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Executive Summary
Background
Malawi has been implementing community case management (CCM) of major childhood illnesses since
2008, implemented by trained health workers known as Health Surveillance Assistants (HSAs). The
Institute for International Programs at Johns Hopkins University (IIP-JHU) and the National Statistical
Office (NSO) in Malawi have been commissioned by the Canadian International Development Agency
(CIDA) and the Bill & Melinda Gates Foundation (BMGF) to conduct an independent evaluation of the
Rapid Scale-Up program in Malawi, within which the CCM program is a key component. IIP-JHU is also
working with Save the Children on the Translating Research into Action (TRAction) project. The
“Integrated Community Case Management (iCCM) Program CCM: Improving Data to Improve Programs
(CCM-IDIP)” project is part of TRAction and supported by the United States Agency for International
Development (USAID)1. The CCM-IDIP project aims to improve routine and episodic monitoring of CCM
programming in order to strengthen implementation and enhance the overall impact of CCM
implementation on child survival in Malawi and globally. Program implementers and evaluators need to
assess the scale-up of the overall program, including the strength of program implementation at the
field/population level.
The Malawi Ministry of Health (MOH) and partners have agreed on a key set of CCM program indicators
for use in tracking the strength of CCM program implementation. The indicators focus on HSA
deployment, training, utilization of services, drug/supply stocks and supervision. However, the routine
monitoring systems for CCM are still being scaled-up to generate quality information. An alternative
method for measuring implementation strength is needed in the interim until routine systems are
operational to provide information on how the program is performing on the ground. This study tests
the validity of a method for collecting CCM implementation strength indicators through cell-phone
interviews.

Objectives
1. To determine whether telephone interview with HSAs is a reliable approach for measuring CCM
implementation strength by validating their responses through visits to the village clinics and
health centers.
2. To identify CCM implementation strength indicators suitable for measurement through this
approach.

1

Translating Research into Action, TRAction is funded by United States Agency for International Development
(USAID) under the cooperative agreement number GHS-A-00-09-00015-00. The project team includes prime
recipient, University Research Co., LLC (URC), Harvard University School of Public Health (HSPH), and sub-recipient
research organizations.
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3. To explore the comparability between the results produced through the telephone interview
and MOH and partner CCM monitoring records.
4. To determine the financial cost of collecting data on CCM implementation strength through
telephone interviews.

Methods
This validation study randomly selected CCM-trained HSAs in two districts: Dowa and Ntcheu. We
compared information provided by the HSAs through cell-phone interviews with information obtained
through “gold standard” observations of drug/supply stocks at the village clinic and
supervision/monitoring records at the health center.
The District Health Management teams were notified of the activities in advance of the study and
provided with a list of randomly selected health centers. The interviewer teams began at the selected
HSA’s assigned health center, interviewed HSA supervisors and reviewed routine monitoring reports and
records. This information was used to compare to HSAs’ cell-phone responses for events occurring in
the previous three months: supervision, mentoring and drug stock-outs. The interviewers began at the
health center to minimize risk of a supervisor observing specific HSA responses and to protect
confidentiality.
We then attempted to contact the selected HSAs via their cell-phone. If we were unable to reach the
HSA by telephone after four attempts made at different times of the day over a period of three days, the
HSA was assigned to an alternative group to be interviewed face-to-face at a health center or at their
village clinic. To provide fully-informed consent, we explained to HSAs that a follow-up visit would be
conducted in their village clinic to observe the CCM register, drug stocks and other supplies/records.
After the HSA interview, the survey teams visited the village clinic of the interviewed HSA to review
drugs stocks, supplies and the CCM register. While at the village clinic, the interviewers administered a
short questionnaire to the HSA to determine whether there were any differences in the data reported
by the HSA versus the gold standard, observation-based validation data. If discrepancies were found,
the interviewer administered a short questionnaire to the HSA to determine the cause of the
discrepancies.
The analysis focuses on the validity (sensitivity and specificity) of responses obtained from the cellphone interviews, compared to direct observations. We established 80% as the criterion for considering
the results produced by the cell-phone method as adequate for use in program monitoring and
evaluation. A supplemental analysis compares the information obtained via cell-phone to that obtained
through face-to-face interviews with HSAs unable to be reached by telephone.
We also compared the results obtained via cell-phone and observation to those included in routine
reports by implementing partners and the Ministry of Health, and estimated the financial cost per
completed cell-phone interview.
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Results
For this study, we randomly selected 250 CCM-trained HSAs; 241 (96%) were available for interview and
of those 200 (83%) were reachable by cell-phone for the interview. The remaining 41 (17%) were
interviewed face-to-face at the health center or their village clinic. This validation study focuses on the
200 randomly selected CCM-trained HSAs interviewed by cell-phone. Complete sets of forms for the
past six months were available at the health center for only 46% (91/200) of HSAs interviewed by cellphone. For those indicators requiring validation through routine forms, we excluded those HSAs with
incomplete forms from the analysis.
The gold standard observation results for the cell-phone interviewed HSAs indicated that that 100%
(200/200) of the HSAs had been trained in CCM and had received their initial drug box. Most (89%,
179/200) had seen at least one sick child in the seven days previous to the interview, indicating that they
were actively providing CCM services. These indicators of CCM implementation strength were reported
by the HSAs interviewed by cell-phone with high levels of sensitivity and specificity relative to the gold
standard (greater than 95%).
The observation results indicate that the frequency of supervision and mentoring was low, with only
about one quarter of the HSAs reporting receiving any supervision (27%, 53/200) or mentoring (26%
52/200) in the previous three months. The supervision and mentoring responses were validated by
observing supervision and mentoring checklists, routine forms and interviews with supervisors.
Sensitivity and specificity of the responses provided through cell-phone interviews for
supervision/mentoring were above 80% for all indicators.
The percentage of HSAs with current stocks was above 80% for all CCM drugs, and over half (57%,
(112/198)) of the HSAs had all key CCM drugs in stock on the day of the interview. More than half
(54%, (49/91)) had not experienced a stock-out for any key CCM drugs in the previous three months;
this was determined by reviewing reports to the health center via Form 1A. Only those HSAs with
complete sets of forms at the health centers (n=91) were analyzed for stock-outs occurring in the
previous three months. Over three-fourths (80%, (160/199)) of the HSAs reported having the minimum
stocks of lumefantrine/artemether (LA 2x6 packet) and cotrimoxazole (81% (161/199). Reported
minimum stock of oral rehydration salt (ORS) solution (66% (132/199) and zinc were a bit lower (66%,
(131/199). Fewer than half the HSAs (45%, (90/199)) reported having minimum drug stocks for all key
CCM drugs. Almost all (>95% for all supplies) of the HSAs reported the presence of all basic CCM
supplies (timer, recording form and mid-upper arm circumference [MUAC] tape). The interviewers
validated these responses by direct observation and counting of HSA drug and CCM supplies at the
village clinic. The sensitivity/specificity of the cell-phone interview method was adequate (>80%) for
drug stock-outs; however the specificity for LA stock-out reporting was somewhat lower, indicating that
some HSAs may be under-reporting LA outages.
We were not able to conduct a rigorous comparison of the accuracy of information collected via cellphone versus through face-to-face interviews since the number of HSAs interviewed face-to-face was
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less than 100 observations (n=41). However there is evidence that the sensitivity and specificity of the
interview responses were higher for face-to-face interviews compared to the cell-phone method.
The estimated cost of the method (excluding the costs of validation) was 1995 Malawi Kwatcha (MK) or
7 United States Dollars (USD) per completed cell-phone interview.

Conclusions
Using cell-phones to interview HSAs about key indicators of CCM implementation strengths produces
reasonably accurate information. For HSA deployment and training, current and minimum drug stocks
and utilization, the specificity and sensitivity of the results produced by the cell-phone method were
excellent. The sensitivity and specificity of this method for drug stock-outs, supervision and mentoring
was lower, but with a few exceptions was still above 80%. Many of these discrepancies were reportedly
due to errors on the Form 1A or HSA reporting errors during the interviews. The specificity of the
interview method for antimalarial LA stock-outs was lower (69% for LA1x6 and 65% for LA2x6) than for
other drugs. HSAs reported antimalarial stock-outs through the cell-phone method that they had not
reported on the monthly reporting form (over-reporting through the cell-phone method). Although
almost all the HSAs had basic CCM supplies in stock, the specificity of the interview method was lower
for supplies than for drugs. HSAs reported having these supplies, but they were not actually present at
the village clinic, particularly the sick child recording form. This form is used as a job aid for the HSAs; it
may not be used frequently at the village clinic once HSAs become more experienced in managing sick
children.
We were unable to carry out a full comparison of the results produced by the cell-phone and
observation methods to routine reports on CCM implementation by the MOH and partners. The
preliminary information we were able to obtain suggests a reasonably good level of consistency. An
important byproduct of the study is the finding that the information being collected routinely by the
Ministry of Health on their new Form 1A is quite accurate. The cost-per-interview of the cell-phone
methodology is considerably less than what it would cost to conduct in-person monitoring visits to HSAs.
We recommend this method for scale-up nationwide in Malawi and plans are being developed now to
use it in an assessment exercise in all districts in the country in mid-2013. One important issue that
must be kept in mind is that the extent of cell-phone network coverage varies by district. For this
method to produce accurate results at scale, the sample must include CCM-trained HSAs living and
working in areas both with and without network coverage. As piloted in this exercise, one solution is
for the assessment team to work with HSA supervisors, to coordinate the interviews with the HSA’s
weekly or monthly meetings at the health center.

