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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 
2012 

Malaria  

Proportion of individuals with malaria (30) 581/2298 (26) 473/2416 (20) 
p-value: <0.001 

878/2443 (36) 
p-value: <0.001  

Household net ownership  
Households with at least one net  

(74) (82) (71) 
p-value: <0.001 

(87) 
p-value: <0..001  

Mosquito net use  
Individuals who sleep under a bed net  

(50) (57) (44) 
p-value: <0.001 

(74) 
p-value: <0.001  

Diarrhea  

Proportion of individuals with 
diarrhea 

(12) (6) (5) 
p-value: 0.132 

(9) 
p-value: <0.001  

Proportion of households reporting 
clean drinking water  

(91) (86) (88) 
p-value: 0.002 

(98) 
p-value: <0.001  

Household use of a latrine N/A (72) (80) 
p-value: <0.001 

 (86) 
p-value: <0.001  

Acute Respiratory Infection (Under-5s) 

Proportion of children under-5 with a 
cough in the last 3 months 

   (64) 
(95%CI: .59, .68) 

NEW 

Family Planning 
Proportion of women who would like 
to use family planning  
Among those not currently using family 
planning 

    (85) 
(95%CI: .73, .92) NEW 

Maternal & Neonatal Health 

Proportion of births at a health facility   (45) (88) 
p-value: <0.001  

 

 

 

Key Findings   
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In the Kwitanda Community Health Project’s original focus areas of malaria and diarrhea prevention, 

the 2014 evaluation found an increase in preventative behaviors, but not an associated decrease in 

disease incidence. Mosquito net ownership, sleeping under a mosquito net, and access to clean 

drinking water all experienced statistically significant increases. However, incidence of malaria and 

diarrhea increased as well. While sleeping under a mosquito net was associated with a lower 

reported risk of malaria and use of a latrine, particularly a Sanplat, was also with a lower risk of 

diarrhea., these results suggest that there are other drivers of disease that have not yet been 

adequately addressed in Kwitanda.  

In addition to monitoring progress towards these indicators, this year’s evaluation assessed a 

number of new areas to better align with our more focused approach towards reducing maternal, 

neonatal, and child morbidity and mortality within Kwitanda. These new areas included the 

assessment of acute respiratory infection (ARI) incidence and use of family planning. Our findings 

show that ARI is a common occurrence among children under five and this evaluation provided 

VillageReach with an important baseline for future ARI prevention and treatment activities. The 

evaluation also showed that there is still an unmet need for family planning in the community.   

Regarding maternal health, we evaluated an expanded set of indicators to better understand the 

factors affecting the utilization of maternal health services, the quality of these services, and the 

barriers to accessing these services. This evaluation found there was a statisically significant increase 

in the proportion of women who attended the recommended four antenatal care (ANC) visits, gave 

birth in a facility, and attended postnatal care when compared with the 2012 results. There is room 

for improvement around quality of care at health facilities, especially in the areas of access to 

preventative malaria treatment, tetanus toxoid vaccination, and iron supplementation during 

pregnancy. Despite increases in ANC and postnatal care attendance, there are still women who are 

not attending four ANC visits or attending timely postnatal care.  There was no difference in the 

proportion of women who accessed ANC for those who travelled more than one hour and those who 
travelled less than one hour, suggesting that distance is not a major barrier to attendance at ANC.  

A full list of the indicators evaluated in this evaluation can be found in Appendix I. 
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Background 

Since 2008, VillageReach has led efforts in the Kwitanda catchment area to strengthen the health 

system at the community and facility levels by increasing health worker capacity, implementing cost-

effective interventions, supporting preventative health programs, implementing community-based 

treatment programs, and improving communication systems between community health workers 

and health centers. In 2014, VillageReach focused on maternal, neonatal, and child health (MNCH) 

activities by emphasizing interventions that facilitate greater access to and use of skilled care for 

pregnancy and birth, increasing access to clean water and improving sanitation practices, and 

continuing support for community-based health services including village clinics and outreach ANC 
clinics. 

 

Methodology 

The 2014 evaluation focused on the following research questions: 
 

1. How has the Kwitanda Community Health Project impacted the health status of residents?  
2. Has there been an increase in the uptake of disease prevention activities since the program 

started?   
3. Has there been an increase in the uptake of disease treatment interventions since the 

program started? 
4. What is the nature and level of unmet need for reproductive and MNCH services in Kwitanda? 

 
VillageReach used a mixed methods approach that included the administration of 533 household 
surveys, two focus group discussions, and two key informant interviews. All data collection and data 
entry activities were conducted by independent enumerators and data entry clerks. Survey answers 
were entered into an Access database and were analyzed using Stata SE 13.1 (College Station, TX) 
statistical software. The focus groups and key informant interviews were translated and transcribed 
for review. A full description of the methodology used and the surveys administered can be found in 
Appendix II and III. 
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Malaria 

Incidence: After a period of decline, household 

incidence of malaria experienced a statistically 

significant increase from 61% in 2012 to 72% in 2014. 

Among individuals, incidence also significantly 

increased from 20% in 2012 to 36% in 2014.  

 

The average number of people per household with 

malaria also increased to 1.65, up from 1.48 in 2012. 

Peak incidence for malaria occurred in February and 
March.  

Prevention: In 2014, 87% of households reported 

owning at least one mosquito net, up from 71% in 2012. 

