areas were significantly different from each other 
on a number of indicators prior to the Innovations interventions (IKI, 2011). However, assuming that 
these differences would have remained constant in the absence of the treatment, we can still estimate the impact of 
the Innovations intervention using a difference-in-differences approach. In other words, we will use 
the time trend in the control group as our counterfactual for what the time trend would have been in 
the treatment group had treatment not occurred. 

A difference-in-differences approach defines the treatment effect as the difference between the treatment and 
control groups after treatment, minus the difference between the treatment and control groups before 
treatment. The (pre-treatment) baseline data allow us to estimate the “normal” difference between treatment 
and control groups. We then subtract this normal difference from the (post-treatment) end line differences 
between treatment and control groups: the remaining difference, if any, between the treatment and control 
groups can then be attributed to the intervention.  
The difference-in-differences approach will be applied in two different ways. The first application will be 
fairly descriptive, in that we will simply calculate the average difference in differences for each hypothesis. 
These calculations will be presented in table format, and will give an idea of the impact of the Innovations 
interventions (see Tables 2 and 3 for examples). The second application will estimate the impact of the 
interventions within a multivariate regression framework. This second approach will allow us to include 
important covariates (other predictors of the outcomes of interest), allowing for a more precise estimate of 
the treatment effect. 
Multivariate Regression Framework 

The primary quantitative evaluation of Innovation interventions’ impact will be a difference-in-
differences multivariate linear regression. In its most basic form, the regression estimated will be: 
 

Yict = β0 + β1 Tc + β2 Pt + β3 (T * P)ct + X′it Γ + εic 
 
where Yict is the outcome measure for woman i in the catchment area of health center c at time t, Tc 
is a dummy variable taking the value 1 for individuals in treatment areas and 0 for individuals in 
control areas, Pt is a dummy variable taking the value 0 for the baseline data and 1 for the end line 
data, Xit is a vector of control variables at the individual level, and ε is the idiosyncratic error, 
clustered by health center (the unit of intervention). The difference-in-difference estimator of 
interest is the OLS estimate of β3, the coefficient on the interaction between Tc and Pt. Note that 
this is a dummy variable that takes the value 1 only for the treatment group in the post-treatment 
period. Thus, for each hypothesis, we will obtain an estimate of the Innovations treatment effect 
using the coefficient on β3. 
 
Regressions will be estimated using individual (woman or child) level data. However, because 
treatment (Innovation interventions) was implemented at the health center level, we will cluster 
standard errors by health center. 
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Mean Effects Indices 
 
For several of the hypotheses outlined above, IKI will collect data on multiple indicators. With such 
a large number of potential outcome variables per hypothesis, we increase the risk of finding 
spurious effects: this is known as the problem of multiple inferences (Anderson, 2008). In order to 
reduce the number of tests we conduct, we will calculate a mean effects index for each hypothesis. A 
mean effects index aggregates multiple indicators of the same outcome into a single index. This 
allows us to capture the average relationship between the Innovations intervention and a group of 
indicators for the same outcome.  
 
Following Kling, Liebman, and Katz (2007), we calculate the mean effects index for each hypothesis 
using the following steps: 

5. Change the sign of indicators, as needed, such that all indicators for a hypothesis are oriented in the same way 
and higher values always indicate better outcomes. 

6. Impute missing values on individual indicators at the treatment assignment group mean. 
7. Standardize all indicators so they are in comparable units (standard deviation units) by subtracting the baseline 

control group mean and dividing by the standard deviation of that indicator in the baseline control group. 
8. Compute the average across the set of standardized indicators. 

 
 
Additional Analyses 
 
In addition to the tables displaying the unconditional treatment effects, and the seven main 
regression tables (one for each hypothesis) showing the estimated treatment effect on outcomes 
with individual level controls, we will run a series of additional analyses in order to help make sense 
of the main results. 
 
Individual Indicators 
 
First, for the hypotheses with multiple indicators, we will provide tables and regression outputs for 
each indicator individually. Doing so will give us a sense of how changes on individual indicators 
affect our overall estimate of the impact of Innovations for each hypothesis. Thus, it may be the 
case that there is no overall treatment effect on, for example, behavioral use of interventions for 
maternal health, but that there is an effect on one or more components of the index. Within the 
regression framework, for dichotomous indicators (those that take values 0 or 1 only), we will 
estimate the impact using a logistic regression: 
 

logit [Pr(Yict=1)] = β0 + β1 Tc + β2 Pt + β3 (T * P)ct + X′it Γ + εic 
 
Treatment Effect on the Treated 
 
Second, we will estimate the impact of the interventions on the individuals who actually used them 
(a treatment-on-the-treated, or TOT, estimate). This is in contrast to the primary analyses, which 
focus on the intention to treat (ITT) effect. The bulk of our analyses focus on the ITT (differences 
in treatment and control groups, regardless of intervention uptake) because this is the estimate that 
is most policy relevant. Given that programs like Innovations are voluntary, policy-makers and 
implementers care about the average impact of an intervention given voluntary compliance. 
However, it may also useful to know how much the interventions impacted the women who actually 
used the services provided. If, for example, we observe no ITT effects but large TOT effects, then 
we may conclude that facilitating greater uptake of services would improve outcomes.  
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The difficulty with estimating the TOT effect is establishing an appropriate counterfactual group. A 
naïve approach would simply compare outcomes of the women in the treatment areas who report 
having used the Innovations hotline, received tips and reminders, or booked an appointment, to the 
outcomes of all of the women in the control areas. However, this will produce a biased estimate of 
the treatment effect, because unobserved characteristics of individual women (e.g., health concerns) 
may be related to both the willingness to make use of offered services and care-seeking practices. In 
other words, this naïve estimate would be comparing women in the treatment areas who are willing 
or able to make use of the services offered, to women in the control areas who would be willing to 
use the services if offered and women in the control areas who would not be able or willing to use 
the services even if they were offered. To get around this issue, we will use propensity score 
matching to construct our control group. Among the women in the end line treatment areas, we will 
regress our exposure measure (use of the services) on all individual-level control variables (e.g., age, 
marital status, distance to health center, etc.). We will then use the results of this model to estimate 
the likelihood that each individual would use the Innovations services (propensity score), for all 
women in all four groups (control baseline, control end line, treatment baseline, treatment end line). 
Finally, for each woman who reported using the Innovations services in the end line treatment 
group, we will identify her closest propensity score match in the other three groups. With this 
sample, our basic difference-in-differences regression model will allow us to estimate the impact of 
the Innovations interventions on those who used them. 
 
Heterogeneous Treatment Effects 
 
Third, we will evaluate whether there are heterogeneous treatment effects. Heterogeneous treatment 
effects refer to the potential for different types of individuals to respond differently to treatment. 
For example, we might expect the impact of the Innovations intervention to be larger among 
women and children living closer to the treated health center. Potential heterogeneous treatment 
effects must be specified prior to data analysis: this guards against data mining in order to find a sub-
group for whom treatment effects are statistically significant due to chance (at the conventional 0.05 
statistical significance level, one in twenty tests will be statistically significant due solely to chance). 
The evaluation of heterogeneous treatment effects will require a more extensive model with a triple 
interaction term: 
 
Yict = β0 + β1Tc + β2Pt + β3Ri + β4(T*P)ct + β5(T*R)ic + β6(P*R)it + β7(T*P*R)ict + X′it Γ + εic 
 
where Ri is the moderating variable of interest (e.g., distance to health center), and B7 estimates the 
differential impact of treatment for different values of the moderating variable. Because complex 
interaction models are often difficult to interpret, these results will also be presented graphically. In 
particular, graphs will show the marginal effect of treatment on an outcome (Y-axis) as a function of 
the moderating variable (X-axis). 
 
Impact of Intervention Components 
 
Fourth, we will evaluate whether or not the two arms of the treatment group had different impacts. 
As discussed above, the interpretation of different treatment effects across the two arms is 
complicated by the addition of the “Tips and Reminders” and HSA training interventions. 
Nevertheless, we will test to see whether each component of the intervention (Hotline + “Tips and 
Reminders” and the Booking System + Hotline + “Tips and Reminders”) has an impact for each 
hypothesis. Thus, we break the treatment into its component parts in the following model:  
 
 Yict = β0 + β1Hc + β2Bc + β3Pt + β4(H*P)ct + β5(B*P)ct + X′it Γ + εic 
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where Hc takes a value 1 for individuals in the areas assigned the Hotline and “Tips and Reminders” (all 
treatment areas), and Bc takes a value 1 for individuals in the area assigned to the Booking System, Hotline, 
and “Tips and Reminders” interventions. The impact of the Booking System is estimated by β5, and the 
impact of the Hotline and “Tips and Reminders” is estimated by β4. 
Descriptive Use of Intervention 
In addition to evaluating the impact of the Innovations interventions, we will also describe participants’ use 
of, and satisfaction with, the interventions. First, we will outline the frequency with which women used the 
hotline, tips and reminders, and booking systems in the end line treatment communities. Second, we will 
evaluate whether there are systematic predictors of use (e.g., age, marital status, distance to the health center, 
etc.). Third, we will determine how these services were utilized. Fourth, we will summarize the participants’ 
satisfaction with these services. 

 
Data 
 
During the study design phase, four health centers in Balaka were randomized into each of the arms of the 
project: two for Arm 1 and two for Arm 2. Additionally, two health centers in the neighboring Ntcheu district 
were elected for the control group. Once the health centers were selected, GIS information and maps from 
the health centers were used to map the catchment areas of the health facilities and create a comprehensive 
list of villages in each of the catchment areas. Villages within each catchment area were then randomly 
selected to be included in the study, with the random sampling continuing until the target number of 
respondents was reached. IKI then listed all households in these villages; all women of childbearing age and 
caretakers of under five children from the household were eligible to take part in the study.  
 
