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Executive Summary

RHAP SA has been supporting PROJECT HOPE Malawi technically and financially since 2002.  RHAP stopped funding PROJECT HOPE in September 2005.  The primary objective of the programme was to reduce HIV transmission at cross-border sites by focusing on high-transmission populations in those sites.  This was to be done through coordination and management; assessment and surveillance; prevention and care interventions for highly vulnerable populations; and capacity building of partner organizations.  

PROJECT HOPE’s main focus was peer education and care and support.  The target groups included transporters and sex workers. They had an STI clinic and a drop in resource centre.   The end of project evaluation was assessing the effects of RHAP funding and the impact project activities had on the beneficiaries of PROJECT HOPE Malawi.  
It was obvious from the focus group discussions that knowledge of HIV/AIDs was very high.  There was evidence of behaviour change and stigma reduction amongst the transporters and sex workers that were interviewed. These target groups reported they had learned that safe sex is best: “No condom, no sex.” 

Peer educators held a lot of meetings and reached almost 400 000 people including repeat attendees. The peer educators also distributed over 400 000 condoms in a population of about 22 000 people. Condom outlets increased from 17 in 2002 to 272 by 2005. More than 13 000 IEC materials were distributed during the funding period.  Over 12 000 people were referred for VCT in one year only.  Nearly 3 000 individuals were provided with STI management services at RHAP supported sites. 
Capacity building was an important aspect of this program.  Members of staff reported benefiting personally from the programme, through gaining knowledge, experience, interaction skills, counselling skills, computer skills, and becoming more self-reliant. The knowledge gained from the short courses offered by RHAP has also been used “in other projects carried out within the organisation”. The organisation was able to network with other organizations

through the RHAP program activities.

Volunteers felt strongly about the benefits that they had received through the RHAP program.  They appreciated the training and the motivation they received.  However, they felt the program could have done more in terms of the number of volunteers recruited, transport issues and planning of outreach activities.  Drop-in resource centres were being frequented by the community.  However, the communities indicated that materials e.g. videos being shown in the centre was not always relevant to what the project was doing. VCT services were established at drop-in centres and the programme manager, the project co-ordinator, both service providers, peer eductors, and HBC reported that people were making use of them: Community focus groups reported that they had learnt the importance of getting tested.  The uptake of VCT was also very high.  

It was reported through the focus group discussions that a major achievement of the programme was that people realised the importance of early treatment of STIs and were going to the STI clinic. Peer educators mentioned that people with STIs were referred to various hospitals, where they got the medical attention they need. The home based care program was also distributing free medication to those with sexually transmitted diseases. 

All respondents seemed to feel that the programme had met, or was relevant to the needs of the community. The programme manager and project co-ordinator also believed that the project was relevant to the needs of the community because it addressed “knowledge gaps, behaviour gaps, as well as practice gaps” that were identified during the baseline assessment. 

PROJECT HOPE had successes and challenges.  They managed to overcome most of their challenges.  They believe that their experience with the program was very valuable to the extent that they should expand the same program to other project sites.
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1 Introduction

1.1 Background of RHAP

In mid-2000, the United States Agency for International Development (USAID) launched the Regional HIV/AIDS Program Southern Africa (RHAP SA), a set of regional activities intended to complement national and bilateral HIV/AIDS prevention efforts. The primary objective was to reduce HIV transmission at cross-border sites by focusing on high-transmission populations in those areas. The rationale for a regional prevention response includes studies that showed increased vulnerability among mobile populations, the continued importance of targeting high-risk groups in high prevalence settings, and providing a means for sharing and transferring project success across borders more efficiently than could be obtained by conventional means
.  The participating countries are Angola, Botswana, Lesotho, Malawi, Mozambique, Namibia, South Africa, Swaziland, Zambia, and Zimbabwe. The co-operating agencies that currently form part of the RHAP partnership are FHI, PSI, POLICY, and MEASURE. FHI programs include IMPACT, which provides assistance and training to local governments and non-governmental organizations (NGO) engaged in the implementation of HIV/AIDS prevention and care projects worldwide. To date, FHI/IMPACT project activities have been established in Mulanje, Malawi; Chirundu, Livingstone, Nakonde, and Chipata, Zambia; Messina, Ladybrand, and Ficksburg, South Africa; Swaziland; and Maseru and Maputsoe, Lesotho. 

FHI activities under RHAP can be summarized in four areas: coordination and management; assessment and surveillance; prevention and care interventions for highly vulnerable populations; and capacity building of partner organizations.

IMPACT had sub-agreements with CARE, World Vision, PROJECT HOPE, the Centre for Positive Care, and the Family Life Association of Swaziland to implement prevention and care activities on the ground, including peer education, referral for STI treatment, and condom distribution. 

The following report focus on activities carried out by PROJECT HOPE Malawi.  PROJECT HOPE activities included the following:

Table 1: PROJECT HOPE activities
	Organization
	Intervention Area
	Project Sites
	Target Populations
	Strategies

	PROJECT HOPE, MALAWI


	BCC; STI and HBC services
	Border town of Muloza


	Traders, bicycle riders, customs personnel, commercial sex workers and in- and out-of-school youth


	Peer education, Road shows – edu-entertainment, evening shows, BCC materials development/revision, Resource Center and STI services at the RHAP clinic, community outreach 




The IMPACT/RHAP support to PROJECT HOPE ended on September 30, 2005. PSG was commissioned by FHI to carry out a final programme evaluation to assess the effectiveness of the programme and to identify lessons learned. The measuring instruments were provided by FHI.  

1.2 HIV/AIDs in Malawi

Malawi is a very poor country with recurrent episodes of food insecurity exacerbating the HIV epidemic. With national HIV prevalence of around 20%, there are huge regional differences ranging from 7% at a site in the central region to 33% at the southern tip of the country.

Table 2: Country Statistics: Malawi (UNAIDS 2004/ 2005)
	Population
	10,600,000

	Number of individuals infected
	960,000

	Number of females infected
	460,000

	Number of children infected
	90,000

	Number of adults over 50 infected
	60,000

	HIV Prevalence (overall)
	20%

	HIV Prevalence (15-19)
	15%

	HIV Prevalence (20-24)
	20%

	AIDS Deaths (2003)
	84,000


Although it is encouraging to note that adult HIV prevalence is no longer growing rapidly in Malawi, this is not a cause for complacency. Prevalence of 11-18 percent is quite high. In fact if HIV prevalence were to remain stable at this level for many years it would mean that a child born today would have a 45 percent chance of eventually becoming infected and dying from AIDS. This is because a stable level of prevalence means that the large number of people that are dying from AIDS each year is matched by an equal number of new infections. The ultimate goal of prevention programs is to reduce HIV prevalence to very low levels. This means reducing the number of new infections occurring every year.
The national response in Malawi is worth taking note of.  The Malawi government launched a National HIV/AIDS Strategic Framework (2000-2004) and established the National AIDS Commission (NAC) in 2001 to foster an independent and broad-based mechanism to achieve an expanded multi-sectoral response. The appointment of a Principal Secretary for HIV/AIDS within the Office of the President and Cabinet in 2003 did much to give HIV/AIDS higher priority and visibility on the national agenda.

