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Data

This is a Project Performance Assessment Report (PPAR) by the Independent Evaluation
Group (IEG) of the World Bank Group on the Malawi Nutrition and HIV/AIDS Project
(P125237) and additional financing (P156129). This instrument and the methodology for
this evaluation are discussed in appendix C. Following standard IEG procedure, copies
of the draft PPAR were shared with relevant government officials for their review and
comment. No comments were received.

This report focuses on lessons learned from the International Development Association’s
support to maternal and child health and nutrition under the Malawi Nutrition and
HIV/AIDS Project. Project ratings and a detailed discussion of the project, including its
support for HIV/AIDS and disease preparedness components, are provided in

appendix A.

Malawi Nutrition and HIV/AIDS Project (P125237)

Basic Data
World Bank financing
Country Malawi commitment $114,952,729
Global Practice Health, Nutrition, and Actual project cost $107,161,353
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Note: IDA = International Development Association.

Dates
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Effectiveness October 17, 2012
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Midterm review April 13, 2015
Closing August 31, 2017 August 31, 2018
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Summary

Project Background and Description

At the time of project approval, Malawi had made substantial gains in reducing the
prevalence of underweight children. However, chronic undernutrition remained high;
47 percent of Malawi’s children under the age of five exhibited stunted growth (low
height for age), exceeding Sub-Saharan Africa’s average of 40 percent. The underlying
causes of malnutrition included poverty, nutrition-deficient household behaviors,
inadequate food preparation, and care practices.

The government of Malawi’s response to the high rate of chronic malnutrition began in
2004, when it created the Department of Nutrition, HIV and AIDS (DNHA) and
implemented a nutrition policy. In 2011, Malawi joined the Scaling Up Nutrition
movement to mobilize resources and support for the implementation of the National
Nutrition Policy and Strategy Plan 2007-15, which focused on broad-based nutrition
interventions implemented at the community level. The Scaling Up Nutrition initiative
required coordination with a variety of partners, including the Canadian International
Development Agency, the United States Agency for International Development, and
Irish Aid.

The Nutrition and HIV/AIDS Project (the project) was approved in 2012 and financed
through an International Development Association credit ($32 million) and an
International Development Association grant ($26 million). It also received contributions
from the following donors: the Canadian International Development Agency

($13 million); the Global Fund, for the country’s HIV Pool to support implementation of
the National HIV and AIDS Strategic Plan ($87 million); and the borrower ($10 million).
Total estimated project financing was $190 million. The project development objective
(PDO) was “to increase access to, and utilization of, selected services known to
contribute to the reduction of child stunting, maternal and child anemia, and the
prevention of HIV and AIDS in children and sexually active adults” (World Bank 2012b,
5).

In 2016, the government asked the World Bank to restructure the project and provide
additional financing to address disease outbreaks (Ebola) and acute malnutrition in
drought-affected districts. The restructuring aimed to increase coverage of selected
nutrition and HIV/AIDS services, and a new disease preparedness component was
included in response to the 2014 Ebola outbreak in West Africa. At the time of the
outbreak, Malawi had no disease surveillance system, no isolation units, and no
specialized equipment for dealing with an outbreak. The project made available



emergency financing to implement World Health Organization-recommended measures
for Ebola preparedness.

Project Components

Component A: Support for Nutrition Improvement. This component supported
community interventions by nongovernmental organizations (NGOs) in 14 out of 28
Malawian districts. This component adopted a community-based care group model, first
introduced in Mozambique, that used volunteer facilitators to promote healthy
behaviors and the use of key health services. The component also supported institutional
capacity development of the DNHA. At the time of restructuring, the component was
expanded to include support for integrated management of acute malnutrition in
drought-affected districts.

Component B: Support for the National HIV/AIDS Strategic Plan. This component
supported (i) district hospitals that offer voluntary male medical circumcision services
and (ii) birthing centers for neonatal male circumcision and prevention of mother-to-
child transmission. World Bank financing for this component was channeled through a
pooled donor funding mechanism (the HIV Pool).

Component C: Support for Disease Preparedness. This component was added in the
2014 restructuring to support the construction of Ebola isolation centers strategically
located in border districts and the establishment of an integrated surveillance and
response system linking health facilities and two international airports. Figure S.1
summarizes the intervention model.