Of these households, the average number of nets owned was 2.14, up from 1.42 in 2012. In addition, 

74% of respondents reported sleeping under a mosquito net the previous night. For children under 

five, 81% slept under a net the previous night. These are increases from 44% and 58% in 2012, 

respectively. Despite overall increases in malaria incidence, sleeping under a mosquito net was 

associated with a 32% (OR: 0.68; 95%CI: .55, .84) reduction in risk of having had malaria in the past 

three months. For children under five, sleeping under a mosquito was associated with a 54% (OR: 

0.46; 95%CI: .25, .72) reduction in risk of malaria over those who did not sleep under a net.   

Treatment (Under Five): Among the children with malaria in the past three months, 80% received 

treatment. This was a statistically significant decline from 95% receiving treatment in 2012. Of those 

who accessed treatment, the majority accessed it at a hospital or health center (58%) or a village 

clinic (33%). The remaining respondents accessed their care from a private shop or other location. 
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For the children who were not treated, the primary reasons provided were distance to the health 

facility (58%), didn’t want treatment (26%), and a belief that drugs were not available (11%).  
 

Discussion: After a period of decline, malaria incidence is on the rise once more. This increase is 

noted despite an increased proportion of households reporting ownership of mosquito nets, an 

increase in the number of nets owned per household, and increases in the proportion of individuals 

sleeping under nets. This evaluation also found that there was a lower risk of malaria among those 

who reported sleeping under a mosquito net the previous night, suggesting that this remains an 

effective way to reduce the risk of malaria. There are some national level data to suggest that Malawi 

overall is experiencing an increase in malaria rates despite extensive investment in preventative and 
treatment interventions.  

Treatment for children under five with malaria also experienced a significant decrease between 2012 

and 2014. As the primary reason cited for not accessing treatment was distance to health facility, 

these findings suggest that increasing the number of village clinics could lead to an increase in the 

proportion of children treated for malaria. In addition, 11% of respondents stated they did not seek 

treatment because there was a lack of drugs at the facility. The village clinics did experience stock-

outs in December, March, and April, which were reported to VillageReach for the purposes of 

procuring medicines to cover these gaps. As a common source of treatment for these communities, it 

is possible that these stock-outs affected the numbers of families seeking treatment during this time. 

However, it is also possible that the caregivers assumed that the drugs weren’t available without 

travelling to the facility or village clinic to verify this assumption. To avoid or minimize stock-outs, 

VillageReach is continuing to procure medicines when requested by the District Health Office (DHO). 

In addition, we will also continue to provide education to the community to reduce the number of 
children who are not treated for illnesses as a result of perceived stock-outs. 

In light of these findings, VillageReach should consider new prevention activities which can have a 

significant impact on reducing overall malaria incidence. In addition, VillageReach will consider 

additional effective ways of increasing the number of children who are treated for malaria.  

 

Diarrhea  

Incidence: Thirty-five percent of households in 

Kwitanda reported that at least one person had 

experienced diarrhea in the past three months, which 

was a significant increase from 21% in 2012. At the 

individual level, 9% of respondents reported 

experiencing diarrhea, also a significant increase from 

2012 where 5% of respondents reported diarrhea in the 

last three months. Children under five reported the 

highest incidence with 25% experiencing diarrhea. 

Among households reporting diarrhea, the average 

number of people per household was 1.36, up from 1.14 

in 2012.  
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Prevention: Between 2012 and 2014, VillageReach implemented a number of diarrhea prevention 

activities in an effort to improve access to clean water, sanitation, and hand washing.  

 

Access to Clean Water: Ninety-eight percent of 

households in the Kwitanda catchment area have 

access to a borehole or other protected water 

source. This is a statistically significant increase 

from 88% of households in 2012. In 2014, 63% of 

households also reported travelling more than 

500 meters to collect their water, a statistically 

significant increase from 46% in 2012. 

 
Improved Sanitation and Hand Washing: 
Household access to a latrine also increased from 
80% in 2012 to 87% in 2014. Among households 
with a latrine, the proportion of those with a hand washing facility near the latrine was 58%. Among 
households who do not use a latrine, risk of diarrhea was 38% more than those with a latrine. 
Similarly, diarrhea incidence was slightly higher (OR: 1.12, 95%CI: .8, 1.58) among households that 
did not have a latrine with a SanPlat.  
 

Of those with hand washing facilities, 83% 
reported that they always wash their hands after 
using the latrine, 12% sometimes wash their 
hands, and 5% rarely wash their hands. Of those 
who wash their hands after using the latrine, use 
of soap, ashes, or water only were the most 
common cleaners in use. Diarrhea incidence was 
24% higher (OR: 1.24, 95%CI: .9, 1.71) among 
households without access to a hand washing 
facility compared with households that do. 
Additionally, risk of diarrhea was 58% higher 
(OR: 1.58, 95%CI: .93, 2.71) among households 

that used only water for hand washing compared with households that used both soap and water.  
 

Treatment (Under Fives): Seventy-two percent of children with diarrhea accessed treatment, 

which is a statistically significant decline from 93% in 2012.  

Among those who accessed treatment, the 

primary source of treatment was at a health 

facility or village clinic for 81% of these 

respondents. The remaining children received 

treatment from a private shop (9%) or other 
location (9%).  

The most common type of treatment given was 

ORS, followed by antibiotics and zinc. When sick 

with diarrhea, less than a quarter (23%) of 
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children received more liquids to drink. 

Approximately half received the same as usual 
and 30% received less than usual.  

Among the children who did not receive 

treatment, respondents cited drug availability 

as the primary reason for not accessing 

treatment (33%), followed by distance was too 

far (30%), didn’t want to access treatment 

(15%), and wait times at the facility were too 
long (12%). 