Background
In 2008, Malawi began training health workers (known as Health Surveillance Assistants, or HSAs) to
provide community case management (CCM) of major childhood illnesses, working at the community
level in “village clinics”.2 Selected HSAs operating in “hard-to-reach” areas received training on CCM for
children aged 2-59 months. CCM program implementation has progressed rapidly, and as of February
2012, 3044 of 3622 targeted HSAs (84%) had been trained in CCM.3 Program implementers and
evaluators need to assess the scale-up of the overall program, including the strength of program
implementation at the field/population level.4
The Institute for International Programs at Johns Hopkins University (IIP-JHU) and the National Statistical
Office (NSO) in Malawi have been commissioned by the Canadian International Development Agency
(CIDA) and the Bill & Melinda Gates Foundation (BMGF) to conduct an independent evaluation of the
Rapid Scale-Up program in Malawi, within which the CCM strategy is a key component. IIP-JHU is also
working with Save the Children on the Translating Research into Action (TRAction) project. The
“Integrated Community Case Management (iCCM) Program CCM: Improving Data to Improve Programs
(CCM-IDIP)” project is part of TRAction and supported by the United States Agency for International
Development (USAID). The CCM-IDIP project aims to improve routine and episodic monitoring of CCM
programming in order to strengthen implementation and enhance the overall impact of CCM
implementation on child survival in Malawi and globally. One of the specific objectives of CCM-IDIP is to
examine the feasibility, cost and quality of innovative data collection approaches needed for CCM
monitoring and evaluation systems and/or indicators.
The Malawi MOH and partners have agreed on a key set of CCM program indicators for use in tracking
the strength of CCM program implementation (Annex 1). The indicators focus on HSA deployment,
training, utilization of services, drug/supply stocks and supervision. In late 2011, the MOH began
scaling-up a revised monitoring tool that collected CCM program strength data at the HSA level (Form
1A) and collated them at the health center (Form 1B) and district (Form 1C) levels (Annex 2). However,
the new monthly reporting forms are still being scaled-up, and data quality is an issue with some health
centers, especially in regard to data on drug stocks, utilization and supervision.5 In early to mid-2012,
the MOH introduced a new supervision checklist that focuses on aspects of CCM program strength such
as quality of care (through observations/case scenarios) and register reviews. Training in the use of the
checklist is on-going, and contextual issues such as a national fuel crisis have made regular and highquality supervision difficult. Another possible source of program implementation strength data are HSA
quality of care surveys, as implemented by IIP-JHU and the Ministry of Health in 2009 (131 HSAs in six
2

Nsona H, Mtimuni A, Daelmans B, Callaghan-Koru JA, Gilroy K, Mgalula L, Kachule T, Zamasiya T. Scaling up integrated
community case management of childhood illness: update from Malawi. Am J Trop Med Hyg. 2012 Nov;87 (5 Suppl):54-60.
3
IMCI-MOH. February 2012
4
IIP-JHU. August 2011. Measuring the strength of implementation of community case management of childhood illness within
the Catalytic Initiative to Save a Million Lives.
5
TRAction. August 2012. Rapid Data Quality Assessment Report
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districts)6and Save the Children in 2010 (89 HSAs in one district). Unfortunately, such surveys are
expensive and there are no plans to implement them regularly in Malawi.7
An alternative method for measuring CCM implementation strength will be needed between now and
mid-2014 to provide key information on how the program is performing on the ground. In 2011, IIP-JHU
and NSO piloted a method of collecting CCM implementation strength data through cellular (“cell”)
phone interviews with HSAs.8 The method was found to be feasible and inexpensive relative to visits to
the health centers to conduct face-to-face interviews with the HSAs: the telephone interview was
estimated to cost about 1600MK (6 USD) per interview compared to 4153MK (15 USD) for the face-toface interviews. The MOH and implementing partners reviewed the results of the pilot, found them
acceptable and recommended that the method be implemented more widely. Before expansion,
however, a rigorous validation was needed to ensure that the quality of the information provided by
HSAs through cell-phone interviews was adequate to support program decision making, monitoring and
evaluation.

Funding source
This activity is funded by a contract for the Independent Evaluation of the Rapid Scale-up program
supported by CIDA and BMGF (administered by the World Health Organization), and also by the CCMIDIP TRAction project supported by USAID and administered by University Research Co., LLC.

Objectives
1. To determine whether telephone interview with HSAs is a reliable approach for measuring CCM
implementation strength by validating their responses through village clinics and health centers.
2. To identify CCM implementation strength indicators suitable for measurement through this
approach.
3. To explore the comparability between the results produced through the telephone interview
and MOH and partner CCM monitoring records.
4. To determine the financial cost of collecting data on CCM implementation strength through
telephone interviews.

6

Gilroy KE, Callaghan-Koru JA,Cardemil CV, Nsona H, Amouzou A, Mtimuni A, Daelmans B, Mgalula L, Bryce J on behalf of the
CCM-Malawi Quality of Care Working Group. Quality of sick child care delivered by Health Surveillance Assistants in Malawi.
Health Policy and Planning 2012; 1–13.
7
TRAction. April 2012. Malawi Desk Review
8
Measuring CCM implementation strength: Report of findings from a pilot of study Catalytic Initiative Rapid Scale-Up Program,
Malawi
http://www.jhsph.edu/departments/internationalhealth/IIP/projects/catalytic_initiative/PilotHSAsurveyBalakaMalawi.pdf
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Methods
Overall design
This validation study compared information provided by HSAs via cell-phone interviews with information
obtained through gold standard observations of drug/supply stocks at the village clinics and
supervision/monitoring records at the health center.

Sampling
The validation exercise took place in two purposefully selected districts: Dowa and Ntcheu. These
districts were selected because both:





had implemented the new village clinic monthly reporting forms for at least three months;
had implemented the new supervision checklist for at least one month;
had sufficient numbers of CCM-trained HSAs and health centers to support the study; and
are close to Lilongwe or Zomba for logistical ease and to minimize transport costs.

The District Health Management Teams (DHMTs) in the two districts
were asked to provide a listing of all the HSAs trained in CCM and their
corresponding health centers. A sample size of at least 100
observations per method was required to validate the method. For
the pilot, it was found that 40% of the randomly-selected HSAs
sampled in Balaka district were inaccessible by mobile phone due to
network coverage issues. Assuming an additional 10% non-response,
250 CCM-trained HSAs were selected to ensure that at least 100
would be able to be interviewed by mobile phone. The remaining
HSAs were interviewed face-to-face at their catchment health center
or village clinic. The health center was the unit of selection. There
were large variations in the number of CCM-trained HSAs per health
center, so we selected health centers that would result in an equal
number of HSAs being included from each of the two districts.
A selected HSA was excluded if: (1) the HSA had not been trained in
CCM; (2) the HSA was no longer working; (3) the HSA did not consent
Figure 1: Study districts
to participate in the study. We found several errors in the district
listing of HSAs trained in CCM. Some selected HSAs were no longer working or had moved to other
health centers or districts. In these cases, we randomly selected a replacement HSA.

Indicators and Tools
The interview tool has three questionnaires: one for the telephone or face-to-face interviews with the
HSA; one for the validation; and a third, qualitative tool to determine the cause of any discrepancies
between the interviews and the validation. The validation questionnaire has two modules for
verification at the village clinic and health center. The telephone interview questionnaire is based on
the pilot. The survey tools are available in Annex 3.
3

Training
A one-week training was conducted from 17th – 21st September 2012 in Zomba to familiarize the
interviewers (research assistants from the NSO) with the study objectives, procedures and tools. The
training was facilitated by staff from NSO, Save the Children-Malawi, the Integrated Management of
Childhood Illness (IMCI) unit of the MOH and IIP-JHU. The agenda included three days of classroom
learning and two days of field practice. During the field practice, each interviewer called an HSA from a
nearby community for a mock interview, and then followed-up the next day at the village clinic and
health center. Interviewer performance was measured through a written exam and observation during
the field practice. Fifteen participants were trained; twelve of the best performing HSAs were selected
to serve as fieldworkers for the survey with the remaining three on reserve.
Field collection procedures
The District Health Management teams in Dowa and Ntcheu were notified of the activities in advance of
the study and provided with a list of selected health centers. The interviewer teams then contacted the
health centers to set a time for the data collection visit. For confidentiality purposes, we collected
information at the health centers first, to be sure that supervisors would not see the data provided by
the HSAs. After collecting information at the health center, the interviewers called the HSAs to conduct
the initial interviews and followed-up with a visit to the village clinic within three days. Table 1 shows
the CCM implementation strength indicators and summarizes how they were validated.
Health Center validation
The interview teams began by administering the Health Center validation module and checking all the
records for the selected HSAs. The study team met with the HSA supervisor to review the records and
completed supervision checklists for that HSA. Each month the HSA fills in a CMM monthly reporting
forms (Form 1A) and submits it to the health center. A copy of these forms is kept at the health center.
The Form 1A for the previous six months was used to validate responses for retrospective events (e.g.,
supervision in the previous 3 months, previous drug stock-outs, etc.).
HSA interviews
We attempted to contact each selected HSA via their cell-phone. If we were unable to reach the HSA by
telephone (four attempts made at different times of the day, over a period of 3 days), the HSA was
assigned to the alternative group to be interviewed face-to-face at a health center or their village clinic.
The teams worked with the health center staff to determine a convenient travel date for the HSAs.
HSAs interviewed face-to-face were requested to bring their CCM registers to the interview. To provide
fully-informed consent, we explained to HSAs that a follow-up visit would be conducted to their village
clinic to observe the CCM register, drug stocks and other supplies/records.
Village clinic validation
The interview team visited the village clinic of the interviewed HSA to review drugs stocks, supplies and
the CCM register.

4

Confirmation module
While at the village clinic, the interviewers completed a confirmation module to determine if there were
any differences in the data reported by the HSA versus the gold standard validation. If discrepancies
were found, the interviewer administered a short questionnaire to the HSA to determine the cause of
the discrepancies.
Table 1: Description of the study validation methods
Implementation strength
indicator

Validation
method

Validation at the health center/supervisor level
1. % HSAs currently working
Supervisor
2. % HSAs trained in CCM
records

Description

Interviewers reviewed the records kept by the
HSA supervisor. If there was no
written/electronic record available, then the
interviewer was allowed to ask the supervisor to
respond from memory.