The project was implemented by two separate government agencies. The DNHA was
the lead agency for nutrition and the National AIDS Commission led implementation of
the HIV/AIDS prevention and disease preparedness activities.

This assessment reviewed all three components. It confirmed that overall outcome
achievement under the project was below satisfactory; performance was uneven under
the different components and objectives. However, a deep dive on the achievements in
improving coverage of the nutrition services (component A) was conducted to focus
more concretely on the care group model, behavior change, and the institutional
framework for a coordinated, multisectoral approach to nutrition (interventions with
extensive research and evidence linked to improving nutrition outcomes). The
assessment found that the project achieved outcomes related to institutional
development and management of acute malnutrition but did not achieve expected
health and nutrition outcomes. Although the main text of this PPAR discusses all
components, the main conclusions on what worked, what didn’t work, and lessons are
drawn from the deep dive assessment under component A.



Figure S.1. Project Intervention Model
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What Worked, and Why?

Overall, this assessment concluded that the project achieved outcomes related to
institutional development and management of acute malnutrition levels but did not
achieve expected health and nutrition outcomes.

Malawi’s institutional framework for nutrition improved. The project developed durable
multilevel and multisectoral mechanisms for the planning and execution of nutritional
policy. There was a consolidation of nutrition efforts at all levels, with all ministries,
stakeholders, districts, and donors operating under the same policy, coordinating body,
strategic plan, behavior change strategy, and monitoring and evaluation framework. The
project set up sustainable institutional structures that remain active at the time of this
assessment. District Nutrition Coordination Committees are still active, and area- and
village-level nutrition coordination committees set up during the project, although less
durable, are still influential.

Integrated management of acute malnutrition in project districts financed by the project
mostly achieved its goals of treating children ages 0-59 months with severe acute
malnutrition and of mass screening under-five children in all 14 project districts.

There were three factors behind the achievements described above. First, at an
institutional level, the project invested strongly in developing the capacity of the DNHA
and district-level nutrition officers to design, manage, and evaluate nutrition policies and
programs. Although the DNHA had been operational since 2004, the training and support
financed through the project was instrumental in fostering high-level ownership and
leadership of nutrition policy in Malawi. Second, throughout project implementation, the
World Bank team remained proactive and responsive to the changing context and
restructured the project twice at the government of Malawi’s request. Third, the results
frameworks for the integrated management of the acute malnutrition treatment
subcomponent, the disease preparedness component, and the HIV/AIDS component were
mostly appropriate and sufficient for tracking project achievements.

What Didn’t Work, and Why?

The project was not successful at adequately improving behaviors known to contribute
to the reduction of stunted growth and mother and child anemia. Nationally, there was
little improvement, or even a worsening in some cases, in feeding practice measures
(such as breastfeeding, dietary diversity, and iron consumption). The percentage of
children ages 6-23 months receiving minimum diet diversity in treatment districts fell
during the project period. The 2018 endline survey reported that feeding practices in the
project districts had declined over the project period from a national minimum diet
diversity baseline of 33 to 23 percent. Although the rate of stunted growth reduction



slowed as compared with the period before the project, reductions in stunted growth
during the project period could be largely attributable to improvements in hygiene and
sanitation practices that resulted from other interventions beyond the project.

Shortcomings in the design, implementation, and exit strategy of the World Bank
explain the project’s limited achievements related to maternal and child nutrition service
coverage. The project design did not adequately estimate the time and resources that
would have been necessary for full implementation of the care group model. The time
given to NGOs for the project was insufficient, and the training package provided to
care groups and their facilitators was inadequate and not properly monitored. NGO
contracts were not clear with respect to expected outputs, and it appears that no exit
strategy for NGO support was defined. At the same time, the use of NGOs as project
subcontractors was controversial and harmed the project’s sustainability. Local
government officials felt bypassed by NGOs, local agricultural and veterinary officers
complained that inputs were not distributed in coordination with them, and
communities were surprised by the abrupt exit of the NGOs.