Within the villages, three questionnaires are used at both baseline and end line. The household 
questionnaire (HQ), woman’s questionnaire (WQ), and the under-five child questionnaire (UFQ) 
were completed for all households in selected villages. The household questionnaire was used to 
collect demographic data on all the members of the household including that of women of 
childbearing age and children under five. Information on household characteristics like water and 
sanitation, electricity services, stock of appliances, use of cellular devices and household building 
material was obtained. Once all the women of childbearing age and all the children under 5 in the 
household were identified, a second questionnaire collected data on the mother and then a third 
questionnaire collected data on her children under age 5. The baseline surveys were implemented 
between June 10 and July 12, 2011, and resulted in a total sample size of 2,839 women and 3620 
children. These same surveys, with additional questions about use of the interventions, will be used 
to collect end line data between April and May 2013.  
 
The exit interview questionnaire (EIQ) was designed to capture clients’ perceptions of the quality of 
service in the health center, and to measure perceived and actual waiting times. Baseline exit surveys 
were completed for 664 clients (all but one women) between August 17 and September 12, 2011. 
Identical exit interviews, with additional questions about use of the interventions, will be carried out 
for end line between May and June 2013. 
 
Outcome Indicators 
 
This section outlines the specific indicators, and the survey question from which they are drawn, 
that will be included in the test of each hypothesis. 
 

H1: Innovations will increase exposure to its interventions (end line data only). 
Level: Woman 
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• Heard about hotline (WQ/EIQ IE1) 
• Heard about Tips and Reminders (WQ/EIQ IE1) 
• Heard about booking system (WQ/EIQ IE1) 
• Ever used hotline (WQ/EIQ IE3) 
• Frequency of hotline use (WQ/EIQ IE4) 
• Registered for Tips and Reminders (WQ/EIQ IE10) 
• Frequency of reading/listening to Tips and Reminders use (WQ/EIQ IE12) 
• Given an appointment through booking system (WQ/EIQ IE15) 
• Number of appointments given (WQ/EIQ IE16) 

 
H2: Innovations will increase knowledge of home-based and facility-based practices for 
maternal and child health. 
Level: Woman 

• Knows that four ANC visits are recommended (WQ-KAC1) 
• Understands that first ANC visit should be in first trimester (WQ-KAC2) 
• Feels that she has enough information about health to make good decisions for family (WQ-KAC 7)  
• Knows that pregnant women should do less heavy lifting (WQ-KAC 10) 
• Thinks herbal and traditional medicine are safe for pregnant women (WQ-KAC 11) 
• Knows what a pregnant woman should take to the hospital for delivery (WQ-KB 3) 
• Knows that a baby should return for a check-up two days after birth in a health facility (WQ-KP 1) 
• Knows that a baby should be taken to a health facility immediately if born at home (WQ-KP 2) 
• Knows that a baby should be exclusively breastfed until 5 months of age (WQ-KBF 1-2) 
• Knows that a child should receive a vaccine within a week of birth (WQ-KV 1) 
• Knows how many times an under-one child needs to be taken for vaccinations (WQ-KV 2) 
• Can list vaccinations that are important for a child (WQ-KV 3) 
• Knows that pregnant women should receive a TT vaccine (WQ-KV 4) 
• Can list symptoms that require a child to be taken to a health facility immediately (UFQ-CA 1) 

*will be missing for women who do not have children/are not caretakers 
 

H3: Innovations will increase the behavioral use of home-based and facility-based practices for 
maternal health. 
Level: Woman 

• Woman uses a bed net during pregnancy (WQ-MN 4)  
• Received the correct dosage of the TT vaccine during last pregnancy (WQ-TT 2-8) 
• Received a Vitamin A dose during last pregnancy (WQ-MN 1) 
• Received the recommended 4 ANC consultations (WQ-MN 7) 
• Started ANC in first trimester (WQ- MN 6) 
• Gave birth under the supervision of a skilled birth attendant (WQ-MN 10) 
• Post-partum woman receiving one PNC check-up within 2 days of birth (WQ-MN 14-15) 

 
H4: Innovations will increase the behavioral use of home-based and facility-based health 
services for children’s health. 
Level: Child, Caregiver Random-Effects 

• Children aged 0-5 months who are exclusively breastfed (UFQ-BF2) 
• Under 5 sleeps under a insecticide-treated net (UFQ-CA 28c) 
• Under 5 children receiving oral rehydration salts to treat diarrhoea (UFQ-CA 2-3) 
• Under 5 child is fully immunized by first birthday (UFQ-Immunization Module) 
• Under 5 child with symptoms of acute respiratory infections (ARI) within previous 2 weeks who sought 

care from health facility (UFQ-CA 6, 11-12) 
• Under 5 child with fever within previous 2 weeks who sought care from health facility (UFQ-CA 19, 22-

23) 
 

H5: Innovations will decrease the perceived waiting time of clients at health facilities. 
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Level: Woman, HC-clustered SEs 
• Perceived waiting time (EIQ-IS 19, IS 34) 

 
H6: Innovations will increase client satisfaction with facility services. 
Level: Woman, HC-clustered SEs 

• Client satisfaction at MNCH clinic (EIQ-IS 20-25, 31-35) 
 

H7: Innovations will decrease the actual waiting time of clients at health facilities. 
Level: Woman, HC-clustered SEs 

• Actual waiting time (Waiting Time Calculation) 
 
H8: Innovations will reduce medicine and supply stock-outs for ANC, PNC, and child 
immunizations. 
Level: Woman, HC-clustered SEs 

• Visit was postponed/cancelled due to lack of supplies/medicines (EIQ-IS 2, 7-8) 
• WCBA told to return later due to lack of medicines (EIQ-IS 7-8, 28-30) 
• WCBA treatment postponed due to lack of other ANC/PNC supplies (EIQ-IS 7-8) 
• Child under 5 not immunized due to lack of vaccine (EIQ-IS 7-8, 17-18) 
• Child not treated due to lack of other child care supplies (EIQ-IS 7-8) 

 
Measuring Exposure 
 
The following (end line only) variables will be used to measure exposure: 

• Heard about hotline (WQ/EIQ IE1) 
• Heard about Tips and Reminders (WQ/EIQ IE1) 
• Heard about booking system (WQ/EIQ IE1) 
• Ever used hotline (WQ/EIQ IE3) 
• Frequency of hotline use (WQ/EIQ IE4) 
• Registered for Tips and Reminders (WQ/EIQ IE10) 
• Frequency of reading/listening to Tips and Reminders use (WQ/EIQ IE12) 
• Given an appointment through booking system (WQ/EIQ IE15) 
• Number of appointments given (WQ/EIQ IE16) 

 
Control Variables 
 
The follow control variables, where available, will be included in all woman-level regressions: 

• Age (HQ-HL 5, EIQ-RE2) 
• Marital Status (WQ-04, EIQ-RE8) 
• Education (HQ-HL 6, EIQ-RE6-7) 
• Ability to read (WQ-WM 1) 
• Ethnic group of HOH (HQ-HC 1C) 
• Religion of household (HQ-HC 1) 
• Wealth of household (roof material, possessions) (HQ-HC 3,5) 
• Cell phone access of household (HQ-HC 6) 
• Behavioural data taken from health passport, rather than self report (WQ) 
• Distance to health center (Household GPS, EIQ-IS3-5) 

 
The follow control variables will be included in all child-level regressions: 

• Age (HQ-HL 5) 
• Gender (HQ-HL 4) 
• Living mother (HQ-HL 10) 
• Living father (HQ-HL 11) 
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• Resides with mother (HQ-HL 12) 
• Resides with father (HQ-HL 13) 
• Relationship of child to caretaker (parent or not) (UFQ-UF 11) 
• Ethnic group of HOH (HQ-HC 1C) 
• Religion of household (HQ-HC 1) 
• Wealth of household (roof material, possessions) (HQ-HC 3,5) 
• Cell phone access of household (HQ-HC 6) 
• Distance to health center (Household GPS) 

 
Heterogeneous Treatment Effects 
 
We will test for the following heterogeneous treatment effects: 

• Distance to health center (Household GPS, EIQ-IS3-5) 
o Expect the treatment effect to be decreasing with distance (larger effects near health centers) 

• Motherhood/child-rearing (HQ-HL 9) 
o Expect treatment effect to be larger among women with children and women who care for children 

(larger effects for mothers/care-takers) 
 
 
 
Sample Tables 
 
 

Table 2: Naive Difference-in-Difference Treatment Effects 
 

 Outcomes Group 
 

End line 
 

Baseline D-in-D 

H2 Knowledge of practices for maternal/child health (I) 
T   

 
C   

H3 Behavioral use of practices for maternal health (I) 
T   

 
C   

H4 Behavioral use of practices for child health (I) 
T   

 
C   

H5 Perceived waiting time at health facility 
T   

 
C   

H6 Client satisfaction with facility services 
T   

 
C   

H7 Actual waiting time at health facility 
T   

 
C   

H8 Medicine and supply stock-outs (I) 
T   

 
C   

(I) indicates that the outcome is an index of multiple indicators. 
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Table 3: Hypothesis H1: Naive Difference-in-Difference Treatment Effects  
 

 Outcomes Group 
 

End line 
 

Baseline D-in-D 

H2 Knowledge of practices for maternal/child health (I) 
T   

 
C   

 % knowing four ANC visits are recommended 
T   

 
C   

 % knowing first ANC should be in first trimester 
T   

 
C   

 % have enough information to make health decisions 
T   

 
C   

 % knowing pregnant women should do less lifting 
T   

 
C   

 % think traditional/herbal medicines are safe for 
pregnant woman 

T   
 

C   

 % knowing that pregnant women should go to the 
hospital for delivery 

T   
 

C   

 % knowing that a baby should return to health facility 
for check-up after two days 

T   
 

C   

 % knowing that a baby born at home should be taken 
to health facility immediately 

T   
 

C   

 % knowing that a baby should be exclusively 
breastfed for 5 months 

T   
 

C   

 % knowing a newborn should receive a vaccine 
within a week of birth 

T   
 

C   

 % knowing how many times an under-one child 
should be taken for vaccination 

T   
 

C   

 % correctly listing the vaccinations that are important 
for a child 

T   
 

C   

 % knowing that pregnant women should receive a TT 
vaccine 

T   
 

C   

 % listing all symptoms that require a child to be taken 
to a health facility immediately 

T    C   
(I) indicates that the outcome is an index of multiple indicators. 
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APPENDIX C: Qualitative Interview Sample 