3. %HSAs supervised in the
previous three months
4. % HSAs received clinical
mentoring in the previous
three months

Supervisor
records & Forms
1A

5. % HSAs supervised with
reinforcement of clinical
practice for most recent
supervision in previous
three months
6. % HSAs with a drug stockout in the previous three
reporting months

Supervision and Interviewers reviewed the supervision and
mentoring
mentoring checklist for the most recent visit. If
checklists
no records were available, then the information
was not captured.
Form 1A review

Interviewers reviewed Forms 1A for the selected
HSAs. If Forms 1A were unavailable or
incomplete, the interviewer was instructed to ask
the supervisor for the required information.

Interviewers reviewed the six most recent Forms
1A kept at the health center. If the set of six
Forms was incomplete, the interviewers used the
available information to answer the questions
and indicated the source of data on the survey
form.
Note: HSAs were asked only about the stock-outs
that had been reported to the health center via
Forms 1A so the information could be validated.
This does not include recent stock-outs.

5

Validation at the village clinic/HSA level
7. % HSAs with current stocks
of CCM drugs/supplies
8. % HSAs with minimum
stocks of CCM drugs
9. % HSAs who have treated a
sick child in the previous
three months

Observation at
VC

The interviewers set a time to meet the HSA at
their village clinic to make direct observations.

Register review

The interviewers set a time to meet the HSA at
their village clinic to make direct observations of
the iCCM register.

We assessed the routine reporting on CCM implementation by the MOH and partners (Objective 3) by
requesting the monitoring data from Save the Children and the Ministry of Health. Both organizations
collect monthly information so the data were aggregated into quarterly estimates to compare with the
validation study data.
The financial costs of conducting the cell-phone interviews (Objective 4) were assessed by recording the
total airtime allocated to interview staff. The airtime provided covered the consent process, the
interview and any telephone calls to organize visits and make appointments.

Data processing and analysis
Data from the interviews and validation observations were doubled-entered in CSPro and exported into
STATA 11.0 for analysis. The qualitative information from the confirmation module was entered onto a
spreadsheet (Microsoft Excel) and then categorized into themes for analysis and interpretation.
The results for the implementation strength indicators from the cell-phone interviews and direct
observation (validation) were compared. To determine the validity of the cell-phone interview data, we
calculated the sensitivity and specificity of the results relative to the observation method as the gold
standard. We considered reporting via cell-phone to be “adequate” if it produced a sensitivity and
specificity of at least 80%. For the number of children treated by the HSA in the previous seven days,
we used the Bland-Altman plot analysis to determine the mean difference between reported and
observed.
The data were aggregated at the district level for comparison to MOH and partner CCM monitoring
records. The calculated indicators from both the HSA telephone interviews and validation checks were
compared to MOH and Save the Children monitoring records to provide the MOH and partners with
information on the data completeness and quality of the aggregated, district-level data. This was
particularly important given the recent scale-up of new monitoring forms and supervision checklists.

Results
Table 2 shows the total number of health centers and HSAs in both districts and those that were
randomly sampled and included in the study. Across both districts, there are 56 health centers with a
total of 453 CCM-trained HSAs. We randomly selected 16 health centers in Dowa and included all 33
6

health centers in Ntcheu to have roughly an equal number of CCM-trained HSAs in each district. Dowa
has more CCM-trained HSAs per health center than Ntcheu because Concern Worldwide has supported
the training of additional HSAs in this district.
From these health centers, we randomly selected 250 CCM-trained HSAs; 241 (96%) were available for
interview, and of those, only 200 (83%) were reachable by cell-phone for the interview. The remaining
41 (17%) were interviewed face-to-face at the health center or their village clinic. This validation study
focuses on the 200 randomly selected CCM-trained HSAs interviewed by cell-phone.
We found errors in the district listing of HSAs trained in CCM when we verified the list at the health
centers. Some of the HSAs had been transferred to another health center or district. Ten percent of the
sampled HSAs were replaced with another random selection. Approximately four percent of the
selected HSAs were excluded because they were not practicing CCM, and these HSAs were not replaced
in the sample. In total, 14% of the HSAs included in the district HSA listing were not able to be
confirmed. All HSAs consented to participate in the study.

Table 2: HSAs and health centers sampled

Sampled Health Centers
Sampled HSAs
No. of HSAs re-sampled due
to listing errors
HSAs excluded because they
were not practicing CCM
Non-response
Total HSAs in study

Dowa

Ntcheu

Total

16/23 (70%)

33/33 (100%)

49/56 (88%)

119/303 (39%)

131/150 (87%)

250/453 (55%)

18 (15%)

7 (5%)

25 (10%)

1 (1%)

8 (6%)

9 (4%)

0

0

0

118

123

241

Table 3 shows the distribution of the 241 HSAs that were included in the study by whether or not they
were able to be reached by cell-phone, and whether all relevant Forms 1A were available at their health
center to serve as a source of validation information. A high proportion (83%) of the HSAs was available
by cell-phone at or near their village clinic. In some isolated cases, a HSA had to travel to a nearby hill to
get better reception for the interview. Therefore, the actual network coverage at the village clinics may
be a bit lower. Network coverage in Dowa was much higher than in Ntcheu.
As shown in Table 3, a high proportion of records at the health center, particularly the monthly CCM
reporting forms (Form 1A), were not available for the previous six months. Less than half of the HSAs
had a complete set of records for the previous six months at their catchment health center. Forms were
generally more available in Dowa than in Ntcheu.
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Table 3: Study characteristics

No. of HSAs interviewed by
mobile phones
No. of HSAs with all Forms 1A
at the health center for
previous six months
Total HSAs

Dowa

Ntcheu

Total

108 (92%)

92 (75%)

200 (83%)

64 (54%)

37 (30%)

101 (42%)

118

123

241

Validation of implementation indicators
The validation study focuses on the 200 CCM-trained HSAs that were reached for interview by cellphone. Table 4 shows the results as reported by the HSAs via cell-phone and as observed by the
interviewers (the gold standard) for the key implementation strength indicators. The sensitivity and
specificity of the reported data compared to the observed data is also shown.
Most of the HSAs had been trained in CCM, had received the initial drug box and were providing CCM
services at the time of the interview. Somewhat less than 90% of the HSAs had seen at least one sick
child in the seven days previous to the interview, based on a review of the Sick Child register at the
village clinic. These indicators of CCM implementation strength were reported by the HSAs with high
levels of sensitivity and specificity relative to the gold standard.
Supervision and mentoring was low, with only about one quarter of the HSAs receiving any supervision
or mentoring in the previous three months. Supervision with reinforcement of clinical practices (defined
as any mentoring, direct observation of sick child care or administration of a case scenario) was low as
well. The supervision and mentoring responses were validated by observing supervision and mentoring
checklists, the Form 1A and interviews with supervisors. Sensitivity and specificity of the interview
method for supervision/mentoring was a bit lower but still above 80% for all indicators.
The percentage of HSAs with current stocks of individual CCM drugs were all above 80%, and over half
currently had all key CCM drugs. More than half had not experienced a stock-out for any key CCM drug
in the previous three months; this was determined by reports to the health center via Form 1A. Over
three-fourths of the HSAs reported having the minimum stocks of LA and cotrimoxazole. Reported
minimum stocks of ORS and zinc were lower (66%). Less than half the HSAs reported having minimum
drug stocks for all key CCM drugs. Almost all the HSAs reported having their CCM supplies.
The interviewers validated these responses by direct observation and counting of HSA drug and CCM
supplies at the village clinic. The sensitivity/specificity of the interview method was adequate for drug
stock-outs; however the specificity for LA stock-out reporting was somewhat lower, indicating that some
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HSAs may be under-reporting LA outages. There is evidence that some HSAs may have under-reported
having CCM supplies.

Table 4: Implementation strength indicators reported by the HSA versus observed by the interviewers
with sensitivity/specificity of the HSA cell-phone interview method
Implementation strength
Indicator

Reported
%
(n/N)

Observed
%
(n/N)

Sensitivity
%

Specificity
%

Percent HSAs working at the time
of the assessment
Percent HSAs trained in CCM

100%
(200/200)
99.5%
(199/200)

100%
(200/200)
100%
(200/200)

100%

100%

99.5%

100%

Percent HSAs received drug box

100%
(200/200)
89.5%
(179/200)

100%
(200/200)
89%
(178/200)

100%

100%

100%

95.5%

Average (range) number of
children treated in the previous 7
days

11.0 (0-58)

10.7 (0-54)

Bland-Altman Mean€
difference: -0.365
(CI -0.939 to 0.209)

Percent HSAs supervised in CCM
in the last 3 months

26.5%
(53/200)

26.5%
(53/200)

81.1%

93.2%

Percent HSAs mentored in CCM in
the last 3 months

26.0%
(52/200)

17.5%
(35/200)

82.9%

86.1%

Percent of HSAs supervised with
reinforcement of clinical practice
for most recent supervision*
Percent HSAs with current stocks*:
LA 1X6

36.7%
(73/199)

31.2%
(62/199)

85.5%

85.4%

85.4%
(169/198)
84.3%
(167/198)

84.3%
(167/198)
84.3%
(167/198)

100%

93.6%

99.4%

96.8%

99.4%

94.1%

100%

94.6%

100%

100%

100%

97.7%

94.9%

69.2%

Percent HSAs who have seen a
sick child in the past 7 days

LA 2X6
Cotrimoxazole

83.3%
82.8%
(165/198)
(164/198)
82.3%
81.3%
ORS
(163/198)
(161/198)
ZINC
79.8%
79.8%
(158/198)
(158/198)
All drugs
56.6%
55.6%
(112/198)
(110/198)
Percent HSAs with no stock-out in the previous three reporting months ¥:
LA 1X6
85.7%
85.7%
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LA 2X6
Cotrimoxazole
ORS
ZINC
All drugs