Active participation of civil society and the private sector in the fight against HIV/AIDS has also been increased with the formation of a Partnership Forum on HIV/AIDS, a Business Coalition against HIV/AIDS and a State Faith Task Force on HIV/AIDS to enhance the involvement of religious organisations.

In 2004 the government launched and disseminated a groundbreaking HIV/AIDS policy which among other things provides for beneficial disclosure, condoms for prisoners and an expanded basis for HIV testing. It also developed a new National AIDS Framework with emphasis on emerging issues such as treatment. In 2004 alone, Malawi provided antiretroviral therapy in 23 sites (up from 4 the previous year) and to approximately 9500 people (an increase exceeding 100%). 

A review of the National HIV/AIDS Strategic Framework however, revealed low coverage in key programmatic areas, including voluntary counselling and testing, prevention of mother-to-child transmission, condoms and treatment.
1.3 Background of PROJECT HOPE Malawi

PROJECT HOPE started implementing RHAP activities and received initial funding in 2002. The programme manager feels they were selected for funding “since PROJECT HOPE has a long-standing history of implementing HIV/AIDS programmes in Malawi, and we were physically already in the district that they wanted this project to be implemented”. 

According to the project co-ordinator PROJECT HOPE had already been involved in the field of HIV/AID education for 12 years when RHAP funding started. PROJECT HOPE had been involved in peer education programmes with in and out-of-school youth and peer education in the workplace. Peer educators covered aspects such as HIV/AIDS, STIs, and even TB. USAID was a major donor to these projects. So when they received the RHAP funding, activities were already on going.  The project proposal was developed in “collaboration with our district ministry of health counterparts, as well as the mission hospital counterparts” (Programme manager).

It was a participatory process, where we discussed together as to what do we think could be included in this proposal. 

Objectives and indicators were identified “by the team that was actually working on this proposal”.

PROJECT HOPE operates at Mulanje which is a boarder site.  Activities are held in Mulanje at the Muloza border post, which borders Mulanje district in Malawi, and Milange in Mozambique. The Mulanje district forms part of the major transport corridor of Blantyre-Quelimane. The project targets the community residing around the border post and trading areas of Limbuli and Muloza. Most of the residents are employed in the nearby tea and coffee estates around the town. In the current project, tea estates are not covered. Commercial sex activities are carried out in the bars and rest rooms within Muloza. There are also other sex workers who come from Mulanje town, Mozambique, and to the surrounding villages. 
Unlike other border towns, the main border traffic in Muloza consists of pedestrians and men who carry goods on bicycle across the border and from the trading area at the border to nearby villages. Muloza is also a recreational area for persons from Malawi and Mozambique. Especially during weekends, intense trading activities during the Sunday market are combined with fervent recreational activities in and around the numerous bars and adjacent rooms. It is also during weekends that numerous "free-lance" sex workers from surrounding villages in Malawi and Mozambique join the permanent sex workers. PROJECT HOPE aims to “reduce HIV/AIDS and STI prevalence in the impact area; to increase health seeking behavior for STI treatment and adoption of risk reduction behavior among members of the community; to improve STI management skills by the health workers; and, to increase awareness and demand for voluntary counseling and testing.” The main approach is peer education with target groups, including: commercial sex workers (CSWs), youth in and out of school, and bicycle riders. Clients with STIs are referred to health facilities and VCT is promoted.

The PROJECT HOPE program is unique due to the relatively low trucking traffic through the COH program site. Rather than a focus on truck drivers, the Mulanje program targets young men between the ages of 18 and 30 who transport people to and from Mozambique and around the project impact area. The major strategies of PROJECT HOPE Malawi are peer education, edu-entertainment, BCC materials development/revision, a resource centre and STI services at the RHAP clinic, and community outreach. The target populations were traders, bicycle riders, customs personnel, commercial sex workers and in- and out-of-school youth. However, PROJECT HOPE’s primary target groups are CSWs and bicycle riders/transporters.  The activities in Mulanje include:
Table 3: Current activities
	Components
	Description

	Peer Education
	There are 139 active, trained peer educators working with the program. Peer educators conduct meetings, identify STI clients, and distribute condoms.

	Communication materials
	IEC materials from the National AIDS Commission are distributed by peer

educators.

	STI referrals
	In addition to the RHAP-funded STI clinic in Mulanje, clients are referred to the nearby government health center and mission health center.

	Condom distribution
	PROJECT HOPE distributes free condoms when doing outreach meetings.  They also stock different places like clinics and bars

	Edzi Toto Clubs
	The program used to support in-school activities and clubs, however, due to lack of support and proper supervision, these activities have been reduced.

	Drop in Resource Centers
	Drop-in centers have sports, participatory games, educational films, and some limited educational literature such as HIV/AIDS pamphlets. 



PROJECT HOPE Malawi aims to decrease the transmission of HIV/AIDS by increasing knowledge of risk reduction behaviours, and through strategies that promote the adoption of HIV/AIDS risk reduction, among the project population living or trading around the Muloza border town area located in the Mulanje district. According to one project staff member, the goal of PROJECT HOPE Malawi is to improve the quality of life of those affected by and infected with HIV/AIDS in the area, and to reduce the prevalence of HIV/AIDS and STIs in the area. However the programme expanded to Mwanza in early 2005. 

One of the major interventions employed by PROJECT HOPE Malawi is behavioural change communication. The aim is to reduce the transmission of HIV/AIDS and STIs through education by peer educators: “They go into bars, hot spots and wherever these people can be found…. They go there and discuss with them, teach them, educate them, either dealing with one person or group discussions, or whatever, so that they should understand the importance of use of a condom”.  

Project staff report that initially the project targeted the entire population of In Mulanje – an estimated 50 000 people. FHI asked them to streamline their population and concentrate on sex workers and transporters. Target populations like the youth were phased out. The programme manager believes they are now dealing with an estimated 22 000 people. 

Initially 220 peer educators were trained – 131 in Mulanje and 79 in Mwanza. According to the programme manager, “because of the streamlining exercise, the number has been trimmed way down”. For example, peer educators for youth-in -school and youth-out-of-school have been dropped. PROJECT HOPE currently has 62 active peer educators – 51 bicycle riders (all male) and 11 female peer educators. Eighteen home-based caregivers were also trained and 17 are currently active.

The staff members believe it was important to recruit bicycle riders as peer educators because they are the ones who “carry people to and fro”. Most of the time they carry female passengers and if these women don’t have money, they offer sex as payment.  

With regard to staffing, PROJECT HOPE currently has 16 staff members including a programme manager, two project co-ordinators – one each for Mulanje and Mwanza, four service providers – two each for Mulanje and Mwanza, two office assistants – one for each district, an accounts assistant, a monitoring and evaluation person who captures and tracks all data, four security guards for Mulanje (security services are contracted out for Mwanza) and driver.