Table B.1 List of Qualitative Interviews 
ACTIVITY LEVEL TYPE COUNT INDIVIDUALS FOR INTERVIEW/FGD 
VILLAGE REACH KII 1 Zachariah Jezman 
    1 Robert Saiti 
    1 Davie Chimbalanga 
DHMT KII 1 DNO 
  KII 1 IEC Officer 
  KII 1 Safe Motherhood Coordinator 
  KII 1 DEHO 
HOTLINE WORKERS G 1 Hotline Workers, Group Interview 

  
HEALTH FACILITY 
STAFF KII 1 In-Charge 
  KII 1 Nurse/Midwife 
  KII 1 Head HSA 
Kalembo KII 1 HSA1 
  KII 1 HSA2 
  KII 1 In-Charge 
  KII 1 Nurse/Midwife 
Mbera KII 1 Head HSA 
  KII 1 HSA1 
  KII 1 HSA2 
  KII 1 In-Charge 
  KII 1 Nurse/Midwife 
Chiendausiku KII 1 Head HSA 
  KII 1 HSA1 
  KII 1 HSA2 
  KII 1 In-Charge  
  KII 1 Nurse/Midwife  
Phimbi KII 1 Head H.S.A 
  KII 1 HSA1 
  KII 1 HSA2 
COMMUNITY  KII 1 Chief Village 1 
  KII 1 Chief Village 2 
  KII 1 Volunteer Village 1 
Kalembo KII 1 Volunteer Village 2 
  KII 1 Volunteer Village 3 
  KII 1 Volunteer Village 4 
  FGD 1 Users 
  FGD 1 Heard But Never Used 
  FGD 1 Never Heard 
  IDI 1 Most Talkative User 
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ACTIVITY LEVEL TYPE COUNT INDIVIDUALS FOR INTERVIEW/FGD 
  IDI 1 Husband of Most Talkative User 
  IDI 1 Most Talkative Heard but Never Used 
  IDI 1 Husband of Most Talkative Heard Never Used 
  KII 1 Chief Village 1 
  KII 1 Chief Village 2 
  KII 1 Volunteer Village 1 
Mbera KII 1 Volunteer Village 2 
  KII 1 Volunteer Village 3 
  KII 1 Volunteer Village 4 
  FGD 1 Users 
  FGD 1 Heard But Never Used 
  FGD 1 Never Heard 
  IDI 1 Most Talkative User 
  IDI 1 Husband of Most Talkative User 
  IDI 1 Most Talkative Heard but Never Used 
  IDI 1 Husband of Most Talkative Heard Never Used 
  KII 1 Chief Village 1 
  KII 1 Chief Village 2 
  KII 1 Volunteer Village 1 
Chiendausiku KII 1 Volunteer Village 2 
  KII 1 Volunteer Village 3 
  KII 1 Volunteer Village 4 
  FGD 1 Users 
  FGD 1 Heard But Never Used 
  FGD 1 Never Heard 
  IDI 1 Most Talkative User 
  IDI 1 Husband of Most Talkative User 
  IDI 1 Most Talkative Heard but Never Used 
  IDI 1 Husband of Most Talkative Heard Never Used 
  KII 1 Chief Village 1 
  KII 1 Chief Village 2 
  KII 1 Volunteer Village 1 
Phimbi KII 1 Volunteer Village 2 
  KII 1 Volunteer Village 3 
  KII 1 Volunteer Village 4 
  FGD 1 Users 
  FGD 1 Heard But Never Used 
  FGD 1 Never Heard 
  IDI 1 Most Talkative User 
  IDI 1 Husband of Most Talkative User 
  IDI 1 Most Talkative Heard but Never Used 
  IDI 1 Husband of Most Talkative Heard Never Used 

TOTAL  80  



186 

APPENDIX D: Qualitative Interview Guides 

ICT for MNCH QUALITATIVE TOOLS 
Version: 8 April 2013 

1.  KII DHMT MEMBERS—DNO [Zomba], IEC, Save Motherhood, DHO  
 
INTRODUCTION 
[What is your position?] 
For how long have you been in this position?  
For how long have you worked in this district?  
 
KNOWLEDGE 
VillageReach has implemented CCPF and Tips and Reminders in Health Centers of 
Balaka District to improve Maternal Health, Newborn and Child Health.  Were you 
on the Balaka DHMT when the VillageReach CCPF and Tips and Reminders were 
launched/started? When did you first hear about the VR project?   
 
INVOLVEMENT 
  
Respondent    
What was your specific role in the implementation of the project? 
 
How were you involved at the   

• Design stage of the hotline, T&Rs, booking system?  
• Planning stage?  
• Implementation stage?  
• (On any of these, what was the DHMT supposed to do regarding the 

implementation of the CCPF project? (Only give permission?)   
 

Were there times when you would have liked to have been more involved?  
Why? 
Were some members of the DHMT more involved than others?  (If yes, who and 
why?).   Who determined the involvement? (Was it Village reach or DHMT?) 
 
How can you describe the involvement of other DHMT members as compared to 
you?   
 
How did your involvement conflict with your ability to carry out your other tasks?  
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What could have been done by VillageReach that could have helped you 
contribute to their efforts to improve maternal and child health?  Why do you 
think this would have helped? 
 
Did you and do you still communicate with VillageReach about the interventions 
that they are implementing in these health centers? (If you do) How do you 
communicate–do you have scheduled meetings, just sharing reports, over 
phones? How often do you communicate? What do you talk about?  
 

Interviewer Note: (Get as much detail as possible; Probe to see if they know 
how the booking system is working—if they don’t know that it failed, that 
would suggest they have not been very involved; their involvement in the 
decision to stop the booking system)  Who initiates the meetings or calls? 
How do these meetings help? Has anything changed in the implementation 
plan following these meetings? What changes have been made? 

 
Have you talked about any of the interventions informally with colleagues outside 
of the DHMT meetings, (if so, about what? If not) 
 

Interviewer Note: Try to get at why not? 
 
How closely are the aims of the VillageReach interventions aligned with the 
District Implementation Plan?  
 
Did the DHMT have suggestions for improving the project?  Were these conveyed 
to VillageReach? How were they conveyed to Village Reach?  Why do you think 
this was important? 
 
ASSESSMENT OF INTERVENTION 
We are interested in whether other staff at the hospital and staff at the health 
centers are saying about the program.  Have you heard any talk related to the 
CCPF? From whom do you hear this?  
Hotline 
What have you heard from health center staffs talk about hotline? 
From whom did you hear these? How did it start? 
What was the occasion (was it a VR specific activity)  
What are the common things that people talk about on each of the CCPF 
components, positives and negatives? 
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Interviewer Note: Repeat the questions and probes above for T&R and 
Booking System 

 
What changes have you observed in the target health centers? What has changed 
in the health centers resulting in the observed changes? Are these changes the 
same across the entire target Health Centers? How do you know?  Would you 
attribute the changes you are seeing to the project only? What other factors 
could be contributing to this change?  (Ask specifically how hotline helped, how 
booking system helped, how tips and reminders helped). 
 

Interviewer: Probe for Hotline T&R and Booking System  
 
Which of the interventions—hotline or T&R—do you think has it been helpful 
to the district [i.e. fulfilling DHMT priorities?]  What could make it more 
helpful/useful to the district?  
 
In your own opinion, what do you think are the successes of the VR CCPF, 
failures and challenges? What would you recommend be done to improve the 
project in future? 
 
As a member of the DHMT, if there was a donation to improve maternal, 
newborn and child health where/how specifically do you think it should be 
used? -What interventions would you initiate?  
 

Interviewer: Probe if they have suggestions, Why do you think this is 
important? Between this new intervention and the Hotline, Tips & 
Reminders and the Booking System how would you rank them from 
most beneficial to least beneficial? (Why?) 

2.  KII HOTLINE WORKERS 
 
Introduction 
We’ve come to talk with you today because you know more than anyone else 
how people actually use the hotline. So we’d like to learn from you.  
Involvement & Process 
 
How long have you been working with the Hotline? 
 
How much training did you receive to become a hotline worker? How has 
your training equipped for this job? Do you see yourself to be well equipped to 
attend to any questions that community members have? If not, why? 
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How often has there been a question from a caller about which you sought 
advice from a nurse? Is this the supervising nurse employed specifically for 
CCPF or the consulting nurse that work for the hospital? Was it sometimes 
difficult to reach the CCPF nurse or the consulting nurse?    
 
Before the fulltime Nurse supervisor 
How can you describe the supervision that you were receiving/receive 
(routine supervision and/or problem management)?  Who did you receive 
supervision from? What were the challenges that you were facing at this time? 
How did deal with these challenges? How did VR know about these challenges 
and how did they do to improve?   
 

Interviewer probe: Was the supervision enough, when was the 
supervision done, was it always routine or emergency for crisis 
management? 

 
With the Nurse Supervisor 
How can you describe the supervision that you are receiving/receive (routine 
supervision and/or problem management)?  Who else do you receive 
supervision from? What are the challenges that you are facing at the Hotline? 
How do you deal with these challenges? How does VR know about these 
challenges and what do they do to improve? 
 

Interviewer probe: Is the supervision enough, when is the supervision 
done, is it always routine or emergency for crisis management? How do 
they compare the time that they didn’t have the fulltime Nurse 
supervisor and now. What gaps still exist? How can these gaps be 
addressed? 

 
What changes would you propose that would help you to respond better to 
callers?  
 
Can you explain how you handle follow up after referrals and repeat callers?  
 
Assessment of Hotline 
 
Satisfaction:  
 
 Are callers satisfied with the help you give them?   
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Interviewer Note: Ask for 3-4 examples/stories about calls that were 
successful and then the same for calls that weren’t successful. Possible 
probes are whether woman understood you well or not, or liked the advice 
you gave or didn’t.   

 
 
Do men ever call? [If yes, how different are questions to those that women 
ask?]   
 
Problems:  

 
What problems do you face in trying to help the community with the 
Hotline service?   
 
What could be done to improve these problems that you face?  

 
Do you think there are ways that the Hotline service could be improved?  