(78/91)
81.3%
(74/91)
86.8%
(79/91)
79.1%
(72/91)
80.2%
(73/91)
53.8%
(49/91)

(78/91)
78.0%
(71/91)
85.7%
(78/91)
81.3%
(74/91)
83.5%
(76/91)
59.3%
(54/91)

79.9%
(159/199)
80.4%
(160/199)
80.9%
(161/199)
66.3%
(132/199)
65.8%
(131/199)
45.2%
(90/199)

79.4%
(158/199)
80.4%
(160/199)
80.9%
(161/199)
66.8%
(133/199)
66.3%
(132/199)
46.2%
(92/199)

97.0%
(194/200)
96.0%
(192/200)
97.0%
(193/199)
99.5%
(198/199)

97.0%
(194/200)
95.5%
(191/200)
96.5%
(192/199)
100%
(199/199)

94.4%

65.0%

100%

92.3%

97.3%

100%

93.4%

86.7%

90.7%

100%

100%

97.6%

99.4%

97.4%

100%

100%

99.3%

100%

98.5%

98.5%

96.7%

99.1%

99.5%

83.3%

100%

88.9%

99.5%

71.4%

99.5%

100%

Percent HSAs with minimum stocks*:
LA 1X6
(6 blister packs / 36 tablets)
LA 2X6
(4 blister packs /48 tablets)
Cotrimoxazole
(60 tablets)
ORS
(12 Sachets)
Zinc
(60 tablets)
All drugs
Percent HSAs with CCM supplies:
Timer
MUAC
Sick Child Recording Form*
Sick Child register*

*Excluded any HSAs with missing or inconsistent data
¥ Included only HSAs with a full set of Forms 1A at the health center to perform the validation
€ See Annex 4 for Bland-Altman graph

We were not able to conduct a rigorous comparison of the accuracy of information collected via cellphone versus through face-to-face interviews since the number of HSAs interviewed face-to-face was
less than 100 observations (n=41). However, there is evidence that the sensitivity and specificity of the
interview responses were higher for face-to-face interviews compared to the cell-phone method. Annex
5 compares the sensitivity and specificity of the face-to-face with the cell-phone interview method.
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IS indicators stratified by district, interview method and availability of Form
1A
In this section we provide breakdowns of the study results by three variables: district (Dowa, Ntcheu),
interview methods (cell-phone, interview at health center) and source of data on supervision (Form 1A,
supervisor report).
District
Figure 2 shows selected implementation strength indicators by district. Although approximately equal
proportions of HSAs in Dowa and Ntcheu reported treating a sick child in the previous seven days, HSAs
in Dowa reported higher levels of supervision, mentoring and clinical reinforcement and have more
consistent availability of CCM drugs with fewer stock-outs.

Figure 2: Selected implementation strength indicators by district among HSAs interviewed by
cell-phone method
Availability of Form 1A
We wanted to determine whether health centers with more complete monitoring records (measured by
the availability of past Form 1A) would have stronger implementation of the CCM program. Figure 3
shows selected implementation strength indicators by availability of completed Form 1A at the health
centers. Higher rates of supervision/mentoring and current stocks of zinc and cotrimoxazole were found
in HSAs working at health centers with better record-keeping. Although for other indicators, there was
no difference.
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Figure 3: Selected implementation strength indicators by form availability among
HSAs interviewed by cell-phone method

Interview method
In order to determine if there were any differences in CCM implementation strength among those HSAs
working in areas with poor cell-phone network access (assumed to be more remote), we compared
selected implementation strength indicators for those HSAs interviewed via cell-phone (CS) and those
interviewed face-to-face (FTF). Generally, HSAs working in more remote areas had fewer CCM drugs at
their clinic at the time of the study (excluding LA), were less likely to be supervised/mentored and were
less likely to have treated a child in the previous seven days than those working in network-connected
areas. This is an important potential source of bias and should be kept in mind when designing future
studies using the cell-phone method.
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Figure 4: Selected implementation strength indicators by interview method; CS (cellphone and FTF (face-to-face)

Qualitative analysis for reporting discrepancies
We investigated the reasons provided by HSAs for any discrepancies between their reports during the
interview and the observed data through a set of open-ended questions (confirmation module). This
provides useful information from the perspective of the HSA, but may be biased. We were unable to
interview the supervisor or health center staff because this would have violated confidentiality of the
HSA interview responses.
In table 5, we summarize the reported reasons for discrepancies. These were provided by the HSAs for
the four indicators with the lowest levels of sensitivity/specificity of the HSA interview method relative
to the gold standard. For the number of children treated in the previous seven days, 83% of the errors
were identified as an HSA reporting error. Most of these were listed as a “counting mistake” while some
were specifically identified as “exaggeration,” “answering without checking the register,”
“misunderstanding question” or “not hearing clearly.” The remaining errors were attributed to
“interview counting error.”
Over half of the errors in drug stocks were attributed to an HSA mistake in reporting, such as
misunderstanding the question, not calculating the three month period correctly or forgetting stockouts. A third of the errors were due to mistakes made on the HSA reporting forms that were used for
the validation.
For supervision in the previous 3 months, one third of the errors resulted from mistakes on the
recording form used for the validation process. In some cases, the supervisor incorrectly reported the
13

supervision, according to the HSA reports. Interviewers were unable to determine the reason for the
discrepancy for approximately one quarter of the errors (28%). For mentoring, the interviewers were
unable to determine a reason for the discrepancy in half of the cases (53%), while the remaining were
attributed to HSA reporting errors on the routine forms.

Table 5: Qualitative summary data for observed inconsistent responses for cell-phone interviews
Reason given for discrepancy
Number of children treated in
the previous 7d

Number of HSAs with a CCM
drug stock-outs in last three
months

Number times supervised in
CCM in last three months

Number of HSAs mentored in
CCM in last three months

83% (25/30) HSA reporting error
 16 – “HSA mistake in counting”
 4 – “HSA exaggeration”
 2 – “Gave answer without checking register”
 3 – “Did not understand question/hear clearly”
17% (5/30) Interview error
 5 – “Counted cases seen since interview”
58 % (7/12) HSA reporting error
 4 – “HSA mistake”
 3 – “Did not understand question/hear clearly”
33% (4/12) Validation error
 4 – “Error on Form 1A”
8% (1/12) Interviewer error
33% (6/18) Validation error
 6 – “HSA forgot to record supervision on form”
 3 – “Incorrect reporting by supervisor”
 2 – “Missing/error Form 1A”
 1 – “Supervision just occurred”
28% (5/18) Undetermined
6% (1/18) HSA reporting error
53% (9/17) Unable to determine reason
15% (2/13) Validation error
 2 – “HSA did not document mentoring on Form 1A”
15% (2/13) HSA reporting error

Comparison to routine monitoring records
In order to provide additional information on the validity of the cell-phone interview method, we
compared the HSA responses and interviewer observations to CCM routine records and Save the
Children monitoring records, by districts for selected indicators. Not all information was available
through the partner and routine monitoring records. This interview method collected HSA-level
information on these indicators over the previous three months. The CCM routine and partner reporting
aggregated the data into district level estimates and report monthly. In order to compare accurately
with the cell-phone method, we would need a HSA-level database which is currently not available in
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Malawi for a large scale. We believe that many of the differences found are due to this aggregation
issue, but further investigation is beyond the scope of this report.

Table 6: Comparison of cell-phone method and validation data to CCM district routine records and
monitoring records from Save the Children, by district
IS indicators
(July-Sept
2012)

% of HSAs
supervised in
CCM
% of HSAs
mentored in
CCM

Validation study

Validation study

(cell phone method)

(observation)

District records*

Save the
Children*

Dowa

Ntcheu

Dowa

Ntcheu

Dowa

Ntcheu

Dowa

43%

8%

40%

11%

15%

17%

20%

37%

13%

22%

12%

6%

19%

N/A

9

14

7

19

26%
30%
55%
42%
36%
33%

N/A
17%
27%
12%
28%
N/A

26%
N/A
N/A
12%
20%
14%

N/A
N/A
N/A
N/A
N/A
N/A

Average
12
10
12
children seen
in a one week
period (Oct)
# of HSA reported stock-out of:
All LA
6%
21%
4%
LA 1x6
7%
28%
5%
LA 2x6
3%
46%
3%
ORS
7%
46%
5%
Cotrim
2%
33%
2%
Zinc
12%
33%
7%
*This shows the average among the three months

Costs
Table 7 shows the total airtime costs of the validation study by district and also by HSA. There was a
slight variation in the airtime costs per interview between Dowa and Ntcheu which indicates that there
may be geographic variation in the costs of the application of this method.
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Table 7: Summary of airtime costs in Malawi Kwatcha (MK) and US dollars (USD), by district.