1.4 Other Stakeholders

The Ministry of Health (MOH) has the overall responsibility for health services in Malawi, and is the largest health service provider. The church mission sector (Christian Health Association of Malawi – CHAM) is the second largest. CHAM is an umbrella organization of mission hospitals, which provide 45% of healthcare in Malawi. The Christian Health Association of Malawi (CHAM) coordinates under one umbrella the work of different church denominations in the health field, and serves as a liaison between the churches and government health authorities. There are two health centres in the area: the Namasalima Health Centre (a mission health centre run by Seventh Day Adventists), and the government run Muloza Health Cente. Other organisations active in the area are OXFAM and the National AIDS Commission.

2 Evaluation Methodology

The goal of the closeout and results documentation is to assess the programme effect of RHAP supported activities in Malawi and to identify lessons learned. Specifically the evaluation focussed on:

· The effects of program efforts among various target group with respect to awareness about HIV/AIDs, sexual behavioural practices, stigma and discrimination 

· Assessing the reach of the interventions across the sites

· Assess beneficiaries’ perceptions of the benefits derived from the program activities

· Assess the community’s perceptions of the changes that have taken place in the community as a result of the RHAP 

· Assessing program effects on the capacity of implementing agencies to implement the intervention activities

· Review of service statistics

To achieve the above stated objectives, discussion guides and semi-structured in-depth interview questionnaires were designed to collect information on different aspects of the programme interventions. 

2.1 Interviewed Groups

In Malawi the following focus groups discussions were conducted:

Table 4: Interviewed groups
	Focus Group discussions
	In-depth Interviews

	Two peer educator FGDs
	An interview with the program manager

	Two home-based caregivers FGDs
	An interview with the project 
co-ordinator

	Four community FGDs
	Three interviews with service
providers

	Two commercial sex workers FGDs
	Ten in-depth interviews with sex workers

	
	Ten in-depth interviews with transporters


The focus groups aimed at permitting a free discussion of the strengths and weaknesses of the programme, what participants felt are the benefits of the programme, and suggestions for improvement. As much as possible, responses were recorded verbatim and have been used as quotes in the report to demonstrate participants’ perceptions of the benefits of the programme.

The in-depth interviews obtained information on knowledge, attitudes, sexual behaviour, and personal experiences with the programme interventions. 

2.2 Data Analysis

The qualitative data for Malawi was analysed through content analysis. Content analysis is a research tool used to establish the existence and frequency of certain words, phrases, concepts, images, themes, characters or roles within texts or sets of texts. The technique is useful for compressing many words of texts into fewer content categories, and for determining what information is significant enough to be included in a summary description. As a result it is ideal for analysing in-depth interviews and focus group transcripts. Content analysis allows the researcher to identify the intentions, focus, or communication trends of an individual, group, or institution.

3 PROJECT HOPE project activities

As described above, PROJECT HOPE was already doing behavioural change communication activities in the project site.  Initial activities for the project included: 
· Recruiting project staff  

· Identification of offices and drop-in centres 
· Identifying and training volunteers to be peer educators and home-based care volunteers 

Ongoing project activities include:

· Behavioural change communication:
-Peer education







-Condom distribution








-Distribution of IEC materials








-Drop in Resource centres

· Home based care
· Referrals for STI services

3.1 Behaviour Change communication

One of the major interventions employed by PROJECT HOPE Malawi is behavioural change communication through peer education, condom distribution, IEC materials and one on one discussion and activities held at drop in centres. The aim is to reduce the transmission of HIV/AIDS and STIs through education.
3.1.1 Peer education

Initially 220 peer educators were trained – 131 in Mulanje and 79 in Mwanza. According to the programme manager, “because of the streamlining exercise, the number has been trimmed way down”. For example, peer educators for youth-in -school and youth-out-of-school have been dropped. PROJECT HOPE currently has 62 active peer educators – 51 bicycle riders (all male) and 11 female peer educators. The staff members believe it was important to recruit bicycle riders as peer educators. Most of the time they carry female passengers and, if these women don’t have money, they offer sex as payment.  

Peer educators perform the following activities:

· Peer educators go into the community and disseminate messages on the use of condoms and practising abstinence

· They teach people about the dangers of HIV/AIDS and STIs

· Peer educators target hot spots such as “places where people meet to drink beer”, 
· They hold HIV/AIDs awareness group meetings in public places 
They go into bars, hot spots and wherever these people can be found…. They go there and discuss with them, teach them, educate them, either dealing with one person or group discussions, or whatever, so that they should understand the importance of use of a condom. (Programme manager)
· Peer educators assist clients to identify STIs and refer the clients to clinics
· Peer educators engage in mass free condom distribution
· They educate people/clients about the importance of knowing their status

· Peer educators make posters, compose and sing songs, and perform dramas “to help in disseminating the various messages”

· Peer educators refer or sometimes accompany people/clients to the hospital so they can get medical assistance

3.1.2 Condom distribution
Condom distribution is a huge component of the peer education program.  Peer educators are encouraged to distribute condoms at each and every meeting the peer educators hold.  They also stock bars, clinics and truck stops with free condoms.  Peer educators are also encouraged to move around with condoms so that they can give them to their clients.  During their meetings they also do condom demonstrations where they show audiences how to use a condom.  
3.1.3 Communication Materials

IEC materials from the National AIDS Commission are distributed by peer educators during their outreach meetings.  The project also hold community health education campaigns, put messages on billboards, display meaningful messages on peer educators T-shirts and caps, distributing brochures with information about the project and HIV/AIDS.
3.1.4 Drop-in resource centres

PROJECT HOPE has a variety of activities taking place in drop in centers.  The centers have video shows, talks, and dramas as part of their health education activities. They also distribute condoms, and VCT services are available at drop-in centres so people can be tested for HIV and also receive counselling.

3.2 Home based care/Care and Support

PROJECT HOPE also runs a home based care program.  Eighteen home-based caregivers were trained and 17 are currently active. The project co-ordinator reported that they have “about 50-60 clients per month, but we are only targeting a few villages, not the whole area”. 

The following aspects of the role of home-based caregiver were identified: 

· Taking care of the orphans – “giving them what they need, getting them school fees, food, and clothes to reduce their poverty”. Caregivers ask for donations from “well-wishers” and “take them to the orphans”. Caregivers also register orphans. Some of the caregivers sweep and mop in the orphanage itself. 

· Visiting the sick people in their homes - clean for them, cook for them, and bath them. Try to give the sick food, even though this is a struggle. Caregivers often do piece jobs to earn money, so they can buy food for the sick. 

· Taking care of the aged by bathing them, washing for them, cultivating their land. Caregivers also do piece jobs to buy food for the elderly. 

· Teaching people about HIV/AIDS and how to prevent it. Warn people that “the number of orphans in the village is increasing because of HIV; let us prevent this disease to lessen the number of orphans”. Advise people to abstain. 

· Encouraging people to be tested.

Most of the caregivers have a day job as well, so they take care of their patients/clients after work. Caregivers reported that they visit patients on average twice a week. Patients in Gladstone are visited three times a week.  Caregivers meet on Saturdays at the orphanage to “discuss important issues; we advise each other”. Once a month they try and visit other villages and meet various committees. 
With regard to report writing, one volunteer from each area takes on the task. Everything the volunteers have done is written on forms by the individual counsellors. The elected report writer then compiles the report from these forms. 