3.  KII HEALTH FACILITY STAFF 
 
INTRODUCTION 
What is your position/title? [You may not need to ask this]  
For how long have you been in this position?  
For how long have you worked in this district?  
 
[Acknowledge at length that you know what a difficult job they have].   
 
KNOWLEDGE 
VillageReach has implemented CCPF AND T&R in Health Centers of Balaka District 
to improve Maternal, Newborn and Child Health.  Were you working in this health 
center when the VillageReach CCPF AND T&R were launched/started? 
 
Think back to the time you first heard about the project.  Were you told about the 
hotline, the booking system and the T&R’s?  
 

Did you think these would make your job easier or harder?  (Ask separately 
for each)  

 
Did you think these would really help improve the health of women and 
children: (If yes, why—and get them to be as specific as possible, e.g. would 
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this lead to more women attending the four ANC visits? More women 
providing proper nutrition for their children?)   

 
At the time, which of the interventions did you think the women would appreciate 
most? Least?  And what do you think now?  
 
INVOLVEMENT 
  
Were you at all involved with either the hotline or the T&R’s? (If yes, how)  
 
Interviewer note: For Kalembo and Mbera Health Centers only:  What about the 
booking system?   
  
How were you involved?  What did Village Reach ask you to do, and were you 
able to do it?    
 
How often was this involvement?  Did this take you away from your regular 
duties?   
 
How often did VillageReach come for meetings to discuss the project with staff at 
this health center?   
 
Were there times when you were unable to be involved with CCPF?  Why? 
 
Would you have liked to be more involved or less involved?   
 
ASSESSMENT  
 
Assessment of Health Problems & Barriers 
 
Now thinking of the maternal, newborn and child health problems in the 
catchment area of this health facility,  
 

What are the most important problems that women face to maintain their 
own health and that of their children?  

  
What do you think are the main barriers which affect women’s and 
children’s health?  Why? 
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Interviewer probe: Ask for each of the following levels; individual, family, 
community and Health center level. 
 
What are the main difficulties you have in helping them with these 
problems? And helping them to overcome the barriers?  

 
How have the Village Reach CCPF and T&R contributed to solving these 
problems? Why do you think so? 

 
Assessment of CCPF 
 
Now let’s talk about each of the Village Reach CCPF and T&R (Start with the 
one they are involved in the most as reported above). 
 
Hotline 
From the women that have used the hotline what do/did they say?  
 

Interviewer Probe: What stories do/did they tell you regarding the hotline? 
Do they ever say to you “I heard something different from the doctor on the 
hotline?”  

 
What are the most common problems that the hotline  is being used for? 
 
Do you think the hotline has adequate information for the public? Why do you 
think so?  Do women who talk to you about using the hotline say that they 
followed the hotline workers advice?  
 
Do you believe that the hotline improved Maternal, Newborn and Child Health 
in your catchment area?  If YES, How? If No, why? 
 
Do you think there are ways the hotline service could be improved? How? 
 
Do you think the hotline makes your work easier?  Why?  
 
Tips & Reminders 
Have you heard from the women that they had used the tips and reminders?  
 
(IF YES), what stories do they say regarding the tips and the reminders?  
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Interviewer Probe:  Stories about the messages themselves e.g. whether 
they could understand them, whether they were good – stories about 
getting their messages – how they did it, how easy it was, any challenges?  

 
Do you think the tips & reminders have new information, information that you did 
not know already?   
 

Interviewer probe: Examples of new information they didn’t know before (if 
any)    

 
Do you believe that the tips & reminders helped you in helping the women? Do 
you think they improved the health of mothers and children?  If YES, How? If No, 
why?  
 
Do you think there are ways T&R service could be improved? How?  
 
Booking System (Ask about the Booking system at KALEMBO AND MBERA 
HEALTH CENTRES only) 
 
Please tell me about your experience with the Booking System.  
 
First learned about it:  
 

How did you first learn about it?  When you first heard about it, what did 
you understand were the reasons it was being introduced at the health 
center? 
 
When you first heard about it how did you expect that it would improve the 
way that you would do your work?  Can you explain? How? 
 
Tell me about the instructions about how to use the Booking System? Were 
they clear and simple?  Why? 
 
What type of training did you receive before getting started with the 
booking system? Did the training equip you for the job, was the training 
adequate? If no, in your opinion, what was missing? How were these gaps 
tackled? 
 



194 

After VillageReach described the booking system, did they consult you 
about how you thought it would work?  Did you foresee any problems, and 
did you express these to VillageReach?  What did you say?   

 
 
When the booking system was implemented 
 
 How were you involved when the booking system was being implemented?  

How much of your time did the booking system require?  
  
Interviewer Probe:  Was this what they were expecting?  
Was it too much in their opinion? 

 
What concerns did you have when the project was being implemented?  
What did you do? What happened after your action over the concerns that 
you noticed 
 
Interviewer Probe: Did they express these to VillageReach? Did they feel 
their concerns were taken into consideration when the program was 
implemented?  
 
 
What experience did you have with using tablet/small computer to enter or 
access information about appointments?  
  
Interviewer Probe: If yes Probe; what was useful about using the tablet?  
What was difficult?  How did their work change due to the use of tablets? 

 
How useful was it to know how many clients were booked for ANC on a 
particular day?  
 
Interviewer Probe:  Why or why not?  If yes, what did they do differently as 
a result of the information they got from the booking system? 

 
Challenges in implementation:  Considering that the Booking System has not 
stayed long in the health centers, what can you say were the challenges in 
implementing this booking system?   
 

Interviewer Probes: Do you think the computerized - Booking System 
worked during the time it was tried out?  (IF YES)— What do you mean 
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when you say it worked? “Did the women who had an appointment go to 
the head of the line or did they wait with the others”?  What was the 
improvement? From your understanding, why was the computerized 
Booking System then discarded?   

 
While the booking system was working, in your own perspective explain how 
clients benefited from the booking system?  How did they not benefit?   Were 
there any complaints from the public after CCPF was stopped? How did you know 
about the complaints?   What did they say? 
 
If the Booking System was to be reintroduced how would you change it so that it 
would work better?   
 
Personal Assessment of Interventions  
 
How do you look at the way VillageReach designed Hotline, Tips & Reminders and 
Booking Systems to improve maternal, newborn and child health in Balaka? 
(Hotline, Tips & Reminders and Booking Systems)?    At what stage of the project 
did you become involved?  Have you had much direct discussion with 
VillageReach?  What were the main things that you discussed with VillageReach? 
 
Have the (Hotline, Tips & Reminders and Booking Systems made any difference to 
you and your work in the health Centre? Do you think the implementation of 
Hotline, Tips & Reminders and Booking Systems brought changes to the Antenatal 
and under 5 clinics? How did the ANC attendance change after the launch of the 
CCPF?  How did attendance at under 5 clinics change after the launch of CCPF? 
 

Interviewer Note: Tell them that VillageReach now wants to do these things 
in another district, and that VR really wants their advice on how to improve 
what they are doing.  Build up the respondent—“you, Mrs. So and so, are a 
clever woman, you have seen this, I’m sure you had thoughts about it and 
that your advice would be valuable.  What do you suggest could be done to 
improve the hotline, booking system, tips & reminders?”  

 
Ask these one by one, separate questions, get the answer, and then move to the 
next 
 
What other MNCH initiatives/projects are there in your health center?  and 
catchment area?  How different or similar are they to CCPF? How would you rank 
these projects (Most to the least important?) [then ask the same question about 
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the catchment area—never ask two questions in the same sentence  it’s 
confusing for the respondent, and she might answer one but not the other]  
 
Given a chance to decide, if you had a donation to improve maternal, newborn 
and child health where specifically would you use it? What interventions would 
you initiate? 
  

Interviewer Probe: The value of CCPF relative to other MNCH 
initiatives/interventions or the HWs own ideas.) If they have suggestions, why 
do you think this is important? Between this new intervention and the hotline, 
tips & reminders and the Booking System, how can you rank them from most 
beneficial to least beneficial? (Why?) 

4.  KII & GROUP INTERVIEW HEALTH SURVEILLANCE ASSISTANTS 
(HSAs)   
 
INTRODUCTION 
 

 Interviewer note: Let them know that you appreciate how hard their job 
is. 

 
For how long have you been in this position?  
For how long have you worked in this district?  
How many villages were you assigned? Which one do you live in?   
 
KNOWLEDGE 
VillageReach has implemented CCPF in some Health Centers of Balaka District to 
improve the health of women and children.  Were you working in this health 
center when the CCPF was launched/started? (If no, when did you start working?)   
 
Think back to the time you first heard about the project.  When was this?  What 
were you told about the hotline, the booking system and the T&R’s?  
 
  Interviewer Note: (Ask each of the above separately) 
 

At the time, did you think these would make your job easier or harder? 
(Explain)  
 
At the time, did you think these would really help improve the health of 
women and children?  
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Interviewer note: If yes, why—and get them to be as specific as possible, 
e.g. would this lead to more women attending the four ANC visits? More 
women providing proper nutrition for their children?  

 
Now that you have been involved with CCPF for some time, would you describe 
your experience with CCPF? Do you think the interventions made your job easier?  
How?   
  
INVOLVEMENT 
  
Were you at all involved with either the hotline or the T&R’s? (If yes, how)  
 

Interviewer Note: For Kalembo and Mbera Health Centers only:   
 
What about the booking system?   How were you involved in the Booking System?   
 
How were you involved?  What did VillageReach ask you to do, and were you able 
to do it?    
 
How often was this involvement?  Did this take you away from your regular 
duties?   
 
How often did you meet with VillageReach come for meetings to discuss the 
project?   
 
Were there times when you were unable to be involved with CCPF?  Why? 
 
What about supervising the community volunteers—how often did they bring you 
their work plans and reports?  Did you give them feedback? Can you give me an 
example of what you advised them?    
 
How would you have liked to be more involved or less involved?   
 
ASSESSMENT  
 
Assessment of Health Problems & Barriers 
 
Now thinking of the maternal, newborn and child health problems,  
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What are the most important problems that women face in being healthy 
and raising healthy children?  

  
What do you think are the main problems that they face in maintaining 
good health for themselves and their children?  
 