Discussion: Over the last two years, VillageReach has worked to reduce diarrhea incidence by 

increasing access to clean water and improved sanitation practices. This has been accomplished 

through community led total sanitation efforts including; the construction and repair of boreholes and 

latrines, the distribution of chlorine and soap, and through community-based behavior change 

programs. Between 2012 and 2014, access to clean water and improved sanitation increased within 

Kwitanda but there remains room for growth in the proportion of households with hand washing 

facilities and who use soap and water when washing their hands. Additionally, future activities will 

consider ways in which water can be protected from contamination at the point of use.  

Despite these interventions, the incidence of diarrhea has risen. This trend mimics similar trends in 

diarrhea prevalence throughout the district as reported by the DHO. Between 2011 and 2013, 

diarrhea incidence among individuals increased from 12% to 34% within Balaka District.  

 
The proportion of children receiving treatment also experienced a significant decline between 2012 

and 2014 with drug availability cited as the primary factor influencing this indicator. It is unknown 

if this is a perception that there is an insufficient supply of medicine or if these decisions were made 

because of actual stock-outs at the clinic. As reported above, there were stock-outs at village clinics 

in December, March, and April. Given the higher proportion of respondents who report that a lack of 

drug availability was the primary reason for not accessing treatment when compared to malaria, it is 

possible these stock-outs had an influence on the decision to seek treatment for diarrheal illnesses. 

VillageReach will continue to work with the DHO to ensure continuous availability of stock and with 
the community to minimize perceptions of insufficient supply availability.  

Among the children who did receive treatment, the majority were given ORS but very few reported 

receiving zinc. When given together, ORS and zinc help reduce both the severity of the diarrheal 

episode and the risk of recurrence. Future activities that encourage joint use of ORS and zinc will be 

considered. Finally, the evaluation found that the majority of children experiencing diarrhea were 

given less to drink or the same as usual. As dehydration is the primary factor influencing morbidity 

and mortality, VillageReach will consider ways to ensure that caregivers are giving extra fluids to the 
child to drink.   
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Acute Respiratory Infection  

Incidence: For the first time in 2014, VillageReach assessed the incidence and treatment of ARI 

among children under five. In the three months preceding the survey, 63% of children were found to 

have experienced at least one episode of ARI. Peak incidence occurred in March.  

Treatment: This evaluation found that 79% of children under five with ARI accessed treatment. Of 

those, the majority visited a hospital or health center (59%) or a village clinic/HSA (28%). The 

remaining respondents accessed their treatment at private shops, traditional healers, and other 

locations. For those who did not receive treatment, the primary reasons cited were distance to a 

facility (33%), lack of drugs (30%), and other reasons, including home care and didn’t want to go for 

treatment (14%). 

Discussion: VillageReach has collected baseline data on ARI incidence in Kwitanda and will use this 

information to identify potential opportunities for targeting interventions that aim to reduce 

incidence and increase treatment for children. The most recent national data on ARI incidence is from 

2010 and reported that 7% of children had experienced symptoms of ARI in the two weeks prior to 

the survey. Because this data is reported different than our evaluation data, comparison of these two 

data sources is difficult. Future evaluations will provide the best source of data to determine progress 

towards reducing ARI incidence in Kwitanda.  

 

Family Planning 

Family Planning Coverage: The 2014 evaluation 

found that use of modern methods of family 

planning (FP) was prevalent among the women 

sampled, with 60% of the sample reporting current 

use. The primary method used was injectable 

contraceptives. Among the women not using FP 

methods, 85% stated that they would like to use a 
modern method. 

Discussion: Family planning coverage was 

assessed for the first time this year and was found 

to be higher than the national average of 35%1. Despite this high coverage, there is also a high unmet 

demand for family planning suggesting there are opportunities for increasing coverage through the 

introduction of new interventions.  

 

 

 

                                                             
1 From the 2010 Malawi Demographic and Health Survey 
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Maternal Health  

Uptake of Antenatal Care (ANC): The proportion of women reporting attendance of the 

recommended four ANC visits significantly increased from 48% in 2012 to 63% 2014.  The mean 

number of months pregnant at initiation of ANC was 4.1.   

Access to ANC: This evaluation found that 79% of respondents travel more than one hour to access 

ANC. This does not seem to be a deterrent, however, as there was no difference in attendance 

between women who travelled more than one 

hour and those that travelled less.  

In 2013, VillageReach introduced three outreach 

ANC sites to bring maternal health care closer to 

the community. Among respondents who had 

already delivered, only 8.2% of respondents 

reported attending ANC at an outreach clinic, while 

the remaining 91.8% reported receiving care at a 

hospital or health center. Among currently 

pregnant women, 15% of respondents reported 

utilizing outreach ANC services.  

Quality of ANC: VillageReach tracked the provision of recommended medications, vaccinations, and 

supplements to pregnant women in order to assess the quality of antenatal care offered to Kwitanda 

residents.  

Intermittent Preventative Treatment for Malaria in 

Pregnant Women (IPTp): Among survey 

respondents, 90.8% of women received at least 

one dose of Sulfadoxine-Pyrimethamine in their 

last pregnancy; 65.5% received the recommended 

two doses.   

Tetanus Toxoid Vaccine (TTV): 86.4% of 

respondents reported being given at least one 

dose of TTV in their last pregnancy; 62.6% 

reported receiving at least two doses.   

Iron supplementation: In the survey area, 60% of 

respondents reported taking iron during their 

most recent pregnancy.  
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Birth Location: Of the women surveyed, 88.2% gave 

birth to their last child in a hospital or health center, a 

statistically significant increase over the 2012 

evaluation, which reported that only 45% of women 

gave birth in a facility. Other locations included home 

(6.3%), with a traditional birth attendant (TBA) (2.7%) 

and en route to the health center or hospital (1.4%). 