The programme manager mentioned that fewer HBC visits are made in the rainy season, because then the volunteers need to work in their home gardens. In the “dry season” they have more free time to do volunteering.

3.3 Referrals for STI services

RHAP has been funding an STI clinic in Mulanje since 2002.  During peer education outreach activities, peer educators discuss the symptoms of STIs with the audiences.  After the discussions they refer the people to the STI clinics.  In addition to the RHAP-funded STI clinic in Mulanje, clients are referred to the nearby government health center and mission health center.

4 Project Achievements/Participant benefits 
PROJECT HOPE activities have been running since 2001.  The project feels that they have executed their work plan and no other activities are pending.   According to the project staff the programme has achieved what it set out to do.  

Whatever was planned, we’ve managed to accomplish. (Programme manager)

We have (achieved our objectives), but we still need to do more. (Project co-ordinator)

Specific achievements/benefits that were mentioned are discussed below: 

4.1 The effects of RHAP on the organization’s capacity to implement HIV/AIDs interventions
The evaluation reviewed the effects of RHAP support on the organization capacity to implement HIV/AIDs interventions.
4.1.1 Capacity building 

Members of staff reported benefiting personally from the programme. The programme manager feels he has benefited personally because of the knowledge acquired, and the project co-ordinator reports gaining “a lot of experience”. One of the service providers reported: “I have really improved my skills: interaction skills, counselling skills. And I went to computer training”. HBC respondents felt it was an achievement that they had learned to be more self-reliant: “It’s been really helpful that we can now rely on ourselves”.  The project has also been able to create networks that have been very valuable.
During the funding period, RHAP provided short courses that have now been used “in other projects carried out within the organisation”. The project also gained office equipment and computers. PSG assisted with specific technical issues like peer educator curriculum development, and project assessment. FHI also sent a technical support person from Zambia to assist Malawi in how to run the STI clinic. I would say technically, as we get to an end of this project, we are quite an experienced team – a team that knows what the project is all about (Project coordinator). 
4.2 Beneficiaries’ perception of the benefits of the program
The evaluation also reviewed the beneficiaries’ perception of the benefits that were brought about by the CoH programme.  The main beneficiaries were the communities, peer educators; home based care volunteers, the care givers and transporters.
4.2.1 Peer educators

Peer educators were mentioned as a corner stone of the programme by CSWs and transporters: 

Peer education is good, because the message is readily available to everyone (transporter)

One of the service provider felt that a strength of the programme is the increased commitment among peer educators. 

Most of the respondents in these groups were invited to an initial training by a friend or an existing peer educator. Respondents “learned of things we never knew before”:

I thought what we learned was good, so that’s why I decided to take part. 

Respondents became involved because they thought that what they had learnt could help others: 

After the lessons I realised that I had greatly changed, so I thought I should also teach my friends, so that they also take part. 

So we came here, we were taught. And I saw this was a good thing, and that we should teach our friends.
The majority of the respondents felt that their involvement would enable them to help their friends and the community: 

I was very happy to take part so that I could also teach my friends.

Now I am able to let my friends know. 

I took part … because I wanted my friends to be helped. Project Hope helped me by educating and training me; I also wanted to help those that were far away from Project Hope, so that they also get the message in their area. 

I thought of working whole-heartedly by taking part to teach our friends and others who didn’t know anything. Now they do have an idea of what they didn’t know. 

One of the challenges mentioned by peer educators is having the community “point at us as having the disease”. Now things are changing: “At first we were being despised, but now our friends envy us for the way we explain the message we get from the office”.
Respondents reported that people are now using condoms, and they are getting tested and know their status. There are, however, still a number of people who too “scared” to have their blood tested. One of the respondents felt that the chiefs should get involved with encouraging people to get tested. 

4.2.2 Home Based Care volunteers
Community members, CSWs, and transporters all felt that HBC is a strength of the programme. According to one of the service providers, care supporters encourage patients “to go and seek some medical help”. Relatives of patients have also been encouraged to care for patients: “the relatives eventually started to come and support these patients, because if somebody who is not even our relative is able to come and support this person so what is wrong with us, let us also support.”  

Community focus groups reported they had learned how to take care of the sick. One respondent felt that the needs of the community were fulfilled because people needed to change their sexual behavior and orphans needed to be taken care of. Project Hope also fulfills the needs of the community by providing “soap, firewood, and other different things”. 

Respondents feel that the community appreciates their efforts:

We are taking care of the sick, taking them to the toilet and back, and when they ask us to do something for them we do it. And the people praise us for the job we are doing.

They have accepted our works very well. 
Respondents felt that “people in the area think this (the work they do) is good” because the sick need to be taken care of, and people in the community do not always know how to take care of the sick.

People in our areas are happy with what we are doing in our areas because previously they didn’t know how to go about taking care of the sick people…. Some people around here don’t have anybody who can take care of them. 

After I had learned and went back to the village, I started taking care of the sick. I would draw water for them, sweep and mop the house, and get them paraffin. And they were very grateful for that.  

People back home are happy with our works. When someone is sick somewhere and we don’t know about it, the people rush to tell us so we go there to help them. 

One of the respondents mentioned that the project complements their cultural norm of taking care of the sick at home. A common theme that came out of the discussions was that the communities were grateful to the counselors for making the truth known to them: 

People in my area think that we are helping them with a lot of things, because they used to think that there were acts of witchcraft when there is an outbreak of diseases. But after they got counseled by us, they now realized the truth.
4.2.3 Bicycle riders/Transporters and the youth 

Drop-in centres have been established and are being frequented by the community: “our place is always full and it is not even enough to accommodate all the people at one single time.” (Programme manager, project co-ordinator).  Transporters and the youth make use of the drop in centres.
4.2.4 Care givers

The major achievement according to this group is the knowledge the programme imparted, including teaching people not to discriminate against those who are HIV positive and orphans. Respondents felt it was an achievement that they had learned to be more self-reliant: “It’s been really helpful that we can now rely on ourselves”.
4.3 Perceptions of the changes in the community brought about by the program 

The evaluation brought out very important issues with regards to the perceptions of the communities.  The change in perception can be seen in the knowledge of HIV/AIDs, VCT uptake and knowledge, use of condoms, and knowledge on STIs. 
4.3.1 Knowledge of HIV/AIDS

One of the service providers reported it is an achievement that people now know “that there is this dreaded HIV/AIDS”. HBC respondents report that the major achievement of the programme is the knowledge the programme imparted – people “now understand” the dangers of HIV/AIDS.
Peer educators felt that they themselves had learnt about HIV/AIDS:

I never knew how one can contract AIDS … and now I know how HIV/AIDS is contracted and how to prevent it. 

In the past I never knew anything, like there are diseases transmitted through sex. But when I came here to take part, my head was enlightened.  