Moreover, the results framework and indicators were inadequate for monitoring the
project’s progress and assessing its achievements, especially at the engagement and
learning levels. The project has not tracked the extent to which beneficiary mothers
attended community sessions, received training or counseling on adequate nutrition
practices, or even effectively acquired new knowledge. As a result, the project team and
its partners had limited capacity to understand and adjust to the project’s evolving
needs, making it hard to expect changes in nutrition practices.

IEG project ratings are described in table S.1 and in appendix A. The evaluation
methodology and evidence sources are described in appendix C.

Table S.1. Project Ratings Summary

Indicator ICR ICR Review PPAR

Outcome Moderately unsatisfactory Moderately unsatisfactory Moderately unsatisfactory

Overall efficacy Original: modest Original: modest Original: modest
Revised: substantial Revised: modest Revised: modest

Bank performance Moderately unsatisfactory Moderately unsatisfactory Moderately unsatisfactory

Quality of monitoring and Modest Modest Modest/negligible

evaluation

Sources: World Bank 2019a, 2019b.

Note: The Implementation Completion and Results Report (ICR) is a self-evaluation by the responsible Global Practice. The
ICR Review is an intermediate Independent Evaluation Group product that seeks to independently validate the findings of
the ICR. PPAR = Project Performance Assessment Report.
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Lessons Learned

This assessment offers the following five lessons and recommendations:

1.

Although the care group model might be a viable option for nutrition
communication and potential behavior change, it is critical to focus on the
conditions that can make the model successful. Interventions via home visits,
community groups, and interpersonal communication have proven effective in
improving several nutrition outcomes. However, organizing sectoral and
community actors to integrate the delivery of services and the provision of
ongoing support over an extended period remains a challenge.

Developing community-based activities at a large scale takes time and
continuous support, and it is fundamental to adequately estimate the time and
resources needed for full implementation. The care group component was
underfunded, and the two years accorded by the project to NGOs to develop,
train, and manage care group structures was not nearly enough to support real
behavior change. This contrasted with districts where the United States Agency
for International Development, rather than the project, funded the development
of care groups. This agency has been continually funding care groups for over
eight years. Care group coverage is presently close to 100 percent of target
households. More provisions should have been made for the pooled financing of
continuing activities. The pooled funding mechanism was used on the HIV/AIDS
component but not on the nutrition component.

The care group model requires intensive stakeholder engagement and sensitivity
to the social context. Specifically, (i) care group volunteers require incentives to
remain motivated and in regular contact with support structures; (ii) village-level
activities help reinforce behaviors advocated by lead mothers; (iii) cellphone-
based systems, data gathering, and monitoring and evaluation can facilitate long-
term management of care groups and mitigate high transportation costs; and (iv)
the use of NGOs as project subcontractors at the district level can harness
effective project delivery but can disempower local government structures.

To track output delivery and expected change, the PDO, results framework, and
indicators need to be well tailored. The PDO, in its revised format, had the
following shortcomings: (i) it was overly vague; (ii) the results framework was
inadequate for monitoring project progress and assessing its achievements; (iii)
the project was not successful at adequately improving behaviors; and (iv)
indicators did not systematically track desired behavior change.



Project structures that are sufficiently flexible to adjust to donor and government
needs can help implementation and achievement of results. In the HIV/AIDS
component, the project adeptly responded to shifts in donor funding
commitments to ensure efficient deployment of project resources in needed

areas.

Oscar Calvo-Gonzalez
Director, Human Development and Economic Management Department
Independent Evaluation Group
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1. Project Background, Context, and Design

Malawi’s Nutrition Outcomes and Institutional Context

1.1 Despite progress in reducing childhood malnutrition, overall rates remained
high (see box 1.1 for definitions of malnutrition). Between 2000 and 2010, the proportion
of underweight children dropped from 22 percent to 14 percent. The prevalence of
stunted growth declined from 55 percent to 48 percent, still well above the Sub-Saharan
African average rate of 38 percent in 2010. In 2015, stunted growth increased to

63 percent.

1.2 Anemia in women, which is associated with low birthweight, remained
persistently high. More concretely, 41 percent of women were anemic in 2016. Further,
63 percent of children under the age of five were anemic as a result of inadequate
nutrition, among other factors. Malawi’s Health Sector Strategic Plan 2011-16 identified
childhood and maternal underweight as the second most important (16.5 percent) risk
factor for mortality (Government of Malawi 2011a).