Two focus groups were conducted that included 

women who delivered in a facility and those who did 

not. Findings from these discussions suggest the perceived quality of care at a health facility and the 

distance to the nearest health facility are drivers of women’s decisions to deliver in a facility, at home, 

or with a TBA. Several women stated that they were yelled at, ignored, and disrespected at the health 

facility while in labor or after the birth. Others stated that they felt family members or TBAs provided 

more compassionate, respectful care and that they were constantly attended to. All of the women 

who participated in the focus groups lived more than an hour away from the nearest facility with 

maternity services and had to walk or use a bicycle taxi for transport.  

Uptake of Postnatal Care (PNC): 86.4% of 

respondents attended PNC after their last birth, 

up from 81% in 2012. This increase was not a 

statistically significant finding from 2012. 

Discussion: Greater numbers of women are 

attending ANC, delivering in a facility, and 

attending PNC. There remains room for 

improvement, however, in all of these areas, and in achieving universal coverage for malaria and 

tetanus prophylaxis. Although attendance is increasing, the proportion of women seeking care at an 

outreach ANC site is lower than expected. It is uncertain as to why, but it is possible that inconsistent 

attendance by nurses due to transportation- and weather- related challenges discouraged women 

from attending the outreach sites.  

Further, the quality of care received by women at health facilities needs improvement. Improving 

quality of care can help encourage more women to deliver in a facility. The focus group discussions 

highlight the challenges faced by women who deliver in facilities and suggest that women make may 

decisions about where to deliver in the future based on these experiences.  While distance to care 

was not a factor that affected attendance at ANC, women in the focus groups did identify it as a factor 

that influences the location of where they choose to deliver. Women who have to travel far by walking 

or riding a bicycle while in labor may opt to stay within their surrounding community rather than 

travel long distances to a health facility. 
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Maternal Mortality 

Also new in 2014, this evaluation assessed the frequency of maternal deaths over the last two years. 

The findings from our sample of 533 households found that 8 households had reported a maternal 

death in the past two years. This translates to a 3543 maternal deaths out of every 100,000 live births, 

far surpassing the national maternal mortality ratio of 510 deaths per 100,000 live births.  

Discussion: Based on the evaluation results, maternal deaths in Kwitanda are much higher than 

national estimates. While the survey question for maternal deaths was specifically asking about 

deaths related to pregnancy or the postpartum period, it is possible that respondents interpreted 

“maternal death” to be the death of any mother in the household - regardless of proximity to 
pregnancy, thus overestimating the true proportion of maternal deaths in the community.  

Data obtained from the Balaka District Health Office (DHO) showed that there were no reported 

maternal deaths in Kwitanda suggesting that there are breakdowns in the collection and reporting of 

this data. VillageReach is currently working with the DHO to improve the quality of data that is 

collected and reported on these deaths, particularly for maternal and neonatal deaths through the 
MNH register and by participating in maternal and neonatal death audits.  

 

Community Support  

Health Surveillance Assistants (HSAs): There are currently 20 HSAs working in Kwitanda, which 

translates to one HSA per 1400 residents. In 2014, VillageReach continued to address shortages in 

health worker availability and capacity through salary support for six HSAs and by assisting all HSAs 

with training and material support. The HSAs are also driving the data collection activities for the 
new MNH register and are provided with monetary incentives for their completion of these registers.  

This evaluation intended to conduct a focus group with a sample of HSAs to learn more about the 

work they do and how VillageReach could support them with the implementation of the MNH 

register. However, the HSAs refused to participate as they were not provided allowances for their 

participation. Over the last several years, VillageReach has been working with the HSAs to ensure 

that they have the materials and training they need to complete their work. Over this same time, 

however, there have been several instances of misunderstandings between VillageReach and the 

HSAs around financial expectations. This has been exacerbated by recently revised national policies 

that limit the allowances that can be provided to government employees. These misunderstandings 

and misaligned expectations around finances have led to disruptions of service at times.   

 

Community Facilitators: In 2012, VillageReach introduced the position of Community Facilitator 

(CF). We currently employ three CFs, each assigned to one of the three Group Village Heads. These 

positions are community-based and the CFs serve as a liaison between the community, the HSAs, 

volunteers, and VillageReach staff. Their responsibilities include overseeing Safe Motherhood 

initiatives, disease prevention and treatment activities, supervision, and oversight of WaSH projects.  
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To better understand the successes and needs of this new position, we conducted key informant 

interviews with two of the CFs. During these interviews, the CFs reported that they feel appreciated 

in their work, particularly by the community. They also stated that VillageReach could continue to 

support their work through trainings and salary increases.  

 

 

Evaluation Summary 

This evaluation is an assessment of changes over time within Kwitanda, but it important to note that 

these changes cannot be solely attributed to VillageReach’s work in the community due to the 

absence of a control group. As with any evaluation, there is also a possibility that some of our results 

were affected by confounding factors which we did not evaluate or account for in our analyses. 

Additionally, as this evaluation only visited a sample of households within Kwitanda it is possible 

that the sample does not accurately reflect the needs and health status of all Kwitanda residents.  

With this in mind, the 2014 evaluation has increased visibility into the current health and wellbeing 

of Kwitanda residents. Improvements were noted in several key areas including access to and use of 

mosquito nets, boreholes, and latrines. In addition, an increased proportion of women reported 
accessing key maternal health services including ANC attendance and facility-based deliveries.  

While we have seen improvements across some indicators, we have not observed improvements in 

all of the areas we are working in, particularly among disease incidence and access to and use of 

treatment for malaria and diarrhea. In response, VillageReach will work with the DHO, community 

leaders, and staff to focus on new activities which may drive reductions in disease incidence or 

encourage increased access to and use of effective treatments.  