Respondents in the CSW focus groups reported that it was a strength of the programme that it has taught the community a lot: “They have made known to us a lot of things”. They stated that peer educators “come every now and then to remind us, so that we don’t forget what we learned”
Respondents in the community focus groups reported an increase in knowledge. They reported they had learned: 

· How to prevent the transmission of HIV and STIs

· To have protected sex or abstain

· The importance of getting tested

· The importance of getting ARV treatment early on

· “That having HIV isn’t the end of a person’s life; you can still live longer by being physically fit and eating a balanced diet”

· That you can’t tell someone has HIV by looking at them

· That “sexual cultural practices (such as having sex after initiation) are not good to our everyday life” as they increase the risk of getting HIV/AIDS 

This programme has enlightened us a lot about HIV/AIDS. In the past we did not know about abstinence, but when PROJECT HOPE came we now know the dangers of unprotected sex, and if we can’t abstain we use a condom.

A baseline and a follow up survey were carried out in Mulanje and knowledge levels were shown to be very high in both surveys.  The findings reflected a 100% HIV/AIDS awareness in the community and this consistent with the 2000 Malawi Demographic and Health survey findings  

The extent of the knowledge imparted can be supported by the numbers of people reached by the peer education programmes.  In total, the programme reached almost 400 000 people including repeat attendees during their outreach activities. 
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Graph 1: Number of people reached

There was a decrease in the number of people reached because there was a change in target groups in 2004.  In 2003, PROJECT HOPE had more than 3 target groups and was able to reach a lot of people.  RHAP then advised them to target only two groups and thus the number of people reached also dropped.

During in-depth interviews, CSWs and transporters reported that strength of the programme was the information offered on HIV/AIDS, STIs and VCT. Video and drama activities were seen as strong point by both CSWs and transporters “because people learn faster from these activities” Four of the CSW respondents reported that they have learned that safe sex is the best: “No condom, no sex”. Other mentions included: 

· Get treated for STIs 

· Be faithful, abstain, or use a condom 

· Condoms prevent contracting of HIV/AIDS and STIs 

· Don’t have multiple partners 

· Use a condom if you do have multiple partners 

· Go for VCT 

· Don’t trust your partner with your sexual health 

Eight out of the ten transporters interviewed reported learning that safe sex is the best: “No condom; no sex”. Other mentions were: 

· Go for VCT 

· Be faithful, abstain or use a condom 

· Use condoms correctly 

· Don’t have multiple partners 

· Get treated for STIs 

Behavior change was a big component of the program.  During the focus group discussions, respondents spoke freely about the changes.  

In the past, people were moving by their bad conducts. But when we came and started counseling them, they have greatly changed their behaviour for the good. For example, some were not married, they were just fooling around, but now they are married and settled because of the counseling they got from us.

HBC respondents report that people are now able to abstain. 

Community members report that men have changed their behaviour: “Our husbands are now behaving well, because they are afraid of HIV/AIDS”.

It is true that this programme has helped us a lot. As men we could go out with several women without any consideration to our wives. And yet, when you get sexually transmitted diseases, it was your wife who was taking care of you and not those other women. With the coming of PROJECT HOPE, and sensitising us on the dangers of HIV/AIDS, we now realise that we should remain faithful to our wives… When PROJECT HOPE came with this programme, the men have changed.

 People now also have the freedom to talk about HIV/AIDS with their partner, which they did not have before, and which has led to a new openness in families: 

What we have learned from PROJECT HOPE has opened us up. We are able to discuss with our husbands about this disease so that our children are not left as orphans at an early age.

The teachings of and advice from PROJECT HOPE has actually changed things for the better in the families due to regular interactions with our husbands.

All I want to say is I thank PROJECT HOPE for coming up with this programme. We have learned a lot, and there is a lot of improvement and understanding in our families. This programme should have come much earlier. 

Community groups also reported the following ways that people have changed their behavior:

· People are more willing to consider abstinence.
· People use a condom if they can’t abstain from sex

· People masturbate rather than engage in casual sex
· You try to “be faithful to your wife, don’t search for other women
· “A lot of girls were involved in prostitution, but with the advice from PROJECT HOPE most of them have now changed”

· “Young ladies” were previously “disobedient” and would “prefer just to fool around and not get married”: “This went on for a long time, but when this organisation came, young ladies have greatly changed: they are now seeking marriage”.

· “Also boys have changed their behaviour; they are not practicing unsafe sex, as they now know the consequences.”

· “Young men and women have changed” and are now spending more time on activities such as sport, rather than engaging in sexual activities. 

Eight of the ten CSWs reported that they are no longer having unprotected sex, because they are now aware if the dangers of doing so. Other mentions were: 

· I now have one partner 

· Because I am informed, I now make conscious choices about my sexual health 

· I have gone for VCT 

· “I am able to talk about HIV/AIDS freely and the dangers of the disease” 

· I now know how to live as an HIV positive person – I participate in activities and eat nutritious food 

· I try and encourage those who are HIV-positive 

Three of the transporters reported that they now only have sexual intercourse with their wife. Other mentions were:

· I no longer have multiple partners 

· I now have protected sex 

· I don’t share razor blades anymore 

· I get treatment quickly if I have an STI 

· I now educate people about HIV/AIDS 

· I no longer take women up on their offer of sex 

· I no longer just sleep around 

· I am planning to go for VCT 

· I am now concentrating on making money for my family, and no longer accept sex as payment 

· “I have started participating in groups which learn from peer educators” 

4.3.2 Stigma reduction

Another change that came out strongly during the evaluations was stigma reduction.  HBC respondents felt an achievement of the programme is teaching people not to discriminate against those who are HIV positive or against orphans. There is less “discrimination against the sick” now, “unlike the way it used to be. Patients are now being taken care of properly”. 

Community focus groups reported that they had learned not to discriminate against those who have HIV/AIDS – “We no longer shun them. They are people like us, and we need to look after them just like any other sick person”. They also reported learning that having HIV/AIDS “does not mean that is the end of everything”. It has taught people not to be afraid of people who have HIV/AIDS and how to take care of these people. 

One of the transporters reported that since his interaction with the programme, he tries not to stigmatise or segregate people with HIV/AIDS.

4.3.3 Voluntary Counselling and Testing
In 2005, the project only supported one VCT site.  It implemented another VCT site when it expanded its programme to Mwanza another boarder town.    VCT services were thus established at drop-in centres and the programme manager, the project co-ordinator, both service providers, peer eductors, and HBC report that people are making use of them: 

A lot of people, especially the youth – who are our future leaders of tomorrow – are coming in to know their status.

Community focus groups reported that they had learnt the importance of getting tested. And “to say ‘no’ to proposals by men, and to tell them to go for an HIV test first if they are serious about the relationship. Almost 13 000 people were referred for VCT in 2005.  
CSWs, transporters and community members all reported that encouraging people to get tested is a strength of the programme. 
4.3.4 Condom distribution

Condom distribution is very important in the program.  Even though peer educators encourage abstinence they also offer condoms for those who still have to engage in sex. In 2002, the project supported and stocked only 17 male condom outlets.  There was an increase in the number of condom outlets as shown by the graph below.
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Graph 2: Number of condom outlets in Mulanje
As the number of condom outlets increased, the number of condoms distributed also increased. In 2005, there was a shortage of condoms and thus fewer condoms were distributed in that year.
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Graph 3: Number of condom distributed
Respondents in the CSW groups, the CSW in-depths, and transporters mention condom distribution as a strength of the programme. Having access to condoms is seen as personal benefit by both CSWs and transporters.