Box 1.1. Definition of Malnutrition

Chronic malnutrition, also called stunted growth, indicates low height for age. It is the result of
chronic or recurrent undernutrition, usually associated with disadvantaged socioeconomic
conditions, low levels of maternal health and nutrition, frequent illness, or inappropriate feeding
and care in early childhood. Growth is considered stunted if a child is more than two standard
deviations below the mean based on age and sex.

Acute malnutrition, also termed wasting, is low weight for height. It usually indicates recent and
severe weight loss, often caused by a lack of food or infectious diseases.

Underweight is low weight for age. A child who is underweight may have stunted growth,
wasting, or both.

Micronutrient malnutrition is caused by inadequate intake of vitamins and minerals (such as
iodine, vitamin A, and iron), which enable the body to produce enzymes, hormones, and other
substances.

Source: World Health Organization 2021.

1.3 Multiple factors played a role in Malawi’s inadequate nutrition outcomes. First,
Malawi is an impoverished country, and poverty is highly correlated with inadequate
nutrition. Second, there are several specific barriers to optimal feeding, including
breastfeeding behaviors, limited knowledge of food processing, limited dietary diversity
in food preparation, the need for iron supplements and fortified foods, and nutrition-
deficient cultural practices (USAID and World Bank 2011). Malawi’s institutional
framework for nutrition also contributed to unsatisfactory nutrition outcomes. Figure 1.1



frames the institutional setting of Malawi’s nutrition policy by providing insights from a
gap analysis conducted by the government of Malawi, which informed the project
design. The figure also offers an overview of the key Malawian nutrition policy
instruments and types of nutrition coordination.



Figure 1.1. Malawi’s Institutional Landscape for Nutrition
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Malawi’'s Care Group Model

14  Aspart of its efforts to improve nutrition outcomes, Malawi’s Department of
Nutrition, HIV and AIDS (DNHA) created two strategies anchored in the principles of
community-based nutrition education (figure 1.2). These strategies rely on behavior
change communication through the medium of care groups (box 1.2).

Box 1.2. Malawi’s Care Group Model

A care group consists of 10-15 volunteers. These volunteers receive training to become
community-based health educators. Care groups regularly meet with care group promoters to
receive behavior change messaging to share with their communities. They are different from
typical mothers’ groups in that each volunteer is responsible for regularly visiting 8-15 of her
neighbors to share what she has learned and facilitate behavior change at the household level.
First used successfully in Mozambique for a child survival and health project, care groups are
intended as a medium for behavior change communication and community support for behavior
change.

Source: Perry et al. 2015.

1.5 In 2013, it was decided to extend the care groups approach to all districts in
Malawi. Donor-supported financing fell under the auspices of the DNHA and different
lead donors—principally the World Bank, the United Nations Children’s Fund
(UNICEF), and the United States Agency for International Development (USAID). The
World Bank was responsible for 14 districts in Malawi (out of 28 total), where other
donors were not already active and there was a high burden of stunted growth.



Figure 1.2. Theory of Change to Increase Coverage of Nutrition Services (Objective 1)
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Malawi’s HIV/AIDS Context

1.6 For over a decade, the prevalence of people living with HIV/AIDS in Malawi has
declined steadily, but it remains high. In 2010, over 10 percent of Malawi’s adult
population between the ages of 15 and 49 lived with HIV/AIDS, compared with the Sub-
Saharan African average of 4 percent. According to the 2010 Malawi Demographic and
Health Survey, the most common mode of transmission was heterosexual sex, and HIV
prevalence was higher for women (13 percent) than for men (8 percent). HIV prevalence
was also more than twice as high in the southern region (15 percent) as in the northern
(7 percent) and central regions (5 percent).

1.7 At the time of appraisal, Malawi had one of the highest rates of pregnant women
living with HIV. In 2009, approximately 60,000 pregnant women were living with HIV
and needed antiretroviral therapy for the prevention of mother-to-child transmission
(PMTCT). In 2010, mother-to-child transmission of HIV accounted for approximately

25 percent of new infections.