In addition, VillageReach assessed a number of new areas including ARI and family planning 

coverage. Our findings have shown that there are opportunities for introducing interventions to 
reduce ARI incidence and increase treatment and to increase access to family planning in Kwitanda.  

Ongoing data collection and reporting efforts are providing ongoing insight into our activities and 

the needs of the community, particularly among women and children. These efforts include the 

registration of each pregnant woman in Kwitanda along with data on the services and treatments 

received through the course of the pregnancy. This data will increase insight into the proportion of 

women receiving key MCH services, including tetanus prevention, delivery in a facility, and 

attendance at PNC, among others. For children under five, monthly data collection efforts focus on 

malaria, diarrhea, and ARI indicators to help understand disease incidence and identify factors that 
affect access to treatment including availability of village clinics and stock-out information.  

From the Community Facilitators: 

“The [community] tells us how important our visit has been. Maybe we tell something that they didn’t 

know and that they see changes; they are able to live better lives.” 

“When we go to the field, people take us seriously and some problems are solved because of our 

presence there.” 
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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 2012 

Malaria Incidence, Prevention, and Treatment Indicators 

Households reporting at least one case of 
malaria 

(91) 357/497 (72) 320/523 (61) 
p-value: <0.001 

383/533 (72) 
p-value: <0.001  

Proportion of individuals with malaria: 
 All ages 

 
(30) 

 
581/2298 (26) 

 
473/2416 (20) 
p-value: <0.001 

 
878/2443 (36) 
p-value: <0.001 

 
 Ages 5+    704/1980 (36) 

(95%CI: .33, .38) 
NEW 

 Under 5    174/463 (38) 
(95%CI: .34, .42) 

NEW 

Monthly rates of malaria  

 December 

 January 

 February 

 March 

 April 

 
 
 
 

(17.4) 

 
 
 

(8.4) 
(11.3) 

 
71 (3) 
122 (5) 
176 (7) 
101 (4) 

 
 

68 (3) 
159 (6) 
357 (14) 
383 (15) 
20 (<1) 

N/A 

Number of people per household with malaria 
in the last three months  
Among households with malaria 

 1.63 1.48 1.65  

Household net ownership  
Households with at least one net (any type) 

3722 (74) 
4465/5464 
(82) 

4074/5732 (71) 
p-value: <0.001 

459/528 (87) 
p-value: >0.001  

General Evaluation Data 
Indicator 2014 Result 
Surveys Administered 
General Household Survey 533 
Women of Childbearing Age  388 
Maternal Health Survey (total) 256 
Pregnant in the Last Two Years 220 
Currently Pregnant Survey 36 
Under-5 Survey 470 
Population Demographics 
Total population surveyed 2569 
Average number of people per household 4.82 
Number of adults 18 and over 1091 
Number of children 5-17 968 
Number of children under 5 470 

Number of males 1193 
Number of females 1333 
Number of households reporting a maternal death in the last two years 8 

Appendix I. Evaluation Indicators 
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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 2012 

Mean number of nets per household  
Of households reporting ownership of nets 

1.36 1.59 1.42 2.14  

Mosquito net use  
Individuals who sleep under any type of net  

10955 (50) 
13707/24006 
(57) 

10505/24650 
(44) 
p-value: <0.001 

1836/2495 (74) 
p-value: <0.001  

Mosquito net use – children U-5  
Children who sleep under any type of net 

2602/3953 
(66) 

2893/4085 
(71) 

2359/ 4068 (58) 
p-value: <0.001 

371/459 (81) 
p-value: <0.001  

The odds of an individual having malaria among 
those who use a net compared to those who do 
not use a net. 

  0.95 
(95%CI: .77, 1.2) 

0.682  
(95%CI: .55, .84) 

N/A 

The odds of a child under five having malaria 
among those who use a net compared to those 
who do not use a net 

   0.46  
(95%CI: .25, .72) 

N/A 

Proportion of children under five with 
malaria who received treatment 

(74) 261/264 (99)3 152/160 (95) 
p-value 0.011 

137/171 (80) 
p-value: <0.001  

Location of treatment  
 District Hospital or Health Center  

 456 (85) 304 (69) 90 (58)  
p-value: 0.0521  

 Village Clinic   N/A 108 (25) 52 (33) 
p-value: 0.2890  

 Private Shop  
66 (12) 
 

25 (6) 
 

13 (8) 
p-value: 0.8148  

 Other (family, traditional healer, not 
specified etc.) 

 16 (3) 2 (<0.1) 2 (1) 
p-value: 0.6930  

Reason for not accessing treatment 
 Distance was too far  
 Did not want treatment  
 Drugs were not available  
 Wait time was too long  
 Don’t Know 

   

 
11 (58) 
5 (26)  
2 (11) 
1 (5) 
1 (5) 

NEW 

Diarrhea Incidence, Prevention, and Treatment Indicators  
Households reporting at least one case of 
diarrhea 

236 (61) 94/497 (18) 111/523 (21) 
p-value: 0.227 

185/533 (35)  
p-value: <0.001  

Proportion of individuals with diarrhea (12) 119/2298 (6) 127/2416 (5) 
p-value: 0.132 

186/2018 (9) 
p-value: <0..001  

Proportion of children under five with diarrhea    113/461 (25) 
(95%CI: .21, .28) 

NEW 
Monthly rates of diarrhea 
 December 
 January  
 February 
 March 
 April 

 

 
 
(1.9) 
 
(1.7) 

 
18 (0.7) 
35 (1.5) 
36 (1.5) 
35 (1.5) 
 

 
21 (<0.1) 
64 (2.6) 
107 (4.3) 
136 (5.5) 
3 (<0.1) 

N/A 

Number of people per household with 
diarrhea Among households with diarrhea 

 1.26 1.14 1.36  

The odds of diarrhea among those who do not 
have a latrine compared to those who do. 