Total airtime
Total HSAs interviewed by telephone
Cost per interview

Dowa
199,000 (MK)
659 (USD)
108
1843 (MK)

Ntcheu
200,000 (MK)
662 (USD)
92
2174 (MK)

Total
399,000 (MK)
1321 (USD)
200
1995 (MK)

6 (USD)

7 (USD)

7 (USD)

8

Note: 302 MK/1 USD exchange rate (Oct 2012)

Conclusions
We found that interviewing community health workers via cell-phone provides accurate information on
CCM implementation strength in these two districts in Malawi, at a cost-per-interview that is much less
than conducting field visits to collect monitoring data. For HSA deployment and training, current and
minimum drug stocks and utilization, the specificity and sensitivity of the cell-phone method was
excellent (>90%). The sensitivity and specificity of this method for drug stock-outs, supervision and
mentoring was a bit lower but still above 80% with a few exceptions. Many of these differences were
reportedly due to errors in the Form 1A or HSA errors during the interviews. It should also be noted that
HSAs do not keep any records of supervision/mentoring or drug stock-outs for the previous three
months, so recall bias may be an issue. The interviewer teams were unable to determine the reason for
many of the reporting discrepancies for supervision and mentoring.
The specificity of the cell-phone interview method for antimalarial (LA) stock-outs was a bit lower (69%
for LA1x6 and 65% for LA2x6). HSAs were reporting antimalarial stock-outs through the cell-phone
method they did not report on their monthly reporting forms, resulting in over-reporting by cell-phone
relative to the record review. One possible explanation is the types of adjustments that HSAs make
during a stock-out. For example, for antimalarials, some HSAs reported that they borrowed drugs from
another HSA to cover the gap, and others reported that when they run out of LA 2x6, they use LA 1x6 as
a substitute by doubling the dosage. It seems likely that HSAs may not report a stock-out of LA on the
monthly recording form in either of these circumstances, but we were not able to determine this
definitively.
Although almost all HSAs had their CCM supplies in stock at the time of the interview (timer, recording
form and MUAC tape), the specificity of the interview method was a bit lower for supplies than it was
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for drugs. This indicated that HSAs reported having these supplies but they were not actually present at
the village clinic, particularly the sick child recording form. This form is used as a job aid; as the HSA
becomes more experienced, the form is less used. We found an acceptable level of validity for
information produced through the cell-phone method for supervision, mentoring and drug stock-outs in
the previous three months, compared to routine monitoring reports. We did look at the validity of the
face-to-face interviews compared to the cell-phone interview response validation. There is evidence
that the face-to-face interviews did produce more valid responses. However, the sample size of face-toface interviews is too small to make any concrete observations, and the sample for this study was not
powered to make such comparisons.
This validation study could also be considered an assessment of the routine monitoring system, and we
found good agreement between the HSA interviews and the Form 1A (where available), suggesting that
the quality of the data in the reporting forms (at the HSA level at least) may be adequate. From this
study, we cannot make any assumptions about the quality of the reporting data at the health center or
district levels. However other activities conducted by the TRAction project have reviewed the quality of
the monitoring data at the village clinic, health center and district levels and reports are available upon
request from the Save the Children or IIP-JHU offices.
One of the objectives of this study was to explore the comparability of the data collected via cell-phone
to partner and routine monitoring records. There was not good agreement with the indicators, and we
think this is due to aggregation issues although a thorough investigation of why concurrence is low is
outside the scope of this report.
We spent $7 per HSA call which includes time for the consenting process, answering any questions
about the study, the interview and also any calls to set appointment or other logistical arrangements. It
is likely that this cost overestimates the actual cost were this method to be scaled-up as part of the
routine system.

Limitations
Our gold standard validation for indicators of supervision and stock-outs was based on monitoring
records at the health centers, which were incomplete and may have data quality issues. We did find
that a third of the discrepancies for supervision and drug stock-outs were reportedly due to errors on
the Form 1A. However, we found good levels of sensitivity and specificity for the cell-phone method
regardless of any issues with the routine reporting.
We asked all HSAs with reporting discrepancies to explain why they thought there was a difference
between what was reported through the cell-phone interview and on the routine forms. In order to
protect the confidentiality of the HSAs, we could not return to the health center for additional
investigation. There could be bias with how the HSAs responded if they were concerned about
appearing to have reported incorrectly or made mistakes. The qualitative summary data should be
interpreted with caution.
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The survey teams informed the HSAs that a follow-up visit to their village clinic for observation “may”
occur as part of the consent process prior to the interview. This is so the study could provide informed
consent in compliance with international standards for human subjects research. Because of this, HSAs
may have given more accurate responses than they would under normal circumstances.

Findings on program strength
A large proportion of HSAs (89%) had seen a sick child in the previous week; a median of 8 per week
with a large range across HSAs (0-59). Utilization in this sample of HSAs in Malawi is
higher compared to other contexts.9 Quarterly supervision and mentoring is still low (26%), and overall,
only a third of the HSAs have received reinforcement of their clinical practices.
There is room for improvement for adequately stocking HSAs with key CCM drugs. Over half of the
HSAs had all CCM drugs at the time of the assessment and 54% had not experienced a stock-out of any
drug in the previous three months. Less than half had minimum stocks of all drugs (45%). Table 8 shows
the selected implementation strength indicators from a 2009 quality of care (QoC) assessment of HSAs
compared to these 2012 findings for Ntcheu district.10 Generally drugs are less available and supervision
has decreased markedly since the 2009 study.
Table 8: Comparison of selected implementation strength indicators from 2009 and 2012, Ntcheu
district
2009 HSA QoC
2012 validation
study
Available at time of assessment
ORS
86%
67%
Cotrimoxazole
100%
70%
LA 1x6
86%
73%
LA 2x6
91%
69%
Fully stocked in previous 3m
ORS
64%
55%
Cotrimoxazole
91%
67%
LA 1x6
68%
73%
LA 2x6
77%
55%
Received ICCM supervision in
41%
the previous 3m
Note: zinc not included since it was not fully scaled-up in 2009

8%

We found a large difference in the strength of the program between the two districts, with Dowa having
a stronger program. The Dowa CCM program is supported by Save the Children who hires district
9

Miller NP, Amouzou A, Bryce J, Victora C, Hazel E, Black RE. Assessment of iCCM implementation strength and quality of care
in Oromia, Ethiopia. Baltimore, USA and Addis Ababa, Ethiopia: Institute for International Programs, Johns Hopkins Bloomberg
School of Public Health; 2013.
10
Quality of Care provided to sick children by Health Surveillance Assistants in Malawi: Final Report 2010.
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program officers to assist with supervision and support and procurement of CCM medicines and
supplies. These additional supports could result in a stronger program.
The results suggest that HSA supervisors with good record-keeping (all Form 1A available for the
previous six months) may have a stronger CCM program with more supervision and drug availability for
certain drugs than those HSA supervisors who have lost the forms. A well-organized supervisor at the
health center may be able to quickly respond to HSA needs resulting in a stronger provision of services
in the communities.

Future studies
We recommend this method for scale-up nationwide in Malawi, and plans are under way for a district
level assessment in mid-2013. It will be important to take district variations in cell-phone network
coverage into account in this assessment. In the current study, we found a large difference in network
coverage between the two districts. Some districts in Malawi (particularly in the north) may have even
poorer coverage, and there is evidence that HSAs working in areas with poor network coverage may
have weaker CCM program implementation. For this method to be scaled-up, it is critical for future
studies to include all CCM-trained HSAs, including those living and working outside of network coverage
areas, to avoid positively biasing the results. Implementers could work with HSA supervisors to plan the
interviews when the HSA comes into the health center for monthly or weekly meetings. Our costing of
the cell-phone method did not take into account the additional costs of completing face-to-face
interviews with HSAs living in areas without cell-phone network coverage.
We did not find any major differences with the validity of the cell-phone reporting method across the
two districts (Annex 6). However, there is a large amount of variation and partner support for the CCM
program across the 29 districts of Malawi, and it is possible that this method may be less valid in other
areas. Future studies should consider validating a small proportion of the cell-phone data through visits
to the health centers and village clinics to ensure accuracy.
Anecdotally, the interviewers reported there were fewer discrepancies between the HSA interviews and
the observed data when they stressed during the consent process that the HSA responses would not be
used to evaluate their job performance and that the study “doesn’t care” how many children the HSAs
has treated and whether they have drug stocks.
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Annex 1: National Implementation Strength Indicators
Component

Indicator

Numerator

Denominator

Active HSA

HSA to Population Ratio
HSA to Hard-to-Reach (HTR)
Area Ratio

Number of HSA in district
Number of HSA assigned to
HTR areas

Total under 5 pop
Total under 5 pop HTR area

Training

Proportion of HSAs trained in
CCM

Number of CCM trained
HSAs reported by MOH

Number of HSAs reported by
MOH

Number of surveyed HSAs
trained in CCM

Number of HSAs surveyed

Proportion of HSAs working
at time of assessment

Number of surveyed CCMtrained HSAs who report
working

Number of HSAs surveyed

Proportion of HSAs trained in
CCM who have received
initial CCM drug box

Number of surveyed HSAs
who report ever receiving
CCM drug box

Number of HSAs surveyed

Proportion of HSAs trained in
CCM who have seen a sick
child in the past 7 days

Number of surveyed HSAs
who report seeing a sick
child in previous 7 days

Number of HSAs surveyed

Proportion of HSAs
supervised at village clinic in
the last 3 months by a
supervisor trained in CCM

Number of surveyed HSAs
supervised in the last 3
months by supervisor
trained in CCM

Number of HSAs surveyed

Proportion of HSAs receiving
mentorship in case
management at the health
center in the last 3 months

Number of surveyed HSAs
receiving mentorship in case
management in the last 3
months

Number of HSAs surveyed

Proportion of HSAs whose
most recent supervision (in
village or at health center)
involved reinforcement of
clinical practice

Number of surveyed HSAs
whose most recent
supervision involved
reinforcement of clinical
practice months

Number of HSAs surveyed

Proportion of HSAs with a
supply of unexpired drug
(report individually on
following: LA 1x6, LA 2x6,
cotrimoxizole, ORS, zinc) on
the day of the assessment

Number of surveyed HSAs
with a supply of specified
unexpired drug on the day of
the assessment

Number of HSAs surveyed

Proportion of HSAs with a
supply of unexpired drug
(report individually on
following: LA 1x6, LA 2x6,
cotrimoxizole, ORS, zinc) in
last 3 months

Number of surveyed HSAs
with a supply of specified
unexpired drug in the past 3
months

Number of HSAs surveyed

Proportion of HSAs with a
supply of unexpired drug
(report individually on
following: LA 1x6, LA 2x6,

Number of surveyed HSAs
with a supply of specified
unexpired drug in the past 6
months

Number of HSAs surveyed

Deployment

Supervision

Drug Supply and
Equipment
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cotrimoxizole, ORS, zinc) in
last 6 months
Proportion of HSAs reporting
a drug stock-out (report
individually on following: LA
1x6, LA 2x6, cotrimoxizole,
ORS, zinc) in the last 3
months lasting longer than 7
days.