Interviewer note: Probe for problems at all levels; individual, family 
community and Health Center Levels. 
 
What are the main difficulties you have in helping them with these 
problems? And helping them to overcome the barriers?  

 
Has CCPF contributed to solving these problems? How? 
 

Assessment of CCPF 
 
Now let’s talk about each of the CCPF components  
 

Interviewer Note: (Start with the one they are involved in the most as 
reported above). 

 
Hotline 
Have you heard from the women that they had used the Hotline?  
 
(IF YES), what stories do they tell you/each other regarding the hotline?  
Do they ever say to you/each other “I heard something different from the doctor 
on the hotline?”  
 
What are the most common problems that the hotline was being used for? 
 
Do you think the hotline has adequate information for the public? Why do you 
think so?  Did the women who talked to you about using the hotline say that they 
followed the hotline workers advice?  How did they describe the advice they got 
from the hotline worker? 
 
Do you believe that the hotline improved Maternal, Newborn and Child Health 
in your catchment area?  If YES, How? If No, why? 
 

Interviewer probe: Do they think it has disturbed the operations of the 
health centers? (How, why), Do you think it has it improved things? (How, 
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why) How people are comparing the health workers and the hotline 
workers. 

 
Do you think the hotline makes your work easier?  Why?  
 
 
Tips & Reminders 
Have you heard from the women that they had used the tips and reminders?  
 
(IF YES), what stories do they tell regarding the tips and the reminders?  
 

Interviewer probe:  Stories about the messages themselves e.g. whether 
they could understand them, whether they were good – stories about 
getting their messages – how they did it, how easy it was, any challenges?  

 
Do you think the tips & reminders had new information, information that you did 
not know already?  Which messages do you think the women appreciated most? 
 

Interviewer probe: Examples of new information they didn’t know before 
(if any) 

 
Do you believe that the tips & reminders helped you in helping the women? Do 
you think they improved the health of mothers and children?  If YES, How? 
 
 
Booking System (Ask about the Booking system at KALEMBO AND MBERA 
HEALTH CENTRES only) 
 
Please tell me about your experience with the Booking System.  
 
First learned about it:  
 

How did you first learn about it?  When you first heard about it, what did 
you understand were the reasons it was being introduced at the health 
center? 
 
When you first heard about it how did you expect that it would improve the 
way that you would do your work?  
 
Were the instructions about how to use the Booking System clear?  
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What type of training did you receive before getting started with the 
booking system? Was the training adequate? If no, in your opinion, what 
was missing? How were these gaps tackled? 

 
After VillageReach described the booking system, did they consult you 
about how you thought it would work?  Did you foresee any problems, and 
did you express these to VillageReach?  What did you do?   

 
When the booking system was implemented:  
 
 How were you involved?    
 

How much of your time did the booking system require?  Was this what you 
were expecting? 
 
Interviewer probe:  Was it too much in their opinion, how did they adjust 
their work to accommodate the CCPF assignments? 

 
What experience did you have with using tablet/small computer to enter or 
access information about appointments?   
 
Interviewer Probe: If yes Probe; what was useful about using the tablet?  
What was difficult?  How did their work change due to the use of tablets? 

 
How useful was it to know how many clients were booked for ANC on a 
particular day?  
 
Interviewer Probe:  Why or why not?  If yes, what did they do differently as 
a result of the information they got from the booking system? 

 
Challenges in implementation:  Considering that the Booking System has not 
stayed long in the health centers, what can you say were the challenges in 
implementing this booking system?   
 

Interviewer Probes: Do you think the computerized - Booking System 
worked during the time it was tried out?  (IF YES)— What do you mean 
when you say it worked? “Did the women who had an appointment go to 
the head of the line or did they wait with the others”?  What was the 
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improvement? From your understanding, why was the computerized 
Booking System then discarded?   

 
While the booking system was working, do you think clients benefited from the 
booking system?  If yes, how?  If no, why not? 
 
Were there complaints from the public after the booking system was stopped? 
Did they notice?  What did/ do they say? 
 
If the Booking System was to be reintroduced how would you change it so that it 
would work better?   
 
Personal Assessment of CCPF  
 
How do you look at the way CCPF was designed to improve the health of women 
and children? (Hotline, Tips & Reminders and Booking Systems?)  Were you 
involved at all in design stage?  When did you become involved?  How much 
direct discussion have you had with Village Reach?   
 
Have the CCPF made any difference to you and your work in the health Centre?  
How do you think the implementation of the CCPF brought changes to the 
Antenatal and under 5 clinics?  
 

Interviewer probe: Did you see any changes in the ANC attendance after 
the start of CCPF? Did you see any changes in the under-five clinic 
attendance after the start of CCPF?  
 
Interviewer Note: Tell them that VillageReach now wants to do these things 
in another district, and that VR really wants their advice on how to improve 
what they are doing.  Build up the respondent—“you, Mrs. So and so, are a 
clever woman, you have seen this, I’m sure you had thoughts about it and 
that your advice would be valuable.  What do you suggest could be done to 
improve the hotline, booking system, tips & reminders?  
 
Interviewer Note: “[ask these one by one, separate questions, get the 
answer, and then move to the next]  

 
Are there other MNCH initiatives/projects in your health center and catchment 
area?  How would you rank these relative to CCPF? 
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Given a chance to decide, if you had a donation to improve maternal, newborn 
and child health where specifically would you use it? What interventions would 
you initiate?  

 
Interviewer Probe: (the value of CCPF relative to other MNCH 
initiatives/interventions or the HWs own ideas). If they have suggestions, 
why do you think this is important? Between this new intervention and the 
hotline, tips & reminders and the Booking System, how can you rank them 
from most beneficial to least beneficial? (Why?) 
The first time that VR introduced their project to the staff, did they ask for 
your opinions?  (If yes, about what, and what did the staff respond?)   

 
What did you think about the CCPF? 
 

Interviewer note:  (Ask separately for hotline, T&Rs, booking system).   
 
At the time, which of the interventions did you think the women would appreciate 
most? Least?  And what do you think now?  

5.  KII WITH CHIEFS  
 
Introduction:  

Interviewer Note: Let them know that you understand how important a 
chief is: it’s the chief who is the owner of the village and who knows the 
people better than anyone else.   

 
What are the common problems women face to maintain their health and that of 
their children? 

 
 Interviewer probe: Ask for each of the following levels; individual, family, 
community and Health center level. 

 
VillageReach has implemented CCPF at your Health Center to improve Maternal, 
Newborn and Child Health.   
 
How did you learn about CCPF? 

 
Interviewer note:  If it was directly from VR, ask whether VR asked them for 
suggestions about what they should do, or did VR just inform them?  
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When you first heard about the CCPF, did you think that this would really help the 
women of your community?  Why 
  
Involvement  
 

Interviewer Note: Go through the hotline first, then T & Rs).  
 
How were you involved in the design stage of the project?  
 
Did VR ask you for suggestions about how to what to do? What about at the 
implementation stage, did VR consult you, for example about the problems with 
the phones?  Did VR tell you anything about operation and ownership of the 
phones given to volunteers? What did they tell you? 
  
 
Would you have liked to be more involved? How?  
 
Experiences 
 
Hotline: Have you heard from the women that they had used the Hotline?  
 

Interviewer probe (IF YES):  what stories do they tell you regarding the 
hotline?  
 

To your knowledge, what are the most common problems that the hotline was 
being used for?  
 
Tips & Reminders 
Have you heard from the women that they had used the tips and reminders?  
 

Interviewer probe: IF YES: what stories do they say regarding the tips and 
the reminders?  Did they understand them? Whether they were good – 
stories about getting their messages – how they did it, how easy it was, any 
challenges  

 
ASSESSMENT OF CCPF 
 
Health Problems Assessment 
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How has CCPF contributed to solving these problems that women and children 
face? 
 
Given a chance to decide, if you had a donation to improve maternal, newborn 
and child health where specifically would you use it? What interventions would 
you initiate?  
 

Interviewer probe: (the value of CCPF relative to other MNCH 
initiatives/interventions or the chief’s own ideas.) If they have suggestions, 
why do you think this is important? Between this new intervention and the 
hotline, tips & reminders and the Booking System, how can you rank them 
from most beneficial to least beneficial? (Why?) 

6.  KII WITH COMMUNITY VOLUNTEERS 
 
INTRODUCTION 
We’ve come to talk to you because as a volunteer for CCPF you know more 
than anyone else how people here are using the hotline.    
 
INVOLVEMENT 
For how long have you been a volunteer? 
Which projects have you volunteered before CCPF? 
How did you become a volunteer?  
 

Interviewer probe:  [This might have been the request of an individual (e.g. 
an HSA or the chief) or a community meeting, with the chief and/or an HSA 
present). We’d like to know about the role of the HSA and chief.  We’d also 
like to know whether they felt that if they were selected they couldn’t say 
no).  
 

Are you also a member of the Village Health Committee?  For how long have you 
been doing this?  How often do you meet as a committee with the HSA?  Are you 
on other committees as well, for example in the CBO?  

 
Do you know of volunteers who have left the project? How many? What are the 
major reasons they cited for dropping out? Were these people replaced?  
 
What motivates you to keep on working? 
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Interviewer probe: (good heart, maybe will lead to a job one day?)  What 
are the common challenges that you face as a volunteer? How do you deal 
with them? How would you want to be helped so that you work efficiently? 

 
When you shared your work plans and reports with the HSA, what feedback 
did you get any feedback from him/her?  How would you describe the 
feedback you got? (Helpful or not)  To whom do you take your reports to at 
the end-of-the month meetings, who else are present during these meetings?  
How often do you meet for CCPF? How challenges are there with these 
meetings?  What feedback do you get from these meetings? Who dominates 
the talk during these meetings?   
 
What could CCPF do to help you do more as a volunteer helping women and 
children? Have you ever voiced out these concerns or suggestions? What 
happened after your action? 
 
Training and work:  What type of training did you receive before starting the job?  
 

Interviewer probe: In your opinion, was the training enough for the job that 
you are doing? What is missing in the training? Did they voice it out? What 
happened? 

 
How would you describe the amount of work that you do?  About how many 
women come to use the hotline each week?  
 