 2.88 
(95%CI: 1.7, 4.8) 

1.00 
(95%CI: .54, 1.7) 

1.38  
(95%CI: 0.81, 2.47) 

N/A 

                                                             
2 Only respondents over the age of five included in this analysis 
3 Only includes those receiving treatment for all episodes of disease 
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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 2012 

The odds of diarrhea among those who have a 
traditional latrine compared to those who 
have a latrine with a SanPlat. 

 .911 
Not significant 

1.60 
(95%CI: 1.0, 2.6) 

1.12  
(95%CI: .8, 1.58) 

N/A 

The odds of diarrhea among households without 
a hand washing facility compared with those 
who do 

   1.24  
(95%CI: .9, 1.71) 

NEW 

The odds of diarrhea among households who 
only use water for hand washing compared to 
those who use soap and water 

   1.58  
(95%CI: .93, 2.71) 

NEW 

Proportion of children under-5 that received 
treatment 

(74) 56/58 (97) 64/69 (93) 
p-value: .311 

80/111 (72) 
p-value: <.001  

Location of treatment  
 District Hospital or Health Center  

 96 (75) 60 (55) 
47 (49) 
p-value: 0.54  

 Village Clinic    37 (34) 
36 (32) 
p-value: 0.86  

 Private Shop  15 (12) 9 (8) 
9 (9) 
p-value: 0.94  

 Other (home treatment, etc.)  17 (13) 3 (3) 9 (9) 
p-value: 0.73    

Type of treatment given 
 ORS/Thanzi 
 Antibiotics 
 Zinc  
 Antimotility  
 Other (Panadol, LA, etc.) 

   

 
67 (71) 
24 (25)  
15 (16) 
5 (5) 
4 (4) 

NEW 

Primary reason for not accessing treatment  
 Drugs were unavailable  
 Distance was too far 
 Did not want treatment 
 Long wait time at facility 
 Other (didn’t want to go) 

   

 
11 (33) 
10 (30) 
5 (15) 
4 (12) 
3 (9) 

NEW 

Amount of liquids given during diarrheal 
episode  
Same amount as usual 
Less than usual 
More than usual 

   

 
52 (46) 
34 (30) 
26 (23) 

NEW 

Water, Sanitation, and Hygiene Indicators 

Proportion of households reporting clean 
drinking water  

4587 (91) 
4710/5471 
(86) 

5034/5733 (88) 
p-value: 0.002 

524/533 (98) 
p-value: <0.001  

Proportion of households with clean water that 
use a borehole 

 (98) 4952/5034 (98) 523/524 (>99) 
p-value: <0.001  

Proportion of households travelling less than 
500 meters to collect water (among people 
who use boreholes) 

 (54) 2695/4952 (54) 
p-value: >0.99 

194/529 (37) 
p-value: <0.001  

The odds of using a non-improved water 
source among those who walk more than 500 
meters compared to those who walk less than 
500 meters. 

  0.81 
 

0.84  
(95%CI: .37, 1.93) 

N/A 

Household use of a latrine  
3963/5480 
(72) 

4552/5716 (80) 
p-value: <0.001 

461/532 (87) 
p-value: <0.001  
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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 2012 

Hand washing facility  
Of those with a latrine, households reporting 
facility for hand washing (at latrine) 

 555/3964 (14) 1875/4402 (43) 
p-value: <0.001 

267/460 (58) 
p-value: <0.001  

Frequency of hand washing after using the 
latrine  
Of those with a hand washing facility  
 Always 

   

 
 
 
226/274 (83)  
(95%CI: .77, .87) 

NEW 

 Sometimes     33/274 (12) 
(95%CI: .09, .16) 

NEW 

 Rarely    15/274 (5)  
(95%CI: .03, .09) 

NEW 

Cleaner used during hand washing  
 Water only 

   
 
97/274 (35) 
(95%CI: .3, .41) 

NEW 

 Ashes    73/274 (27) 
(95%CI: .22, .32) 

NEW 

 Soap and water    
104/274 (38) 
(95%CI: .32, .44) 

NEW 

Acute Respiratory Infection (Under-5s) 
Proportion of children under-5 with a cough in 
the last three months 

   
295/465 (63) 
(95%CI: .59, .68) 

NEW 

Monthly rates of cough 
 December  
 January 
 February  
 March  
 April 

   

 

15 (3) 
33 (7) 
97 (21) 
211 (45) 
27 (6) 

NEW 

Proportion of children under-5 who were 
treated for a cough in the last three months 
Among those who reported a cough 

   226/285 (79) 
(95%CI: .74, .84) 

NEW 

Location of treatment for cough 
 District Hospital or Health Center  
 Village Clinic/HSA 
 Private Shop 
 Other (not specified)  
 Traditional Healer 

   

 
161 (59) 
77 (28) 
27 (10) 
5 (2)  
2 (0.7) 

NEW 

Primary reasons for not accessing treatment 
 Distance was too far  
 Drugs were unavailable  
 Other (advised to stay home, breastfeed, did 
not want to go, etc.)  
 Long wait time at facility  
 Did not want treatment 

   

 
19 (33) 

17 (30) 

8 (14) 

7 (12) 

7 (12) 

NEW 

Education 

Proportion of school age children in school   807 (94) 768/845 (91) 
p-value: 0.0138  

Family Planning 
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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 2012 

Proportion of women using a modern method 
of family planning 

   209/346 (60) 
(95%CI: .55, .654) 