1.8 The World Bank has contributed to an HIV/AIDS pooled funding mechanism
(the HIV Pool) since 2003. Before the project, the World Bank’s HIV/AIDS-related
support—the Multisectoral AIDS Project—was channeled through the HIV Pool. World
Bank financing was pooled with financing from the Global Fund for AIDS, Tuberculosis,
and Malaria and the United Kingdom’s Department for International Development. The
HIV Pool was administered by the National AIDS Commission (NAC). The HIV Pool
was the primary source of funding for the government’s Malawi National HIV and
AIDS Strategic Plan (2011-16), accounting for 60 percent of the total budget allocated to
the fight against HIV/AIDS in 2011. The remainder of the funds supporting the plan was
disbursed at the time through line ministries and discrete projects of donors such as the
United States President’s Emergency Plan for AIDS Relief and UNICEF.

Project Objectives, Design, and Financing

Project Objectives and Design

1.9 The original project development objective (PDO) targeted improving nutrition
and preventing the spread of HIV/AIDS in Malawi. The original PDO was “to increase
access to, and utilization of, selected services known to contribute to the reduction of
child stunting, maternal and child anemia, and the prevention of HIV and AIDS in
children and sexually active adults” (World Bank 2012a, 5). In 2016, the PDO was
substantively revised as “to increase coverage of selected nutrition, HIV, and AIDS
services and strengthen disease outbreak preparedness in project areas” (World Bank
2016, 4). The revised PDO reflected activities already in progress. In January 2015, funds
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were reallocated from activities under the HIV/AIDS component of the project to disease
preparedness interventions, specifically targeting Malawi’s ability to respond to the
emerging threat of the Ebola virus.

1.10  The PDOs can be summarized as follows:
1. Increase coverage of selected nutrition services:
a. Improve feeding practices and behaviors of children and their caregivers;

b. Improve the government’s capacity to plan and execute nutrition
interventions;

c. Reduce moderate and severe acute malnutrition.
2. Increase coverage of selected HIV and AIDS services.
3. Strengthen disease outbreak preparedness.

1.11  The Project Performance Assessment Report (PPAR) summary contains an
overview of the restructuring actions and a note on how the project was designed to
meet the above objectives. For finer details on these two elements, please consult
appendix D, Project Objectives and Design.

Project Financing

1.12 At closing, $57.4 million was disbursed by the project to support nutrition
improvement (129 percent of the originally planned component budget); $51.3 million
for HIV/AIDS (107 percent of the original component budget) and $7 million for Ebola
preparedness.

Theory of Change

1.13  The theory of change was reconstructed by the Independent Evaluation Group
(IEG). It is an enhanced, more granular version of the results chain presented in the
Implementation Completion and Results Report (ICR), based on project documentation
and interviews. It presents a fuller picture of how the activities were linked to outputs
and intermediate outcomes. The project’s theory of change is presented, by objective, in
figures 1.2 and 1.3. It is aligned with the evaluation scope and offers a deep dive on
component A while providing a simplified articulation of components B and C. (See
appendix F for a detailed description of the project’s components.)



1.14  Objective 1. Original: Increase access to, and utilization of, selected services
known to contribute to the reduction of child stunting, maternal and child anemia.
Revised: Increase coverage of nutrition services.

1.15  The project’s theory of change was based on the premise that increasing access to
and use of selected nutrition services improves some nutrition outcomes, such as
maternal and child anemia and child stunted growth. Activities were centered on
implementing nutrition service delivery at the community level by offering a minimum
package of nutrition and nutrition-sensitive interventions with a strong emphasis on
social and behavior change communication. Likewise, training at the district and
community levels was provided to strengthen sectoral policy, program management,
coordination, monitoring, and project management. The changes resulting from the
implementation of the care groups model and institutional strengthening could
reasonably be expected to contribute to creating knowledge on child feeding and care,
food processing, and cultural practices. In addition, the delivery of therapeutic food, oral
rehydration salts, and essential nutrition commodities, as well as increased screening in
drought-affected districts, could presumably contribute to the implementation of

integrated management of acute malnutrition.