Interviewer probe:  would you say it is more or less than you expected? 
Why? 

 
Who supervises you?  In the past year, how often did this supervisor meet with 
you?  What was involved in the supervision? How useful was/ is the supervision?  
 
What can you say about the phone that was provided by VillageReach?  
 

Interviewer probe: If the phone is not working, when did your phone stop 
working?  (How long did you take to report the problem? How long did it 
take for VR to respond? How can you explain the response? How has their 
job been affected, how has this impacted on the project, has this changed 
the perception of CCPF among community members? 
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When your phone was working, did you have problems reaching the hotline 
worker?  [I.e. the phone was busy or no one answered the phone]   Did this 
happen a lot, or only once or twice? What were the main causes of these 
problems?  
 

Interviewer probe: If they fail to get through, do they come back to make 
a call? How do you handle these people?  How do you handle those that 
are coming to report after a referral? 

 
What about the tips and reminders?   
 
When the phone was broken, how did you make sure that people still had 
access to CCPF? How can you describe the use of personal phones?  
 

Interviewer probe: Do some people who have their own phone or could 
use a relative’s phone come to you anyway?  Why? How would you 
describe these people? 

 
PERCEPTIONS OF USERS AND NON-USERS  
 
Hotline Stories  
 
When women come to you to make a call, the call is confidential. But we hear 
that sometimes they talk with you about why they made the call, and then what 
the hotline worker advised them to do.  Can you recall someone who did this?   
 

Interviewer note: (IF YES), get stories, from the time they arrived to when 
they left, in as much detail as possible.  If possible, get two or three stories.   
Probe for whether they were satisfied with the advice and whether they 
followed it.  
 

When you are doing other activities, such as going to the borehole or going to 
church, do people sometimes ask you about the hotline?  (If yes, get stories).   Or 
maybe they tell you about their experiences with the hotline (if yes, get stories).   
 
We hear that some women who know about the hotline decide not to use it.  
Have you talked with a woman like this?  What did she say about her reasons for 
not using it?  (Interviewer Note: Get stories) 
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When you are doing other activities, such as going to the borehole or going to 
church, do people sometimes talk with you about why they don’t use the hotline? 
(Interviewer Note: Get stories) 
 
Why do you think some women use the hotline and other women don’t use it?   
 

Interviewer probe:  Is this an issue of distance?, e.g. it’s used by those 
who live far from the health Centre but not by those who live close? Is it 
that the hotline worker is nicer—the hotline worker listens and doesn’t 
shout at them?  Do they trust the hotline worker to give them good 
information more than they trust the busy nurse?  Husband disapproves? 
Relative thinks its Satanic?   
 
In terms of health, in your opinion who is better between the users and 
the non-users? What makes them conclude as such? 

 
Tips & Reminders Stories 
 
When women use your phone to get Tips and Reminders, what do they say to you 
about what they heard?   
 

Interviewer probe:  What messages did they tell you about?  Was this 
something new to them?  How easy was it to get the messages? Were there 
specific topics that many of the users were much interested in? 
 

What about when you just hear people talking, like at the borehole—what do 
they say about the Tips and Reminders?   

 
How do you differentiate between those who come to get their tips and 
reminders and those who don’t?   
 

Interviewer probe: they are lazy, it is too far away, and they have had many 
children by themselves and don’t need help.  

 
ASSESSMENT OF INTERVENTION 
Hotline 
 
How would you describe the satisfaction with the help that people get from 
the hotline? How do you know? (Interviewer Note: Get stories)  
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Do you think the Hotline brought any change to the health of women and 
children?  (Interviewer Note: Get examples)  
 

In terms of health, in your opinion who is better between the users and 
the non-users? What makes them conclude as such? 
What do women say about the advices? Are the messages new to them? 
What are the messages that women describe as being new to them? 

 
Tips & Reminders 
 
Are people satisfied or not with the help that they get from the Tips and 
reminders? How do you know? (Interviewer Note: Get stories)  
 
Do you think the tips and reminders brought any change to the health of 
women and children?  (Interviewer Note: Get examples) How so? 
 
Personal Assessment of CCPF   
What could be done to improve the Hotline and the Tips & Reminders?  
 
How long do you think you will be with the project as a volunteer?  Why? 
 
Are there other MNCH initiatives/projects in your health center and catchment 
area?  How do you relate them to CCPF? How would you rank the projects, 
starting with the most important to the list important? 
 
Suppose the government or an NGO asked you what you think should be done to 
improve the health of mothers and children, what would you tell them?  
 

Interviewer Probe:  If they have suggestions, why do you think this is 
important? Between this new intervention and the Hotline and Tips & 
Reminders, how can you rank them from most beneficial to least beneficial? 
(Why?) 

7.  FGD WOMEN USERS OF CCPF 
 
Introduction  
 
We’d like to talk with you because on the survey you said you know about the 
hotline that women can use to call CCPF with questions about your own health 
and the health of your children and you have used it.  We would like to 
understand your experiences with using CCPF. 
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What are the common problems women face to maintain their health and that of 
their children in this area? 

 
 Interviewer probe: Ask for each of the following levels; individual, family, 
community and Health center level. 

 
 
Now we’d like to talk with you about your experiences with using the hotline 
and the Tips and Reminders.  Let’s start with the hotline.     
 
Hotline   
 

Interviewer note: for these, you should be able to get brief stories 
 
Involvement/use: We have been told that some of you have used the Hotline.   
Is that right?   
 
How did you learn about the hotline?   
How did you access the hotline?  
  

Interviewer Probe: A personal phone, phone of someone else in your 
house, phone of relative or neighbor or phone of a community volunteer?  
If you access the hotline more than once, did you always use the same 
phone? 

 
Do you feel free to use the volunteer’s hotline phone?  Why? 
 
Have any of you had problems reaching the hotline worker?  [I.e. the phone 
was busy or no one answered the phone]  What time of day was it?  What did 
you do?  Did you try to call back again later? 
 
What are the main challenges you face when you want to use the hotline? How 
do you deal with these problems? 
 
Has anybody ever failed to use the Hotline because the volunteer was not 
around?  How long did you wait? Did you have to come back another day?   
 
Did you think about using another person’s phone? Did you know you could 
use someone else’s phone; you don’t have to always use the volunteer’s?   
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What are the challenges that you face with the volunteer? 
 
How would you describe the hotline workers? What do you like most with 
talking to the hotline worker and what do you dislike when talking to the 
hotline worker?   
 
Stories (self)  
 
We’d like to hear some stories about your calls to the hotline--what you told 
the hotline worker, what the hotline worker advised you to do, and what you 
did.  
  

Interviewer: Call on a talkative person first    
 
Was it you who was sick or one of your children?   
 

Interviewer Probe:  Talked to someone else before calling, e.g. first got 
advice from mother/granny/husband? Or had heard about a danger sign 
or symptom from the tips and reminders that led to using the hotline.   
When decided to call the hotline, told mother/granny/husband? Any 
objections?  Hotline worker spoke respectfully? Took as much time as you 
needed? What was the advice? Followed it?  If referral to a facility, had the 
hotline worker told the health worker?  

 
So why did you call instead of going to the health Centre?   

 
Interviewer Probe: Is this an issue of distance, e.g. they live far from the 
health Centre? The hotline worker treats them with more respect—listens 
and doesn’t shout at them?  Trusts the hotline worker to give them good 
information, more than they trust the busy nurse?  
 

Were you satisfied with the advice, or do you think it would have been better 
to rush to the health Centre instead?   

 
Did you tell others about your experience with the hotline (e.g. family, 
friends)?  What did they say—e.g. this was good, I’ll do it or this isn’t for me, 
my husband wouldn’t let me.   
 
Stories (Other people)   
 
Have other people told you stories about using the hotline?  
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Interviewer Note: Get examples, with probes on why used hotline rather 
than going to the health Centre and on their satisfaction with the 
experience.    

 
 
Tips & Reminders 
 
We have also been told that some of you received tips & reminders.  How do 
you differentiate between the hotline and tips and reminders? 
 
How did you register for tips & reminders? Was this at the health Centre or on 
the community volunteer’s phone?  Was it difficult to do—any problems?   
 
What did you learn from the tips/reminders that you didn’t know before?  
  

Interviewer Note: (get some examples) How did you act on these? (Get 
stories) [Probe: home-based care; facility-based care] 

 
Did you also hear tips and reminders about things that you already knew? Had 
you learned this from the health Centre? The radio? A friend? How different 
were these messages compared to what you already knew? 
 
Do you know someone who failed to receive Tips and Reminders on time?  If 
yes, why did that person fail to receive the tips and reminders service? 
    

Interviewer Prompt: anyone experienced that the volunteer was not 
around? 

 
Assessment of CCPF 
 
What types of messages do you like most from the tips and reminders and 
what messages you think are not worth your time? Why do think so? 
 
Did you think the messages were helpful? How helpful were these messages? 
 
How do you access the tips and reminders? What difference does it make 
between receiving Tips & Reminders from phones of volunteers and receiving 
from your phones or phones of relatives?   
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Interviewer Note: Try to get an understanding of the different 
experiences of the group – some of whom will have accessed via own 
phones and some via friends 

 
In the future, would you like to get information about pregnancy or child 
health from the health worker at the health Centre, from the HSA or from the 
tips and reminders or from elsewhere]? Why? 
 
If elsewhere where? Why? 
  
Between the Hotline and Tips and Reminders, which one do you think is the most 
important? Describe the reasons why you feel so? 
 
What could be done to improve CCPF in your area? 
  

Interviewer Note: Discuss each innovation: hotline & T&R 
 
Users Perceptions of Non-Users (women who know about hotline/T&Rs 
but don’t use) 
Hotline: Some women have told us that they know about the hotline but they 
don’t use it.  Do you know anyone who has said this?   

Interviewer Note: (get stories)  
Who are these women?  
Interviewer Note: (Probe): Are these women who live close to the health 
Centre?  Do they trust the nurse at the health Centre more than hotline 
workers whom they can’t see?  Or are they women who don’t need it—
they haven’t been sick, their children haven’t been sick?  Her husband 
didn’t want her to? Her mother or granny didn’t want her to?  Do you 
know someone whose child was sick; who didn’t live near the health 
Centre but she still didn’t use the hotline?    