NEW 

Type of family planning used 
 IUD 

   3 (1) 
(95%CI: .01, .03) 

NEW 

 Injectables    165 (48) 
(95%CI: .42, .53) 

NEW 

 Implants    34 (10) 
(95%CI: .07, .16) 

NEW 

 Pills    7 (2) 
(95%CI: .01, .04) 

NEW 

 Other (Traditional, Natural, Sterilization)    13 (4) 
(95%CI: .02, .06) 

NEW 

 Nothing    124 (36) 
(95%CI: .31, .41) 

NEW 

Proportion of women who would like to use a 
modern method of family planning Among 
those not currently using FP 

   55/65 (85) 
(95%CI: .73, .92) 

NEW 

Maternal & Neonatal Health 

Antenatal Care: Uptake and Access 

Mean number of months pregnant at first visit    4.1  
(95%CI: 3.9, 4.2) 

NEW 

Proportion of women attending at least one 
ANC visit  

  70 (100) 220 (100)  

Proportion of women attending at least four 
ANC visits 

  23 (48) 138 (63) 
p-value: <0.001  

Location of antenatal care attendance 
Hospital or health center 
 Kwitanda 
 Liwonde  
 Utale  
 Other (Lilongwe, Andiamo, Chiendausiku) 

   

 
211 (96) 
94 (45) 
61 (30) 
13 (6) 
40 (19) 

NEW 

 Outreach clinic    9 (8) NEW 

Travel time to antenatal care 
 Less than 30 minutes 

   
 
25 (11)  
(95%CI: 7.7, 16.2)  

NEW 

 30 minutes to one hour    22 (10) 
(95%CI: 6.6, 14.7) 

NEW 

 More than one hour    174 (79)  
(95%CI: 72.8, 83.7) 

NEW 

Mosquito net use among pregnant women  195/234  (83) 
189/249 (76) 
p-value: 0.089 

26/36 (72) 
P-value: 0.632  

Currently Pregnant Women: ANC Uptake and Access 

Proportion of currently pregnant women 
attending ANC 

   28 (78) NEW 
Location of ANC attendance 
 Hospital or health center 

   
 
23 (85) 

NEW 
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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 2012 

 Liwonde  
 Kwitanda 
 Other 

14 (64) 
4 (18) 
4 (18) 

 Outreach clinic    4 (15) NEW 
Planned birth location  
 Liwonde Hospital 

   
 
20 (59) 

NEW 
 Utale    7 (21) NEW 

 Balaka District Hospital    3 (9) NEW 

Antenatal Care: Quality 

Proportion of women receiving preventative 
malaria treatment 

   199 (91) 
(95%CI: 85.8, 93.7) 

NEW 

Proportion of women given at least two doses 
of preventative malaria treatment 

   141 (71)  
(95%CI: 64.5, 77.1) 

NEW 

Proportion of women given Tetanus Toxoid 
Vaccine (TTV) 

   191 (86)  
(95%CI: 81.2, 90.4) 

NEW 

Proportion of women receiving two or more 
doses of TTV 

   
129 (60)  
(95%CI: 53.2, 66.3) 

NEW 

Proportion of women receiving iron at any 
point in their pregnancy 

   129 (60) 
(95%CI: 53.2, 66.3) 

NEW 

Proportion of women receiving vitamins at 
any point in their pregnancy 

   
92 (43)  
(95%CI: 36.2, 49.5) 

NEW 

Delivery Location and Skilled Birth Attendance 

Proportion of births at a health facility   34 (45) 195 (88) 
p-value: <0.001  

Location of facility birth  
 Balaka District Hospital 

   17 (33) NEW 
 Liwonde    70 (36) NEW 
 Utale    69 (36) NEW 

Location of non-facility birth  
 Home 

   
 
14 (6) 
(95%CI: 3.8, 10.5) 

NEW 

 Traditional Birth Attendant/Witch Doctor    6 (2) 
(95%CI: 1.2, 5.9) 

NEW 

 On the way to the health center or hospital    3 (1) 
(95%CI: 0.4, 4.2) 

NEW 

 Other (private facility)    2 (1) 
(95%CI: 0.4, 4.2) 

NEW 

Birth Attendant 
 Doctor/Other Clinical Staff 

   
 
24 (11) 
(95%CI: 7.4, 15.7) 

NEW 

 Nurse/ Midwife     171 (77) 
(95%CI: 71.3, 82.5) 

NEW 
 Traditional Birth Attendant / Witch Doctor    11 (5) 

(95%CI: 2.8, 8.8) 
NEW 
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Indicator 
2010 
N (%) 

2011 
N (%) 

2012 
N (%) 

2014  
N (%) 

Change 
from 2012 

 Family    11 (5) 
(95%CI: 3.1, 9.4) 

NEW 
 No One    2 (1) 

(95 CI: 0.2, 3.6) 
NEW 

Postnatal Care 

Proportion attending at least one postnatal 
care visit 

  61 (81) 191 (86)  
p-value: 0.327  

Location of postnatal care  
 Health center or hospital 

   
 
183 (96)  
(95%CI: 92.9, 98.7) 

NEW 

 Outreach clinic    7 (4) 
(95%CI: 1.0, 6.4) 

NEW 

Proportion receiving postnatal care within two 
days 

  4 (10) 29 (15) 
p-value: 0.789  

Mean duration (in days) after birth for 
postnatal care attendance 

  8 
10  
(95%CI: 8.8, 11.8)  

Proportion receiving Vitamin A 
supplementation 

   161 (73) 
(95%CI: 66.9, 78.7) 

NEW 

Proportion ever breastfed   63 (95) 220 (100) 
p-value: 0.013  

Proportion who exclusively breastfed for 6 
months 

  24 (63) 156 (87) 
p-value: <0.001  

Mean age (in months) for food initiation    5.46 6.0  

Mean age in months for water initiation    5.28 5.9  
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The evaluation was designed to address the following research questions: 

Impact: How has the Kwitanda Community Health Project impacted the health status of residents?  
 Has there been an increase in the uptake of disease prevention activities since the 

program started?   
 Has there been an increase in the uptake of disease treatment interventions since 

the program started? 
 