One of the service providers reported that 85-90% of people now know the importance of using a condom.  Both of the service providers, peer educators, and HBC stated that there is “an increased demand for condoms amongst the community members”. One of the service providers reported that women are now coming “on their own to collect condoms, because they say ‘I want to safeguard my own life’”.
4.3.5 Sexually Transmitted Diseases
In all the components of the program, there is emphasis on STIs.  Peer educators and care supporters discuss STIs during outreach meetings.  RHAP supported one STI facility from 2002 to 2004.  PROJECT HOPE expanded its activities to Mwanza and then established another STI facility. 

A major achievement of the programme is that people have realised the importance of early treatment of STIs and are going to the STI clinic (as mentioned by both service providers, project co-ordinator, and HBC). Peer educators mentioned that people with STIs have been referred to various hospitals, where they get the medical attention they need.
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Table 4: Number of people referred to STI facilities
The statistics show that the communities became aware of STI symptoms and more people started reporting to the STI clinics

HBC volunteers reported that the office “is now distributing medication for free to those with sexually transmitted diseases because the office is nearer than the government hospital, due to the problem of transportation”. Respondents in both CSW focus groups, the community groups, and the transporters mentioned free medication for STI treatment as a strength of the programme. 

Community focus groups reported that they had learned more about STIs 

4.4 Community mobilization

It is important for community projects to focus on community mobilization. PROJECT HOPE focussed on meeting the needs of their communities, and ensuring community participation 
4.4.1 Meeting the needs of the community

All respondents seemed to feel that the programme has met, or was relevant to, the needs of the community. The programme manager and project co-ordinator believe that the project was relevant to the needs of the community because it addressed “knowledge gaps, behaviour gaps, as well as practice gaps” that were identified during the baseline assessment.

A baseline survey had to be conducted just to establish what are the needs of the people in this area. And the responses that we got from the community is what was put in the proposal, and these are the things that we started implementing. And as we started implementing, you know addressing these issues, we still continued interacting with the community, the local leaders, to get more ideas, to get a feel of the impact of the project, to get feedback from them. So, from these comments, regular meetings that we have had with local leaders, these regular meetings have helped us to get a feel of the project. So, we really feel it actually addressed the needs of the people because we have received encouragement from them. Please don’t stop; please continue; please do this; even suggesting more ways on how best we can implement this project. So, that really shows that we are tackling issues that really affect them.  (Project co-ordinator)

One of the service providers felt the project is relevant because “almost every family here has lost members of their families due to HIV/AIDS”, and the programme helps to prevent the transmission of HIV/AIDS and assists those who are already sick.

Limbuli peer educators felt that the needs of the community had been met because they “are getting knowledge”. Peer educators in the second group felt they had met the needs of the community because the people “can have longer lives because of the advice we impart to them”. Two respondents mentioned that people’s needs are also met by the peer educators referring them to various hospitals.

When they go to the hospitals and get helped, they come back to us to tell us that they have gone to the hospital and got helped. 

One respondent reported that people who have been taught about condoms “do come and ask for some”, which the respondent believes also indicates that they have fulfilled a need. 

Home-based caregivers felt the needs of the community have been met because the sick and the orphans need to be taken care of. PROJECT HOPE also fulfills the needs of the community by providing “soap, firewood, and other different things”. Respondents feel that the community appreciates their efforts:
We are taking care of the sick, taking them to the toilet and back, and when they ask us to do something for them we do it. And the people praise us for the job we are doing.

They have accepted our works very well. 

People in our areas are happy with what we are doing in our areas because previously they didn’t know how to go about taking care of the sick people…. Some people around here don’t have anybody who can take care of them. 

After I had learned and went back to the village I started taking care of the sick. I would draw water for them, sweep and mop the house, and get them paraffin. And they were very grateful for that.  

People back home are happy with our works. When someone is sick somewhere and we don’t know about it, the people rush to tell us so we go there to help them. 

One of the HBC respondents mentioned that the project complements their cultural norm of taking care of the sick at home. Another HBC respondent mentioned that the community was grateful to the counselors for making the truth known to them: 

People in my area think that we are helping them with a lot of things, because they used to think that there were acts of witchcraft when there is an outbreak of diseases. But after they got counseled by us, they now realized the truth. 

The majority of respondents in the community groups felt their needs were met because they needed to be “enlightened. Even the youth have been enlightened”. Community members from Gladstone felt that the relevance of the programme “lies in the teachings on HIV/AIDS” in that people need to know “how we can take care ourselves to prevent this disease, and how one can get it”. Project activities were seen as relevant because the community needed to know about condoms and how to use them: “in all honesty they have helped us a lot”. 

There are some people who didn’t know how to prevent AIDS or where to get an AIDS test. But now these people are taking part in AIDS prevention because they have gained knowledge. 

4.4.2 Community participation
According to the project staff, it is an achievement that the community has participated in the project by becoming volunteers: 

Some of the members have been here to enroll as peer educators, others as home based care group members. (Service provider) 

Both of the service providers felt that community members also participate by making use of the services offered by the programme. 

5 Challenges experienced and overcome
A number of different challenges/problems areas were reported. It must be noted that a number of them are staff issues. 

5.1 Challenges in the community
There were a number of challenges that were faced by PROJECT HOPE.  They managed to resolve some of the issues though there is still need to address some of the issues
5.1.1 Community acceptance
The project co-ordinator and one of the service providers reported that “the community at first had some negatives”, and believed the project would promote adultery and promiscuity: 

I think in the first place the community thought that the coming of this project will promote adultery in the sense that, if we advocate condom use, the people will be very loose. But then later on they actually discovered that we are doing a very good job. (Service provider)

All project staff believe the community has now “responded very well” and “positively” and “have been very supportive” of all the project activities. One of the service providers reported that the community now “welcomed the project”.

Peer educators too mentioned the initial negative reaction from the community:

· People “swearing at me and calling me a whore”. 
· People would “say that all of us who are involved in this programme are HIV positive”.

· People would “point at us as having the disease”.

The situation has, however, improved: 

But now it’s a different story because a lot of people are supporting us, encouraging us, and some people have even started using condoms. Now I am happy. 

At first we were being despised, but now our friends envy us for the way we explain the message we get from the office.
5.1.2 Voluntary Counseling and Testing
Peer educators report that a number of people are still too “scared” to have their blood tested. One of the respondents felt that the chiefs should get involved with encouraging people to get tested. 

5.1.3 Orphans and Vulnerable Children
Project staff members all feel that more needs to be done for orphans. According to the programme manager, OVCs are “a growing area of concern… it is indeed an area that we need to look at”. The programme manager believes that if they were implementing a comprehensive HIV/AIDS programme in the area, rather than targeting one or two groups, then OVCs would receive the necessary attention.