Tips & Reminders:  
Some women have told us that there are women, who know that they can get 
tips and reminders but don’t do it, or they did it once and then they didn’t 
listen any more.  Why do you think they aren’t interested in the Tips and 
Reminders?   

8.  FGD WOMEN WHO KNOW ABOUT THE HOTLINE BUT DO NOT USE 
IT  
 
INTRODUCTION 
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We’d like to talk with you because on the survey you said you know about the 
hotline that women can use to call CCPF with questions about your own health 
and the health of your children, but you haven’t used it.  We would like to hear 
from you some of the reasons for not using the service. 
 
What are the common problems women face to maintain their health and that of 
their children in this area? 

 
 Interviewer probe: Ask for each of the following levels; individual, family, 
community and Health center level. 

 
EXPOSURE  
 
Hotline 
How did you first hear about the hotline?    
Interviewer Note: (get stories from everyone if possible)  
 

Interviewer Probes: If heard about it first from CCPF, what was the 
occasion, and did the owners of CCPF or an HSA explain about how it 
works?    How did they say it works? 
 
If heard about it from a volunteer or a friend, get story—where were they 
talking, what did the volunteer/friend say?   
 
For each story, did they learn that they could use any phone in the 
community to call the hotline, not just the volunteer’s phone?  

 
[For those who heard from a friend]: Did your friend have problems using the 
hotline?  Did she say it was good advice or advice that wasn’t helpful?  Did she 
encourage you to use the hotline, or did she advise you that if you had a 
problem it was better to go to the HSA or the health Centre?  
 
Some of you have heard from friends who have used the hotline, what are the 
common problems your friends call the hotline for? Over the past year did any 
one of you or your children have the same problems? What did you do?   
   

Interviewer Probe: No child with diarrhea? No fever? Not pregnant or 
pregnant but no problems?)  
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Those who had a health problem after you knew about the hotline, but you 
decided it was better to go to the health Centre or the HSA, or to treat the 
problem at home, why did you think so?  Interviewer Note:  (Get stories)  
 

Interviewer Probes:  Knew what to do so didn’t need help? Got advice 
from someone, like mother/granny/husband, who said didn’t need to call, 
it was better to go to the hospital?  Live so close to the health Centre that 
it’s easy to go there?  Trust the nurse at the health Centre or the HSA to 
give better treatment than someone over a phone that you don’t know?  
Not comfortable using the volunteer’s phone, and doesn’t know anyone 
else with a phone.  Anything else?  

 
Tips & Reminders 
Has anyone heard about Tips and Reminders service that sends SMS or voice 
messages about maternal, newborn, and child health by phone or where you 
can call in and hear the messages by phone?    
 

Interviewer Note: (If yes, stories): Heard from whom?  What was the 
occasion—at the borehole, at a meeting?  What did they say? How did 
they explain about the operation of the Tips and Reminders?  Did they tell 
you what they had learned?   Did they encourage you or discourage you 
from using it?   

 
Have any of you registered for the Tips & Reminders services?  How did you 
do this, and were there any challenges.  Interviewer Note: (Get stories)  
 

Interviewer Probe: Where did you register—at the health Centre or on 
the community volunteer’s phone?  When you tried to get a 
tip/reminder, did you have any problems?  What did you learn—did you 
learn anything that was new, or did you already know the information?   
 
Did you call more than once?   
 

What about those of you who didn’t register—is it too much trouble?  Do you 
prefer to get information from the health Centre? The radio? The HSA?  Why? 
 
Group Assessment of CCPF 
 
What would make you more likely to call the hotline when you had a problem? 
How could the hotline be improved?   
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What would make you more likely to sign up to receive tips and reminders? 
What are the common challenges of CCPF that you have heard from your 
friends? 

9.  FGD WOMEN WHO DON’T KNOW ABOUT CCPF 
 

Interviewer: We would like to talk to you about issues concerning the 
health of women of childbearing age and children under five years of 
age. 

 
What are the common health problems that WCBA face in this area? Why are 
these problems common? 
 
What are the common health problems that children under five and newly 
born face in this area? Why are these problems common? 
 
What are the immediate remedies for these problems? Where do you get this 
help? Are there other ways you use to get this type of help? Which are these 
modes? 
 
In terms of health information, how do you get health information? Do you 
know any other ways of getting the same information? Which are these 
methods? Have you ever used them? Why? Which ones do you trust most? 
Why 
 
What are the problems that you face with the health facility close to you? How 
can these problems be alleviated? If new technologies were introduced, would 
you be willing to use them? How would you want them introduced to you? 
 
Do you know of projects that are working towards improving the health of 
WCBA, Newborns and Child health?  
 

Interviewer probe: Which are these projects? How did you know about 
them? What was the occasion? Who was talking about these projects? 
Have you used them before? Why, do you think they are important? How? 
Do you know of friends who have been part of these new projects? What 
do they say? How do you compare their health, their children’s health and 
of those that haven’t used the technologies. 

 
If you were given a chance and funding to develop interventions to improve 
maternal, newborn and child health, what programs can you invest in? Are 
these existing programs?  
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Interviewer Note: If yes? Why do they need to be improved, what is the 
problem? Do they think it’s a common problem? How are current 
approaches failing to improve them? 
 
If No: Why do you think this would be important? How different would 
this be over the existing programs? How would you publicize it? Etc. 
Have you known that there is a toll free number that you can call to ask 
for health tips? 
Interviewer: ask about source of this information, when they learnt, 
provider, services rendered, target group. 
Have they used the service before?  
If yes: what was the problem? How were they helped, did it help ease their 
problem? How so? 
If No: why haven’t they used it? 

10.  IDI WITH INDIVIDUAL WOMEN, USERS 
 

Interviewer Note:  These women have already been in an FGD.  The aim of 
these interviews is to get more detailed stories about their own experiences 
and those of their friends/relative.   

Welcome to this second interview, we liked the way you contributed in the group 
discussion we had. The aim of this interview is to get more detailed stories about 
your own experiences and those of your friends/relative that you briefly 
mentioned in the group discussion.   
Just so I get reminded how did you know about CCPF? Was there something 
special that happened for you to be exposed to CCPF? What happened? When 
you first heard about it, what was your perception? Overtime has this 
perception changed? How? Why?  
Hotline 
Have you used the hotline? How did you access the hotline, what was your 
experience, what prompted you to call the hotline? Explain the situations? Did 
you try other means before calling the hotline? What were these means, did 
they help? Did you get any help from someone to call the hotline? Who was 
this person, how did they get involved, what did the hotline worker tell you? 
Did it help, how?  
Did you know that you could do something before calling the hotline? Was this 
the first time to hear this kind of advice? Was this the first time to face this 
problem? 

 If No,  
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Interviewer Ask: What did you do the last time you experienced the same 
problem? Did it help, why didn’t you just do the same thing than calling 
the hotline? 
 If Yes,  
Interviewer Ask: Weren’t there any other means than the hotline? How 
different, effective are they compared to the hotline?  After calling the 
hotline, did you do something else? What was it, why? Was it necessary, 
why? 

This was about you, now let’s talk about your friends and relatives, do you 
know anyone who has used the hotline? What did they say was the reason 
they used the hotline? Can you explain the problem that made them call the 
hotline? How were they helped? Do you think it was a good idea for them to 
call the hotline? Why so? 
What are the challenges of using the hotline? How do you deal with these 
challenges? Are there ways these challenges can be alleviated or improved? 
How do you think your suggestions can be heard? Have you tried to do this 
before? 
If you were given a chance, what interventions would you recommend 
improving the lives of maternal newborn and child health? Would you have 
also introduced the hotline? Why? 
Tips and reminders 
Have you used tips and reminders? How did you access them, what was your 
experience, what prompted you to sign up? Did you learn new things from the 
tips and reminders? What did you learn? Did it help, how?  
This was about you, now let’s talk about your friends and relatives, do you 
know anyone who has signed up for tips and reminders? What prompted 
them to sign up? What did they say about it?  
What are the challenges of accessing tips and reminders? How do you deal 
with these challenges? Are there ways these challenges can be alleviated or 
improved? How do you think your suggestions can be heard? Have you tried 
to do this before? 
If you were given a chance, what interventions would you recommend 
improving the lives of maternal newborn and child health? Would you have 
also introduced the tips and reminders? Why? 
Between tips and reminders and the hotline, given a chance which one would 
you vote for? Why? 

11.  IDI WITH INDIVIDUAL WOMEN, NON-USERS, KNOW BUT DOES 
NOT USE 

Interviewer Note:  These women have already been in an FGD.  The aim 
of these interviews is to get more detailed stories about their own 
experiences and those of their friends/relative.   
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Welcome to this second interview, we liked the way you contributed in the 
group discussion we had. The aim of this interview is to get more detailed 
stories about your own experiences and those of your friends/relative that 
you briefly mentioned in the group discussion.   
Just so I get reminded how did you know about CCPF? Was there something 
special that happened for you to be exposed to CCPF? What happened? When 
you first heard about it, what was your perception? Overtime has this 
perception changed? How? Why?  
Hotline 
When did you first hear about the hotline? From whom? Where was this? (Get 
a story) 
Why haven’t you used the hotline?  

Interviewer probes: Have you met with any problems that you could 
call the hotline about? What did you do? Why didn’t you call the hotline? 
Did you think your solution was better than calling the hotline? Did you 
think the problem was bigger for the hotline worker to handle? What 
was the problem? Was this problem unique to you? Have other people 
called the hotline for the same reason? If a phone problem, do they 
know that they can use another phone? If you faced the same problem 
next time can you call the hotline? If Yes, Why? If No, Why not? 