Formative:  What is the nature and level of unmet need for maternal and newborn health services in 
Kwitanda?  
 What is the current level of uptake of maternal and newborn, health services? 
 What is the current level of access to maternal and newborn health services? 
 

The 2014 evaluation used a mixed methods approach. To obtain quantitative data, a general 
household survey was administered to a sample of 533 households within the Kwitanda catchment 
area. These surveys were are detailed below: 

 General Household Survey:  This survey was administered to every household in the sample. 
Enumerators collected data on household composition as well as health seeking behaviors 
and disease incidence at the individual and household level.   

 Child Health Survey: This survey was administered in the subsample of households that 
include one or more children under 5 years of age.  Enumerators collected data on the 
incidence of malaria, diarrhea, and acute respiratory illness, as well as preventative and 
treatment-seeking behaviors.  

 Maternal Health Survey: This survey was administered to the subsample of women who had 
been pregnant in the two years preceding the survey, or who were pregnant at the time of 
the interview.  Enumerators collected data on access to, use, & quality of antenatal care, 
uptake of facility-based delivery & type of attendance at birth, and post-natal treatment and 
behavior including the initiation and duration of breastfeeding.   
 

The instruments were written in English and then translated into Chichewa using local translators. 
After translation, the instruments were reviewed by a VillageReach staff member. The surveys were 
then piloted in Balaka town to further identify any areas of confusion or challenges with the 
instruments. VillageReach hired & trained independent enumerators to conduct the surveys.  

Three focus group discussions and two key informant interviews were also conducted. Two of the 
focus group discussions were community-based and featured women who had given birth in the last 
two years. All women who completed the maternal health survey were asked if they would be willing 
to participate in a focus group discussion. Of those that responded yes, a comprehensive list of the 
women, the location of their last birth, and the village in which they lived were analyzed. These focus 
groups were divided between women who had facility births vs. those who did not. Using a 
convenience approach, villages in which there were 4 or more women who had given birth and who 
agreed to participate were further reviewed. To simplify the logistics of conducting the focus groups, 

Appendix II. Detailed Methodology 
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one village was selected where four women had reported giving birth at home. For the facility-based 
group, one village was selected where there was a variety of facilities attended.  

The third focus group was to be conducted with a sample of the HSAs to help understand some of the 
needs they may have in the collection and reporting of maternal health data. However, the HSAs 
refused to participate in the focus group due to a lack of compensation (per diems) for their time. 

The two key informant interviews were conducted with the two residing community facilitators to 
better understand the needs and responsibilities of this new position within Kwitanda.  

Surveys were administered verbally, with enumerators tracking responses on a paper form. Answers 
were transferred into an Access database by independent data-entry clerks; data was analyzed in 
Stata SE 13.1 (College Station, TX) statistical software by VillageReach staff.  To assess quantitative 
indicators, the evaluation employed a pre-test-post-test design. Baseline data for ongoing 
interventions was gathered in the project’s most recent program evaluation, in 2012.  All of the focus 
groups and key informant interviews were conducted by independent enumerators who then 
translated and transcribed these events.   
 
Sampling Methodology 

The sampling methods changed between 2012 and 2014:  in 2012, HSAs visited all households within 
the Kwitanda catchment area in order to ascertain the need for insecticide-treated mosquito nets.  
HSAs delivered a general survey to all households, and an extended survey to every 10th household.  

In 2014, VillageReach evaluation employed a multi-stage cluster sampling frame to select households 
to participate in the evaluation.  The primary sampling unit, villages, were selected using probability 
proportional to size (PPS) sampling of villages. The final sampling unit, households, were selected 
using a random walk procedure with quota sampling. The enumerators were paired together, and 
each pair was responsible for surveying one cluster of 12 households. Cluster size was based on the 
approximate number of interviews that a team of enumerators can complete in one day. We planned 
for a sample consisting of 44 clusters of 12 households each, for a total sample of 528 households.   

Upon arriving in their designated village, each enumerator was instructed to spin a pen in the center 
of the village and travel in the direction the pen was pointing. After travelling past the first 4 
households encountered, the enumerators were instructed to begin the survey at the 5th household. 
Once at a household, the enumerators asked the head of the household for consent to participate in 
the survey. Out of all households visited, only one declined participation in the survey. After 
completing all relevant surveys within the household, the enumerators continued to travel in the 
direction of the pen, collecting data at each successive household encountered until each data 
collector had completed six households in that direction.  

The final sample size of 528 was based on the number of households needed to obtain a statistically 
significant measure of the proportion of women giving birth in a facility, allowing us to estimate rates 
of facility birth within a 95% confidence interval and a 10% margin of error. 4    
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In this equation:  

z = 1.96,  
r = .45 (the proportion of women giving birth in a facility in the most recent evaluation), 
f = 1.5 (design effect) 
k = 1.1 (anticipated non-response rate) 
p = .0692 (proportion of population that should be affected by the target indicator) 
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1. General Household Survey

                                                             
n4 = 4.26 (average household size)  
e4 = .1 (margin of error). 

Appendix III. Surveys 
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2. Maternal Health Survey 
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3. Child Health Survey 