5.1.4 Behaviour Change 

Project staff members mentioned the complexity of implementing a long-term strategy such as BCC. 

You know it is difficult for somebody to change in a day. (Service provider)

Change on behaviour doesn’t just come all of a sudden; it’s a gradual thing. (Service provider)

The major challenge for behavioural change is that it’s long-term – it takes time. And for the project funding cycles that have been yearly cycles of funding, it’s very difficult within a short time to really see any behavioural change. (Programme manager)

It’s very difficult to change somebody, to change the attitude of an individual, unless you take your time. (Project co-ordinator)

5.1.5 Drop-in Resource Centres
Respondents in the CSW focus groups complained that PROJECT HOPE need to show videos about AIDS. Often people go to the PROJECT HOPE offices to watch videos, and they find that music videos are being shown.
Respondents in the community groups expressed a concern that sometimes the dramas that PROJECT HOPE uses to convey HIV/AIDS messages to the community are too explicit for young people to watch, and that the dancing in the dramas is too provocative:

There are times when the drama groups that are organised by PROJECT HOPE don’t censor their drama, and we feel this is not good for the children that patronise the dramas.  

Just a small comment: we are not against PROJECT HOPE – they have advised us a lot of good things – but sexually provocative dancing will not do any good to our youth. 

5.1.6 Condom Distribution
Peer educators, respondents in both the CSW groups, and transporters mentioned that there is sometimes a shortage of condoms. Limbuli peer educators mentioned it is a problem that community members mistrust the “free condoms”:

Most of the users of free condoms complain that they are not nice compared to those being bought, like Chishango and Manyuchi. As a result they refuse to accept the locally distributed condoms and prefer buying commercial condoms like Manyuchi.

Respondents in the Limbuli CSW focus group mentioned that there are still a lot of rumours about condoms being bad things and causing cancer. People obviously still need to be educated further about condoms and their use.
5.1.7 STI services

Peer educators in Limbuli mentioned that the STI clinic does not always have medicines:

There are times when we send a person there, only for them to be sent back because there’s no medication, and the person stays for two or three days without receiving medicine because the government hospital is very far from here. The 7th Day Adventist hospital cannot help most of these people because they can’t afford the fees.

5.1.8 Home Based Care
The project co-ordinator feels they are “so limited in terms of how we handle them (the HBC patients)” because they do not have food or medication to give to these people. The project co-ordinator believes that the HBC patients have high expectations of the caregivers and they “want us to do more than what we are doing now”.

HBC respondents concurred that they do not have everything they need for their patients. They mentioned the need for medication, gloves, mosquito nets, and more staff. One respondent mentioned that caregivers even give their own clothes to help their patients.
Home-based care counselors would like to be able to provide their patients with food – it is hard for someone to “listen to us or pay attention because they are living on empty stomachs”. Home-based care counselors “feel sorry for them, but then even we ourselves are finding difficulties in getting the food that we eat, and we can’t share the little we have”.  All counselors can do is suggest that the patient prays and asks for food from relatives. 

One of the HBC respondents concurred with the project co-ordinator that expectations are a problem. It is problematic that “when these sick people see you coming to them, it’s like their problems would end there and then … they hold great expectations from us? How do we manage this problem?”
5.2 Programme Staff challenges
PROJECT HOPE makes use of peer educators (“the ladies who walk around”), bicycle riders, and home-based caregivers. The home-based caregivers feel “the works we do are similar”. They feel, however, that they are not treated the same as the other volunteers in the program. 

The works we do are similar. And, looking at the three groups, we are the ones that work harder than the others, because taking care of the sick is not an easy thing. Sometimes you find that the person is cursing us, beating us up, but we still find ourselves going back to the same house. But when there are activities they (PROJECT HOPE) leave us out. They leave us out in the sense that there are certain activities we don’t take part in… they only involve the other two groups – the bicycle riders and ladies we talked about. 

So that worries us, considering the fact that the works we do are related. But why are we left out? Is it because we are not doing our job well, or is it that the others do their job better than us?

We are not being taken care of because all the bicycle riders have IDs and certificated, while we don’t. 

Another thing is that our friends received hats, bags, and umbrellas, but we weren’t given anything. We have been asking for these things, but up to date we haven’t been given anything. So, we feel they sideline us and put the other groups on the head. 

Respondents also complained that the other two groups (the bicycle riders and peer educators) get to visit Mwanza, whereas home-based caregivers “don’t get a chance to go to the areas to show our talent like our friends do”. 

I was thinking that since our works are similar, they should have been taking a few people from each group so that we can get a chance to visit these areas. 

One of the respondents suggested that home-based caregivers be given uniforms to distinguish them from the bicycle riders: “People should know that we are home-based care and not bicycle riders”. 

Peer educators mentioned there are only a few peer educators in the area they are based in.   There is a need to increase the number of peer educators.
For example, in my case, we are only 4 and it becomes difficult to go round all the villages.

Community groups complain that are too few peer educators and, as a result, peer educators do not visit frequently enough. In Gladstone village they report that months go by between visits. Transporters reported there are not enough peer educators and not enough female peer educators. 

Peer educators in both focus groups mentioned it is problematic that their allowance is not enough for them to take care of themselves. Some peer educators reportedly left because “of low allowances”, and others have to continue to do sex work to support themselves. 

Transport is a challenge for all volunteers.  They would like to have bicycles to make trips during outreach. 

HBC respondents report that because of transportation problems, it is difficult to visit patients in villages that are far away: “Sometimes we may only visit them once a week, because the villages are too far away, while those who live nearby are visited frequently”. Respondents would also like to be provided with bicycles so that they can take patients to the hospital.
5.2.1 Challenges with reporting and training
Limbuli peer educators complained about the reporting forms changing:

You find that they’re giving you this form today and tomorrow they give us another different form, and thus we can’t get used to the forms. 

Yes, they confuse us. You may get used to one format, only to find that it has been changed the following week, and it goes on like that. They should’ve just had one format for us to use. 

Limbuli peer educators reported that they were not involved in the changing of the forms. 

Other peer educators also complained that the forms had changed: “They give us forms, and when we come we find that the forms have completely changed. They are confusing us”. Once more, peer educators were not involved in changing the reporting forms: 

No, we don’t take part. They just tell us the form has been changed, so we will need to use the new one.

As with the peer educators, HBC complained that the office keeps on changing the reporting format:

They keep on changing the report and it becomes difficult to adapt to the writing. For example, this week or month they give you another report, and the next month you have a new form. So, we don’t get used to the format of the report. 

The office also changes the date for submission of the HBC reports at the last minute:

Sometimes we get confused because they may tell us to come on the 17th, and we keep to that date, only to be told without notice that we should come on the 14th. And this limits our time to prepare our reports. And sometimes it may so happen that the person who is supposed to hand in the report has gone away, but is remembering the 17th. 

One HBC respondent mentioned that they also don’t get any feedback on the reports they submit. 