This was about you, now let’s talk about your friends and relatives, do you 
know anyone who has used the hotline? What did they say was the reason 
they used the hotline? Can you explain the problem that made them call the 
hotline? How were they helped? Do you think it was a good idea for them to 
call the hotline? Why so? 
What are the challenges of using the hotline? Are there ways these challenges 
can be alleviated or improved? How do you think your suggestions can be 
heard? Have you tried to do this before? 
If you were given a chance, what interventions would you recommend 
improving the lives of maternal newborn and child health? Would you have 
also introduced the hotline? Why? 
Tips and reminders 
Do you know anyone who has signed up for tips and reminders? What 
prompted them to sign up? What did they say about it? How do you think tips 
and reminders have helped improve health of women and children? 
What are the challenges of accessing tips and reminders? Are there ways 
these challenges can be alleviated or improved? How do you think your 
suggestions can be heard? Have you tried to do this before? 
If you were given a chance, what interventions would you recommend 
improving the lives of maternal newborn and child health? Would you have 
also introduced the tips and reminders? Why? 
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Between tips and reminders and the hotline, given a chance which one would 
you vote for? Why? 

  12.  IDI WITH HUSBANDS OF USERS OF CCPF  
[We will need the wife’s permission]  

Interviewer note: What we want from these interviews is to get detailed 
stories from the men about (1) their wife’s experiences and about what they 
have heard about the hotline and T&Rs from other men and (2) their role, if 
any, in the wife’s use of the hotline and the T&R’s.   

 
What health challenges does your family usually have?   How do you deal with 
them?  
 
Have you heard of CCPF, how did you hear about this?  
 

Interviewer note: Get a story about occasion, etc.  
 
The last time your family used CCPF, what happened for you to access this 
service, what did you do before that? Which one was better than the other, who 
made the decision to use CCPF services, why? What was your role? How often are 
you involved when your wife is using CCPF? Have you ever used CCPF?  If yes, 
explain the reason that prompted you to use CCPF? If no, why haven’t they used 
the services? 
 
What challenges do they hear people say? Do men ever discuss about these 
services? What do they discuss? How are these discussions started? How do men 
get the information about CCPF? 
 
If they haven’t used before, have they heard about CCPF? If yes, how did they 
hear about it? Did they ever talk to the wife about the service, what did the wife 
say, were they interested, why? If not, why did they say they don’t want to use 
CCPF?  If a woman or a child (Under-five) has a problem, where do they sick help?  

 
Interviewer note: If anything other than CCPF, ask Is there any particular 
reason why they choose this method over CCPF? 

 
What are the common problems they have heard about CCPF? Do they think they 
are solvable, how can they be solved?  How do they know about these problems? 
How do they think these views can be channeled? What actions have been taken 
to channel these views? 
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What are the successes of CCPF? How do they know about them?  
 
General 
 
If you were given a chance and funding to develop interventions to improve 
maternal, new born and child health, what programs can you invest in? Are 
these existing programs?  
 

Interviewer Ask: (If yes? Why do they need to be improved, what is the 
problem? Do you think it’s a common problem? How are current 
approaches failing to improve them?)  
 
Interviewer Ask: If No (Why do you think this would be important? How 
different would this be over the existing programs? How would you 
publicize it? Etc.  

 
 

13.  IDI WITH HUSBANDS OF NON-USERS OF CCPF, KNOW BUT DOES 
NOT USE  
 

Interviewer Note: What we want from these interviews is to get detailed 
stories from the men about (1) their wife’s experiences and about what they 
have heard about the hotline and T&Rs from other men and (2) their role, 
opinion about CCPF  

 
What health challenges does your family usually have?   How do you deal with 
them?  
 
Have you heard of CCPF, how did you hear about this?  
 

Interviewer note: Get a story about occasion, etc. If ever heard   
 
Have you ever used CCPF? Why and why not? 
 

Interviewer probe: If not and a woman or a child (Under-five) has a 
problem, where do they sick help? Is there any particular reason why they 
choose this method over CCPF? 
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What challenges do they hear people say? Do men ever discuss about these 
services? What do they discuss? How are these discussions started? How do men 
get the information about CCPF? Do they think the challenges are solvable, how 
can they be solved?  How do they know about these problems? 
 
What are the successes of CCPF? How do they know about them?  
 
General 
 
If you were given a chance and funding to develop interventions to improve 
maternal, new born and child health, what programs can you invest in? Are 
these existing programs?  
 

Interviewer Ask: (If yes? Why do they need to be improved, what is the 
problem? Do you think it’s a common problem? How are current 
approaches failing to improve them?)  
Interviewer Ask: If No (Why do you think this would be important? How 
different would this be over the existing programs? How would you 
publicize it? Etc.  
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APPENDIX E: Ethnographies 

Hearsay Ethnography: Notes for Practitioners  
 
1. Background 
 
Hearsay ethnography is a method for studying conversations and social interactions in 
their “natural” social settings—for example, while waiting for a bus or in a store or at a 
football game or playing bawo.  Hearsay ethnography aims to produce accurate and 
detailed accounts of the ways people talk to each other in public and in everyday 
contexts.  From this, we can study the ways people share information, the debates 
they have about how to make sense of the forces acting on their lives, and the stories 
they tell each other about how life should be lived. 
 
We are not interested in what the ethnographers themselves say or what they do in 
their private lives.  Think of them more as video cameras, simply recording the 
places where people talk and what they say.  We are also not interested in any 
particular people’s private lives—if what the ethnographers hear is gossip about 
someone’s infidelity, for example, we don’t want to know about the infidelity itself 
but rather what the people in the conversation say about it.   
 
2. Qualifications 
 
Who would be a good ethnographer?  This would be  
  

i) Someone who can just listen.  A good ethnographer does not voice 
his/her own opinions, but rather is interested in what others are 
saying. We don’t care, for example, if the ethnographer thinks multiple 
concurrent partners are a driver of the epidemic, but rather how people 
talk about people who do have multiple partners, the detailed stories 
they tell about them.  

 
ii) Someone who gets around rather than someone who spends all day at 

home.  “Gets around” means things like going to the store, getting water 
from a standpipe, taking a bus trip to a market center, etc.  

iii) Someone who can write well enough in English that we can read their 
journals in English.  The grammar does not have to be good, just clear 
enough to be understood.  People with less than Form 3 are probably 
not going to be able to do this.   

 
Many social scientists studying AIDS are convinced that the ways people talk together in 
everyday contexts are the most important influences on the ways they make decisions 
about actions, such as unsafe sex or having multiple partners, that might expose them to 
HIV. Most social science methods, however, set up an artificial context – typically an 
interview or focus group discussion - in order to ask people to speak about things such as 
their experiences and knowledge of the disease, their sexual behavior, or their attitudes to 
illness.  While these methods can produce valuable information, what they cannot do is 



223 

reveal how ordinary people talk to each other about these issues on their own and in the 
places they call their own – their homes, streets, workplaces, shebeens, churches, buses and 
everywhere else that people gather to chat in their everyday lives.  
 
 
The following are some notes based on the experience of ethnographic journal writers in 
Malawi.  They are intended as guidelines only.  We have found that over time each 
journalist develops his or her own style of doing hearsay ethnography.  There is no single 
correct way of writing journals. 
 
 
2. Objectives 
 
The objective of hearsay ethnography is to produce an accurate and detailed account of 
current public conversations relating to AIDS in natural social settings written by people 
with intimate knowledge of those settings. 
 
 
3. Please Note: 
 

a. A hearsay ethnography journalist is not an interviewer asking questions and 
looking for answers.  The journalist’s role is to observe and listen to 
conversations as they occur in ordinary life.  After the conversation is completed, 
the journalist writes a diary entry describing the conversation.  

b. A journalist is not a facilitator conducting a focus group discussion or workshop.  
A journalist does not stimulate or provoke discussions on particular topics.   

c. The journalist should be unobtrusive in conversations. The journalist must not 
try to steer the conversation towards, or away from, particular topics that he or 
she thinks are relevant.  The journalist simply participates in the conversation in 
an ordinary way.  

d. The journalist does not use recording devices or take notes in public. 
e. The journalist should not go to unfamiliar places in search of relevant 

conversations.   
f. Diaries should be written, by hand, as soon as possible after a conversation is 

observed.  The objective is for the diary of the conversation to be as fresh as 
possible. 

g. The diaries should be written in English, translated from the actual conversation.  
Feel free, however, to quote exact words or phrases in the language of the 
speaker and provide English translations.  Where is used in the conversation, 
they should be noted. 

h. All diaries should be kept in a private and secure place.  
i. Before being used for research, all diaries will be completely anonymized.  

Readers will not be able to identify the journalist, the people having the 
conversations reported, or the places where the conversations took place. 

 
 
 
4. Things to think about when writing diaries 
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The most important task of the journalist is to write a full and detailed report of the 
conversation.   
 
As soon as possible after the conversation is finished, you should find a quiet place to write.   
  
Before writing diary entries, past journalists have found it useful to make notes about 
issues such as: 
 

• the date and time of the conversation; 
• the main topics covered; 
• the setting where the conversation took place (on the bus, in a bar, at church, 

etc.); 
• the participants and their relation to one another, including the journalist: 

are they strangers? Friends? relatives?  A preacher and his audience?  Etc.  
(note: if you know the persons involved, used their names, if you do not 
know them, refer to them by the clothes they are wearing); 

• the event that started the conversation and the way it came to an end, also 
whether it was interrupted; 

• the tone of the conversation:  was it friendly?  Were people laughing?  Angry?  
Sad? Etc.;   

• particular words or phrases that stood out, such as when English words are 
used, or technical terms, or unusual sayings or proverbs.  (Please note: do not 
censor the conversations.  If people use offensive or vulgar language, they 
should be reported exactly as spoken – even if you find it embarrassing or 
upsetting to write the actual words.) 

 
 
When writing diaries, past journalists have found it helpful to: 
 

• write the report of the conversation as a single entry in the diary (each 
separate conversation should have a separate entry, with date, time, and 
place noted); 

• write the report as soon as possible after participating in the conversation 
(we want it to be fresh); 

• write the diary entry in one sitting (before you start forgetting things); 
• try to report as much as possible of the actual speech in the conversation 

(and when you can not remember exactly, note that). 
 
 
Remember: the objective is to write as accurate and detailed a report as possible.  
The diaries must be as fresh as possible.  We expect that the diaries will sometimes 
seem a bit rough.  That is okay.  You do not need spend time revising and polishing your 
work or correcting mistakes in spelling or grammar.  All diaries will be typed-up by our 
research staff in Microsoft Word.
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