Number of surveyed HSAs
reporting specified drug
stock-out lasting longer than
7 days in the past 3 months

Number of HSAs surveyed

Proportion of HSAs with a
functional watch or timer

Number of surveyed HSAs
with a functional watch or
timer

Number of HSAs surveyed

Proportion of HSAs with an
ORS kit for diarrhea (cup and
spoon)

Number of surveyed HSAs
with an ORS kit (cup and
spoon)

Number of HSAs surveyed

Proportion of HSAs with
MUAC tape

Number of surveyed HSAs
with an MUAC tape

Number of HSAs surveyed
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Annex 2: In-Country Monthly Report Forms (1A, 1B and 1C)
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Annex 3: Study Tools
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Now ask the supervisor to gather all the Form 1A, supervision checklists and mentoring
checklists for the HSA for the previous six months:
V14.

Record the number of Form 1As available for review
for the previous six months.
Verify against Form 1A for the previous three
months
Record if the HSA has reported any stockouts of the
following drugs in the previous three months.

V 15.

All
Forms partially available (specify number
If no forms
available)
2 avail-7 V 18
No forms available ...................................... 3
ORS
. ... A
Zinc
.... B
LA (6x 1)
. c
LA (6x2) ...................................................0
Paracetamol . .... . . ......
. .E
Cotrimoxazole ....................
........ ... F
Antibiotic eye ointment
............ ...G
No stock out of any drug ........................ ... H
No Form 1As available in previous 3m ..... X

Verify against Form 1A for the previous six
months

V16.

Record if the HSA has reported any stockouts of the
following drugs in the previous six mo nths.

.. ... A
ORS
Zinc
. ... B
LA (6x 1)
. ... C
LA (6x2) ................................................ 0
Paracetamol .. .. . . . . . . ..
. ... E
Cotrimoxazole ..........
.F
Ant ibiotic eye ointment
........ ...G
No stock out of any druq

Verify against Form 1A for the previous six
months
Record the duration (number of days) of the MOST
RECENT stock-out in the previous six mo nths.

.. H

No stock outs .............................................. 000

Zinc
LA (6x 1)

V17.

LA (6x2) ...............
Paracetamol .. .. . . . .
Cotrimoxazole ....................
Antibiotic eye ointment ...................

_

Enter 998 if information is not available.
Verify with Forms 1A for the previous three
months.
V18.

If "00"-?

Record how many times HSA was supervised at the
village clinic in CCM in the previo us three months. If
no records are available, interview HSA super visor

V22

If none, enter 00

Verify the most recent supervision checklist
V19.

Record the month and year of the most recent
supervisio n.

MM:
YY:
Information not available ............................. 98

If not
avail-? V22

2

Lb

Verify the most recent supervision checklist
Record the position title of the person who
conducted the supervision.
V20.

EHO/assistant EHO ······ ···· ... . . ··•···· ..... 01
Senior HSA ................................................ 02
Medical Assistant ...................................... 03
Community Nurse ..................................... 04
IMCI coordinator ..
······ ······· ......05
Pharmacy technician .................................06
Health Center In Charge ........................... 07
Nurse ........................................................ 08
Other(specify)

Verify the most recent supervision checklist
Record whether the sections have any information.
V21.

97

Yes No
Sec A : Sick child observation ............. 1 2
Sec A Case scenario ......................... 1 2
Sec B: Register review .. ... .. .... .. ........ 1 2
Sec C: Data quality ...............•... ........ 1 2
Sec E: Avail. of drugs ......................... 1 2
Sec F: Av ail. of supplies . .
....... 1 2
Sec G: Comm. Involvement ............... 1 2
Sec H: Water/San .............................. 1 2

Verify with Form 1A for the previous three
months.
V22.

V23.

Record how many times HSA was mentored in
CCM in the previous three months. If no records are
available, interview HSA supervisor.
Verify the most recent mentoring checklist

MM --

Record the month and year of the most recent
mentoring.

YY: --

Verify the most recent mentoring checklist
V24.

-If none, enter 00

Record the position title of the person who
conducted the mentoring.

If "00"-7
End
interview

Information not available ················ ................. 98
EHO/Assistant EHO .................................... 1
Community Health Nurse ······• ....................2
Health Center In Charge ............................. 3
Nurse ..........................................................4
7
Other (specify)

THANK YOU FOR YOUR TIME COMPLETE ANY COMMENTS.

3
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HSA INTERVIEW MODULE
HS1

DISTRICT CODE:---

HS2.

HSA CODE: ---

HS3.

HSA NAME

HS4.

HEALTH FACILITY CATCHMENT AREA CODE:

HS5.

HEALTH FACILITY CATCHMENT AREA NAME :

HS6.

INTERVIEWER NAME:

HS7.

DATE:

HS7A

Time begin (24hr) :

HSS.

INTERVIEW RESULT

!

---

HS6A

I

INTERVIEWER CODE:

HS7B

I

Time end (24hr) :

!
:

Complete

..........•••• ·············

:

·········• .............

1

Incomplete ..... ········ ···········.. ······ ............... 2

HS9.

INTERVIEW METHOD

...•• ........................... 1
Telephone ............ ..........

In person .............. .............•..............................2

For telephone interview only Are you at your
village clinic?
HS10.

(Kodi muli ku chipatala chanu cha mmudzi?)

Yes

........

No

........• .............. ················ .................. 2

................ ················ ...................... 1

If no, ask to reschedule once they've returned to
their village clinic.

HS11.

A re you currently wo rking as a HSA?
(Kodi mukugwira nchito ngati HSA?)
Have you been trained in CCM, that is have you
been trained to fill in t he sick child recording form?

HS12.

No ......................... ·········· ··..........••'' ....... 2

(Kodi munatsiriza mwezi ndi chaka chanji
maphunzirowo?)

If No End
interview

Yes ............................................................ 1
No ............................................................. 2

(Kodi munaphunzira za CCM, monga kulemba
pa form ya mwana wodwa/a?)
What month and year did you complete the
training on the sick child recording form?

HS13.

.

Yes ........ .............. .......... .. ............•• ...........1

If No
HS14

MM:-YY: -Don't Know ..... 98

5

L l:S

Have you received a drug box for holding a Village
Health Clinic?
HS14.

(Kodi munapatsidwa bokosi losungila
mankhwala a chipatala cha mmudzi?)
Have you treated any sick children in the previous
three months?
HS15.

(Kodi pa miyezi itatu yapitayi mwapereka
chithandizo cha mankhwala kwa mwana
wodwala aliyense?)
Did you treat any sick children in the previous
seven days from today?

HS16.

(Kodi pa masiku asanu ndi awiri apitawa
mwapereka chithandizo cha mankhwala kwa
mwana wodwala aliyense?)

Yes

..........••• ................ 1
····················· .......... .

No .......... .............. .............. ...........••.• ............ 2

If No-7 End
interview

Yes .. ..... ... ..........············· ........................... 1
No ......... .............. .............. ..........•••• ..........2
If No-7 End
interview

Yes ..................... ......... .............•.................. 1
No ......... .......... .... .......... .... ............•• .......... 2
If No-7
HS18

How many sick children did you treat in the
previous seven days from today?

---

(Kodi kuchokera lero kupita mbuyomu masiku
asanu ndi awiri mwapereka chithandizo cha
HS17.
mankhwala kwa ana odwala angati?)
Ask the H SA to check their register for the exact
number.
MM:--

What was the last month for which you subm itted a
Form 1A to the health center?

yy

HS18.

What transportation do you most frequently use to
travel from the village clinic to the health center?
HS19.

(Kodi mumagwiritsa ntchito chiyani
mmayendedwe kuchokera ku chipatala cha
mmudzi kupita ku health centre?)
Circle all that apply
How long does it take you to trave l to your health
center using this transportation?

HS20.

(Kodi zimakutengerani nthawi yaitali bwanji
mukagwiritsa ntchito mayendedwe
amenewa?)

--

Don't Know ...... 98

(Kodi repoti la Fonn 1A lotsiriza kupereka ku
health centre linali la mwezi uti?)

Never submitted ..... 99
Walk .................... ........................ ................A
Mini bus .................. ...... ..... ·········
.......................................................................... 8
Bicyc le (includes taxi) ········· ··
Car

..

···············································

········ .......C
................D

x

Other (specify)
Minutes:-Hours:-Don't Know ......98
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DRUGS AND SUPPLY STOCKS (DS)
os1.

I

IMM:

When did you receive your initial drug box?

YY:

--

I

Don't Know.....98

lfless than one month ago 0$6

ASK QUEST IONS DS2, 053, 0$4, AND DSS FOR EACH DRUG LISTED:

OS2.

053. Have yoo experienced

stockouts of [NAM E OF

Do you have at least
one dose of unexpired
[NAME OF DRUG] in
your drug box or in
your possession at
this moment?

DRUG] in the previous three
months that
have been
repttted in Form 1A?

OS5. How long was the most
recent stockout for [NAME
OF DRUG] that you have
reported on Form 1A to the
health center?