Training was not a major issue but one of the HBC respondents felt that she cannot effectively teach people in the community what PROJECT HOPE has taught her: 

Hope teaches us ways in which we can prevent AIDS, and how we can take of people suffering from the disease. But we fail to tell it to the people the way we were taught, because we lack training. When one receives enough training you are able to teach others. So, we would have loved it if we could go for training. 

6 Lessons learned and things to do differently 
6.1 Funding

The programme manager and co-ordinator reported that yearly funding cycles were too short to effectively plan in a longer term, and believe that longer term funding would be more effective. 

6.2 Expansion of the program

PROJECT HOPE is doing a lot of good work in Mulanje.  There is a need to expand to other areas where there is a need.  PROJECT HOPE have implemented a successful program.  They have had a baseline and a follow up survey.  They have looked at lessons learned and how they can have better programmes.  Because of this experience they feel that they should expand the program.  They expanded to Mwanza in 2005.  

RHAP funding was limited to two target groups.  PROJECT HOPE feels that they are missing out on reaching some of the essential groups in their target areas.  Therefore there is a need to expand the target groups.  The same feeling was shared by the volunteers.  For peer education, they have a model that can be replicated in other areas.
Through the RHAP program, the project has learned how to do community mobilization.  And therefore in-order to offer a more comprehensive HIV/AIDS programme, the programme manager feels that they need to expand their target groups.  The project co-ordinator believes that the project should have included OVCs. 
One of the service providers felt there needs to be more assistance for the most vulnerable groups– the orphans and the elderly. The same service provider and the project co-ordinator mentioned that it is necessary to involve youth in distributing messages to their peers. Youth were at one stage involved in PROJECT HOPE’s work, but this was phased out because it was decided to mainly target bicycle riders and commercial sex workers. 

6.3 Home Based Care
HBC at PROJECT HOPE sites was found as a necessity during all focus group discussions.  However, there were limited resources to fully support this program.  Project and HBC staff report that better supplies are needed for home-based caregivers. The ideal would also be to have an ambulance to transport the sick in. HBC staff needs also more training and more visits need to be made to HBC clients. This, of course, implies more staff/volunteers being recruited:

We shouldn’t go there every two weeks. Maybe each and every two days we go there. Because, you see somebody today, and you wait for two weeks. If that person is very sick, do you think we would find that one alive? Never. You haven’t achieved anything.

Transporters expressed a need for HBC in their villages, and asked for more HBC providers. 

6.3.1 Training

The most valuable lesson that PROJECT HOPE appreciated was the importance of training in community programmes. PROJECT HOPE appreciated the training that was given by RHAP.  However they would have liked FHI to provide training for VCT counsellors. Peer educators would like further training: “we keep on using the very same things that we learned, and we keep repeating these very same things. So I wish there were other ways to teach us new lessons”. Home-based caregivers mentioned the need for more training, especially about medication, “so that they have confidence when talking to these people (in the community)”. 

With peer education you can recruit volunteers from the same neighborhoods and thus transport does not become a very big challenge.  It becomes a big challenge for home based care volunteers when they want to take patients to the hospital.  However PROJECT HOPE staff felt that there is need for bicycles for all volunteers

There were a lot of changes during the RHAP funding.  These included change of reporting forms and change of target groups.  Even though the changes were explained, the changes took time to be implemented on the ground.  Volunteers did not understand why things were changing every time and again.  The lesson is to finalize reporting forms at the beginning of implementation of a program.  The same applies to target groups.  This will allow the training of volunteers to take place easily.  It will also allow better allocation of resources.

It was felt by both staff and volunteers that there is a need to plan more often and do forecasts more often.  Volunteers managed to carry out their outreach activities but feel that if they had planned more they would have done better.  They also felt that they could not cover a very huge area because they were not enough volunteers. CSWs focus groups, CSW in-depths, transporters and community focus group respondents reported a need for more peer educators. Community respondents also mentioned a need for more female peer educators. It is not easy for a woman to speak to a male: “if a male peer educator goes to a married woman, the husband would think the two of them are dating”.

The project felt that it needed more technical resources like computers
7 Concluding Remarks 

From the evaluation, the RHAP program seems to have had an impact in the communities. The volunteers appreciated the benefits of the program.  PROJECT HOPE staff enjoyed working on the program and seems to have learnt a lot through the training that was offered by RHAP. The communities appreciated PROJECT HOPE working in Mulanje.  They testified that there has been reduction in stigma and a change in behaviour.   PROJECT HOPE staff clearly see the programme as worthwhile and are dedicated to seeing it continue. The programme manager and co-ordinator would like to see FHI continue to provide funding “because the battle is not yet over”. 

We are receiving more people at the STI clinic. We are receiving more people at the VCT centre. Now, if we stop today, where are those people going to? Because we have already established this trust between us and the community; those people will want to come to PROJECT HOPE and not any other place…. So, I would love FHI to continue this project. (Project co-ordinator)

According to the programme manager and project co-ordinator, PROJECT HOPE is currently looking for more funding to sustain their activities: 

I would say our plan is that we should continue with what we’re currently doing. And we want to bring in more care and support activities; and we were even thinking of expanding beyond the current target group, our sex workers and transporters, because statistics from within our structures have shown that even STIs are more common amongst the general population around the border area. (Programme manager)

The next action is submission of proposals. We are not sleeping; we are trying to make sure that we fight tooth and nail to make sure that come September, January, we have funding…. So we will be seeing what is happening. But if it happens that we are not continuing, the blow will be on the community definitely, and that will be regrettable. (Project co-ordinator)

Should the programme continue, what changes could be brought about: 
· Make use of longer-term funding 

· Expand the programme to more areas and more target groups 

· Have better supplies for HBC e.g. food, gloves, medication, bandages, vitamins and supplements 

· Have more HBC staff 

· Have transport for HBC staff 

· Have more training for HBC staff 

· Treat HBC staff on the same footing as peer educators 

· Have transport for patients 

· Have more peer educators, including more female peer educators 

· Have transport for peer educators 

· Have more training for peer educators 

· Have better allowances for peer educators 

· Standardize reporting forms in conjunction with staff

· Ensure there are always enough condoms 

· Don’t let the dancing in the drama shows be too provocative. 

A major red light for PROJECT HOPE Malawi appears to be the feeling of dissatisfaction among the home-based care workers. They feel highly unappreciated and very uncertain about their performance. This area needs to be addressed urgently. 

As a final remark, it seems PROJECT HOPE managed to achieve their main objective of increasing HIV/AIDs knowledge in Mulanje.  In more than half of the in-depth interviews done with CSW and transporters, respondents reported they had learned that safe sex is best: “No condom, no sex.” Seven of the CSWs and eight of the transporters reported that they now know how to prevent HIV/AIDS. More importantly the knowledge is translating into behaviour change – eight of the ten CSWs reported that they are no longer having unprotected sex. The target population also highly value the programme – all ten of the CSWs felt that the programme had no weaknesses, and seven of the ten transporters shared this view.

If it weren’t for you (PROJECT HOPE) we would have been dong things which would have cut short life. 
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