(Kodi miyezi isanu ndi
yapitayi,
inalipo nthawi imene

(Kodi kusowa kwa
mankhwala a ... amene
munalemba pa Forrm 1A

(Kadi miyezi itatu
yapitayi , inalipo nthawi
imene
munalibe

umodzi

mankhwala a ... ndipo

munalibe

(Kodi pakali pano
muli ndi mankhwala
a ... okwanira kumwa

munawalemba
Form 1A7)

a

mwana mmodzi

Probe: This is for the last
three months thaf you have

wodwala?)

pa

Y L'S No

B.ZINC?

1
1

C. LA 1X 6?

1

2
2
2

1
1

D. LA 2X6?
E.
PARA CETAMOL?
F.
COTRIMOXAZOLE?
G. ANT IBIOTIC EYE
OINTMENT?

1

2

1

2

1

2

1

2

1

2

1

1

2

1

imene munatumiza ku

mankhwala

health centre kunali kwa
nthawi yaitali bwanji?)

ndipo
pa

Probe for exact length, record
in days

Probe: This Is for the last six
months that you haw reported
on Form 1A to the heanh
center?

reported on Form 1A to the

Yes No

...

munawa/emba
Form 1A7)

health center ?

A. ORS?

0$4.Have yoo experienced
st ock:outs o·f [NAM E OF
DRUG) in the previous six
months that have been
reportedin Form 1A?

Greater than 6 months ...997
Don't know ....................... 998

next
llneIn

table

Yes N o

If

1
1

yes

1

2
2
2

1

2

1

2

---

2

1

2

---

2

1

2

---

2
2
1 2

Goto

DS5

If no
Next
line

7
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Check DS2.For each of the drugs that the HSA has
at this moment, ask the following:
Do you have at least·
12 sachets of ORS?
60 tablets of zinc?
6 blister packs or 36 tablets of LA 1x6?
4 blister packs or 48 tablets of LA 2x6?
36 tablets of paractamol?
60 tablets of cotrimoxazole?
6 tubes of antibiotic ointment?

OS5A.

Yes
ORS (12 sachets) ................... .. ....1
Zinc (approx . 60 tablets) .. . .........1
LA 1x6 (6 blister packs) ......................1
LA 2x6 (4 blister packs) ........... .......... 1
Paracetamol (approx. 36 tablets) ..... 1
Cotrim (approx . 60 tablets)
.1
Antibiotic eye Ointment (6 tubes) ........ 1

No
2
2
2
2
2
2
2

Circle yes or no for each drug. If the HSA answered
that he did not have the drug at this moment,circle
No.
Do you have the following supplies at your Village Health
Clime at this moment?

0$6.

(Kodi m11li mli timlm iti ku chipataltt cha1111 cha
mmudzilero ?)

Yes
Timer (timing device) ...................... 1
MUAC tape
. .. ......... 1
SCRF ..
. .... .. ........ 1
SCR ..................... ..... ........ ........... 1

No
2
2
2
2

No device .......................................................0
Wrist watch .................................................... 1
0$7.

What type of device do you use for counting breaths?

Clock on wall/sheW

(Kodi mumagwiritsa ntchito chida chanji powerenga
kapumidwe ka munthu?)

Mobile phone ..

2
.3

CO NTINUE TO SV1

Timer .................................................................. 4
Other (spec y)

6

8
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In the last three months, were you mentored
on your CCM work (sick child recording form)
with a supe rvisor in the health center?
SV7.

SV8.

SV9.

Yes. ............................................................... 1
No .......... ·············· ············ ........................................... 2

(Kodi mkati mwa miyezi itatu yapitayi
mwakambirana za ntchito ya CCM (SCRF)
ndi okuyang'anirani a ku health centre?)
During the most recent CCM supervision visit
at the health center , did your supervisor use
a mentoring checklist?
(Kodi ulendo wotsiriza wa supervision ya
CCM ku health centre okuyang'anirani
anaqwiritsa ntchito mentorinq checklist?)
What was the date (month/year) of this
supervision v isit w here the mentoring
checklist was used?
(Kodi supervision imeneyi inachitika
mwezi ndi chaka chanji pamene
anaqwiritsa ntchito mentorina checklist?)
During the most recent CCM supervision at
the health center with whom did you discuss
your work?
(Kodi ulendo wotsiriza wa supervision ya

SV10. CCM ku health centre munakambirana ndi

ndani zokhudzana ndi ntchito yanu?)
(Udindo wake).

If No-7
End
interview

Yes .............................................................1
No ·························
Don't know

...
.............

•••••••••••

...

............. 2

If
No/Don't
Know-7
SV10

······················· ·· ... 8

MM: -YY:

--

Don't Know ...................................................... 98

EHO/Assistant EHO ........................ .... ..... A
Community Health Nurse ................ .......... B
Health Center In Charge ................. .... ..... C
Nurse ............................................. .. .... ..... D
other (specify)
x

Circle all responses
During this visit at the health center, did the
supervisor do any of the following?
SV11

(Kodi pamene anakuyenderani ku health
centre okuyang'anirani anachita chimodzi
mwaizi):

Yes
Observed you treating a sick child .......1
Gave you a case scenario ................... 1
Observed your register ................. .. ....1
Observed your drugs ........................... 1
Observed your CCM supplies
(timer, MUAC, other) ............................ 1
Observed vour reports ......................... 1

No DK

2 8
2 8
2 8
2 8
2
2

8
8

THANK YOU FOR YOUR TIME 7COMPLETE INTERVIEWER
OBSERVATIONS.
INTERVIEWER'S OBSERVATIONS
TO BE FILLED IN AFTER COMPLETING TELEPHONE INTERVIEW

Comments:
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VILLAGE CLINIC VALIDATION MODULE (V)
Ask the following questions to the HSA:
V1

Have you been trained in CCM, that is have you
been trained to fill in the sick child recording form?

Yes .............................................................. 1
No ................................................................... 2

If no-7 V27

MM:
V2.

What date did you complete the training on the sick
child recording form?

YY:
Don't Know ...................................................... 98

V3.

V4.

V5.

V6.

Have you received a drug box for holding a Village
Health Clinic?

Yes .............................................................. 1

Have you treated any sick children in the previous
three months?

Yes .............................................................. 1

Did you treat any sick children in the previous seven
days from today?

Yes .............................................................. 1

No ................................................................... 2

No ................................................................... 2

No ................................................................... 2

If no-7 End
interview

If no-7 End
interview

If no-7 V31

How many sick children did you treat in the previous
seven days from today?
Don't Know. .... 998
MM:
YY:

V7.

What was the last month for which you submitted a
Form 1A to the health center?

Don't Know .......98
Never submitted .......99

Observe and record:
Record if the drug box is present

Yes .............................................................. 1

If drug box is at another location, ask to observe it.

No ................................................................... 2

Record whether the following drugs are available (at
least one full dose and unexpired) to the HSA
Exclude changes since the first interview.

Avail. Not Avail.
ORS.
..........1
2
Zinc . ... . ..... .
......1
2
LA (6x1)
......1
2
LA (6x2) .................. . ......1
2
Paracetamol ......................... 1
2
Cotrimoxazole ..................... 1
2
Antibiotic eye ointment
.1
2

V8.

V9.

Check the drug box and probe if the HSA keeps any
drugs elsewhere. Record all drugs in the HSA's
possession. Only record "Yes" if you observe the
drug.
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Check V33. For each of the drugs that the HSA
has available, check the following in the drug
box:

V33A

Is there at least:
• 12 sachets of ORS?
• 60 tablets of zinc?
• 6 blister packs or 36 tablets of LA 1x6?
• 4 blister packs or 48 tablets of LA 2x6?
• 36 tablets of paractamol?
• 60 tablets of cotrimoxazole?
• 6 tubes of antibiotic ointment?

Yes No
ORS (12 sachets) ...
.............. 1
2
Zinc (approx. 60 tablets) ................ 1 2
LA 1x6 (6 blister packs) ...................... 1 2
LA 2x6 (4 blister packs) ...................... 1 2
Paracetamol (approx. 36 tablets) ....... 1 2
Cotrim (approx. 60 tablets) ................. 1 2
Antibiotic eye ointment (6 tubes) . ..... 1 2

Circle yes or no for each drug. If the drug is
listed as unavailable in V33, circle No.
Record whether the following supplies are available
to the HSA. Exclude changes since the first
interview.
V10.

V11

Check the village clinic and probe if the H SA keeps
any supplies elsewhere. Record all supplies in the
HSA's possession. Only record "Yes" if you observe
the supplies.

Observe the device the HSA uses to time breathing.
Record type of device.

Avail.
Timer (timing device) ............ 1
MUAC tape........................... 1
SCRF .................................1
SCR....................................1

No device ..................... ...................... O
Wrist watch ...........................................1
Clock on wall/shelf ............................... 2
Mobile phone ....................................... 3
Timer ....................................................... 4
other (specify)
6

Record whether the HSA has register/records of
sick children seen in the previous 3 months.

Yes .............................................................. 1

ff HSA does not use register, ask to see any other
records.

Records not available..................................... 8

Is there one or more entries for a sick child seen in
the previous seven days? ff HSA does not use
register, ask to see any other records.

Yes. ............................................................. 1

v13.

V14.

Count the number of entries in the CCM register for
the seven days prior to the first interview. Exclude
children seen since the date of the first interview . If
HSA does not use register, ask to see any other
records.

V12.

No ................................................................... 2

No ................................................................... 2

If No-? C1

If No -7 C1
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CONFIRMATION MODULE
Do not go back and change an:t answers based on what :i£OU find in Cl-C21. Kee all
answers (even if inconsistent) as original! entered.

DO THE FOLLOWING ITEMS MATCH?:
Yes No

If no: enter reason why here:
HSA Information

C1.

HSA CCM training
(HS12=V12)

C2.

Date Of CCM
training

1

2

1

2

1

2

1

2

1

2

(HS13=V13)

C3.

Drug box
availability
(HS14=V32)

C4.

Treated children in
previous 3m
(HS15=V36)

C5.

Number of treated
children in
previous 7d
(HS17=V38)

Drugs/supplies
C6.

Drugs available
(DS2=V33)

C?.

Drug stock-outs in
last 3m

1

2

1

2

1

2

1

2

1

2

(DS3=V15)

CB.

Drug stock-outs in
last Gm
(DS4=V16)

C9.

Duration of most
recent stock-out
(DS5=V17)

Minimum drug
C10 stocks
(DS5A=V33A)

35

C11.

Supplies available
(DS6=V34)

C12.

1

2

1

2

Timer available
(DS7=V35)

Supervision
No. times
supervised in CCM
C13. in last 3m at VC

1

2

1

2

1

2

1

2

1

2

1

2

1

2

1

2

1

2

(SV2=V18)

C14.

Supervision
checklist used
(SV3=V19)

Date of most
recent supervision
C15. checklist
(SV4=V19)

C16.

Who administered
supervision
checklist
(SV5=V20)

C17.

Supervision
content
(SV6=V21)

C18.

Mentored in CCM
in last 3m at HC
(SV7=V22)

C19.

Mentoring
checklist used
(SV8=V23)

C20.

Date of most
recent mentoring
checklist
(SV9=V23)

C21

Who administered
mentoring
checklist
(SV10=V24)
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SUPERVISION (SV)
Have you received a supervisory visit about
CCM (sick child recording form) at your
village clinic in the past three months?
SV1

(Kodi mkati mwa miyezi itatu yapitayi
mwayenderedwa pa chipatala chanu
cha mmudzi ndi a supervision ya CCM
(SCRF)?)

Yes ................................................................. 1

No ...................................................................... 2

If No-7
&17

How many times during the last three months
did you receive a supervisory visit about
CCM (sick child recording form) at your
village clinic?
SV2.

SV3.

SV4.

SV5.

--

(Kodi mkati mwa miyezi itatu yapitayi
mwayenderedwa kangati pa chipatala
chanu cha mmudzi ndi a supervision ya
CCM (SCRF)?)
During the most recent CCM supervision visit
at your village clinic, did your supervisor use
a supervision checklist?
(Kodi ulendo wotsiriza wa supervision ya
CCM okuyang'anirani anagwiritsa ntchito
supervision checklist?}
What was the date (month/year) of this
supervision visit where the checklist was
used?
(Kodi supervision imeneyi inachitika
mwezi ndi chaka chanji pamene
anaawiritsa ntchito checklist?}
During the most recent of the supervision
visits specific to CCM (sick child recording
form) at your village clinic, who visited you?
(Kodi ulendo wotsiriza wa supervision ya
CCM (SCRF) pa chipatala chanu cha
mmudzi ndi ndani amene
anakuyenderani?) (Udindo wake).

Yes ................................................................. 1

No ...................................................................... 2
Don't know ........................................................... 8

If

No/Don't
Know-7
SV5

MM: -YY: --

Don't Know ........................................................ 98

EHO/assistant EHO ......... .............. .......... A
Senior HSA ...................... ........ ...... .......... B
Community Nurse ............ .............. .... ..... D
IMCI coordinator .............. .............. .... ..... E
Pharmacy technician ······•• ···· .......... .... ..... F

Circle all responses

During this visit, did the supervisor do any of
the following
SV6.

(Kodi pamene anakuyenderani
okuyang'anirani anachita chimodzi mwa
izi):

Yes No DK
Observed you treating a sick child .......1 2 8
Gave you a case scenario ...................1 2 8
Observed your register ................... ....1 2 8
Observed your drugs ...................... ....1 2 8
Observed your CCM supplies
(timer, MUAC, other) ............................ 1 2 8
Observed your reports ......................... 1 2 8
Spoke to the VHC ................................ 1 2 8
Observed the water/latrine facilities at your village
clinic ...................................................... 1 2 8
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Annex 4: Bland-Altman graph

Children treated by the HSA in the previous seven days, mean difference between reported and observed
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Annex 5: Comparison of sensitivity/specificity of the face-to-face and cellphone interview methods.
Implementation strength Indicator

Percent HSAs working at the time
of the assessment
Percent HSAs trained in CCM
Percent HSAs received drug box
Percent HSAs who have seen a
sick child in the past 7 days
Average (range) number of
children treated in the previous 7
days
Percent HSAs supervised in CCM
in the last 3 months
Percent HSAs mentored in CCM in
the last 3 months
Percent of HSAs supervised with
reinforcement of clinical practice
for most recent supervision
Current stocks of CCM drugs:
LA 1X6
LA 2X6
Cotrimoxazole
ORS
ZINC
All drugs
Minimum CCM drug stocks:
LA 1X6
(6 blister packs / 36 tablets)
LA 2X6
(4 blister packs /48 tablets)
Cotrimoxazole
(60 tablets)

Face-to-face interviews

Cell-phone interviews

Sensitivity
%
100%

Specificity
%
100%

Sensitivity
%
100%

Specificity
%
100%

100%

100%

99.5%

100%

100%
100%

100%
100%

100%
100%

100%
95.5%

Bland-Altman Mean
difference: 0.122 (CI 0.080 to 0.324)

Bland-Altman Mean
difference: -0.365
(CI -0.939 to 0.209)

83.3%

94.3%

81.1%

93.2%

87.5%

90.9%

82.9%

86.1%

90.0%

86.7%

85.5%

85.4%

100%
100%
100%
100%
100%
100%

85.7%
100%
100%
85.7%
94.1%
96.0%

100%
99.4%
99.4%
100%
100%
100%

93.6%
96.8%
94.1%
94.6%
100%
97.7%

100%

100%

100%

97.6%

100%

100%

99.4%

97.4%

100%

100%

100%

100%
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ORS
(12 Sachets)
Zinc
(60 tablets)
All drugs

100%

100%

99.3%

100%

100%

100%

98.5%

98.5%

100%

100%

96.7%

99.1%

Timer
MUAC
Sick Child Recording Form
Sick Child register

100%
100%
100%
100%

100%
100%
25.0%
100%

99.5%
100%
99.5%
99.5%

83.3%
88.9%
71.4%
100%

CCM supplies:
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Annex 6: District level implementation strength indicators, reported, observed and sensitivity and
specificity
Dowa

Ntcheu

Implementation strength Indicator

Reported
%

Observed
%

Sensitivity/
Specificity
%

Reported
%

Observed
%

Sensitivity/
Specificity
%

Percent HSAs working at the time of
the assessment
Percent HSAs trained in CCM

100%

100%

100%/100%

100%

100%

100%/100%

100%

100%

100%/100%

98.9%

100%

98.91/100%

Percent HSAs received drug box

100%

100%

100%/100%

100%

100%

100%/100%

Percent HSAs who have seen a sick
child in the past 7 days

90.7%

90.7%

100%/100%

88%

87.0%

100%/91.7%

Average (range) number of children
treated in the previous 7 days

11.9%

11.8%

Bland-Altman Mean
difference: -0.111
(CI -1.039 to 0.817)

10.0%

9.3%

Bland-Altman Mean
difference: -0.663
(CI -1.288 to -0.038)

Percent HSAs supervised in CCM in the
last 3 months

42.6%

39.8%

83.7%/84.6%

7.6%

10.9%

70.0%/100%

Percent HSAs mentored in CCM in the
last 3 months

37.0%

22.2%

87.5%/ 77.4%

13.0%

12.0%

72.7%/ 95.1%

Percent of HSAs supervised with
reinforcement of clinical practice for
most recent supervision

57.4%

45.4%

89.8%/ 69.5%

12.1%

14.3%

69.2%/97.4%

LA 1X6
LA 2X6

96.3%
97.2%

96.3%
98.1%

100%/100%
99.1%/100%

72.5%
69.2%

70.3%
68.1%

100%/92.6%
100%/96.6%

Cotrimoxazole
ORS

94.4%
95.3%

93.5%
94.3%

99.0%/71.4%
100%/83.3%

70.3%
67.0%

70.3%
65.9%

100%/100%
100%/96.8%

Current stocks of drugs:
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ZINC
No stock-outs in the previous 3m

90.7%

90.7%

100%/100%

67.0%

67.0%

100%/100%

LA 1X6

89.6%

94.3%

92.0%/50.5%

70.3%

64.2%

88.5%/62.1%

LA 2X6
Cotrimoxazole

93.4%
96.2%

94.3%
95.3%

96.0%/50.5%
100%/80%

54.3%
66.7%

53.1%
65.4%

79.1%/73.7%
96.2%/89.3%

ORS

92.5%

95.3%

97.0%/100%

60.5%

60.5%

89.8%/84.4%

ZINC
Minimum supplies of drugs

92.5%

94.3%

96.0%/66.7%

53.1%

55.6%

84.4%/86.1%

LA 1X6
(6 blister packs / 36 tablets)
LA 2X6
(4 blister packs /48 tablets)
Cotrimoxazole
(60 tablets)
ORS
(12 Sachets)
Zinc
(60 tablets)
CCM supplies

95.3%

95.3%

100%/100%

62.0%

60.9%

100%/97.2%

96.3%

96.3%

100%/100%

62.0%

62.0%

98.3%/97/1%

91.6%

91.6%

100%/100%

68.5%

68.5%

100%/100%

89.7%

90.7%

99.0%/100%

39.1%

39.1%

100%/100%

81.3%

82.2%

97.7%/94.7%

47.8%

47.8%

100%/100%

Timer
MUAC
Sick Child Recording Form
Sick Child register

98.1%
93.5%
97.2%
99.1%

99.1%
92.6%
98.1%
100%

99.1%/ 100%
100%/87.5%
99.1%/100%
99.1%/100%

95.7%
98.9%
96.7%
100%

94.6%
98.9%
94.6%
100%

100%/80%
100%/100%
100%/60%
100%/100%
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