1.16  In addition to the care group development, the project invested in building the
capacity of the DNHA and the coordination structures associated with it to implement,
monitor, and evaluate a national nutrition strategy. This was accomplished through
budgetary support to the DNHA, training, capacity building, and advisory services. The
project also provided funding for national-level coordination meetings and for the
establishment of a nationwide computer-based monitoring and evaluation (M&E)
system for nutrition. This system facilitates data gathering at a district level for use by
the DNHA and other national-level nutrition policy makers.

1.17 A supplementary nutrition subcomponent, to address severe and acute
malnutrition, was added in May 2016. The government requested emergency financing
to combat an increase in moderate and severe acute malnutrition caused by unexpected
crop losses and a decline in food production after two natural disasters —floods,
followed by a prolonged drought.

1.18  Objective 2. Original: Increase access to, and utilization of, selected services
known to contribute to the prevention of HIV and AIDS in children and sexually active
adults.

1.19  The project’s theory of change was based on the premise that increased access to
and use of selected services, such as promoting the use of condoms, voluntary male
medical circumcision, and PMTCT, was a cost-effective approach to reducing new
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infections. Accordingly, the priorities of the HIV/AIDS National Strategic Plans 2011-16
were implemented, and M&E systems were strengthened. Also, the project (i) supported
the implementation of a voluntary male medical circumcision operational plan aimed at
increasing voluntary male medical circumcision services, with a focus on districts not
served by the United States President’'s Emergency Plan for AIDS Relief; and (ii) funded
the equipment of PMTCT centers to increase the provision of PMTCT services.

1.20  Objective 3. Original: Increase access to, and utilization of, selected services
known to contribute to the prevention of HIV and AIDS in children and sexually active
adults.

121  The government of Malawi considered it crucial to strengthen Malawi’s capacity
to respond to disease outbreaks because of the risk of an Ebola epidemic in the country.
The theory of change assumed that building infrastructure, supplying commodities and
critical goods, and training health sector and other staff to respond to an Ebola
emergency could reasonably be expected to contribute to strengthening Malawi’s
capacity to control and prevent the spread of communicable diseases and manage
outbreaks. Also, the implementation of a new surveillance system to process and
analyze information in real time would improve decision-making capacity and the
national response to a health threat.



Figure 1.3. Theory of Change to Increase Coverage of HIV/AIDS Services and Disease
Outbreak Preparedness (Objectives 2 and 3)
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2. What Worked, and Why?

Results

Objective 1: Increase Coverage of Selected Nutrition Services

Objective 1a: Improving Feeding Practices and Behaviors of Children and Their
Caregivers

2.1 The project was largely successful in the initial production of knowledge
materials and establishment of the targeted number of care groups. A total of 5,064 care
groups were formed and trained, against a target of 5,000. The project produced a wide
range of information materials in local languages that are still in use today. These
included (i) a key message booklet for frontline workers and care group members; (ii)
counseling materials on breastfeeding, infant and young child feeding (IYCF) and
complementary feeding, water, sanitation, and hygiene (WASH), and maternal
nutrition; (iii) recipe books for the promotion of the six food groups; and (iv) posters
with key messages. Further modules of counseling materials on family planning and
malaria (a significant driver of anemia in Malawi) were planned but finalized too late in
the project period to be disseminated to the care groups.

Objective 1b: Improving the Government’s Capacity to Plan and Execute
Nutrition Interventions

2.2 Malawi’s institutional framework for nutrition improved. The subcomponent,
whose purpose was to strengthen the capacity of the DNHA to coordinate multisectoral
nutrition efforts at the central, district, and subdistrict levels, succeeded in setting up the
institutional infrastructure for all subsequent nutrition interventions in Malawi. As a
DNHA leader interviewed during the field mission said: “The whole nutrition landscape
was shaped and changed by the project. When government is empowered to do
something, it is able to influence.”

2.3 Figure 2.1 summarizes the project’s main achievements at this level and what
contributed to them. The left-hand side of the diagram introduces the project’s activities,
and the right-hand side summarizes the main outcomes achieved. The pink area
explains the role played by institutional capacity development in strengthening policy
coordination and increasing cohesion within different levels of governance (village,
district, sector, and national levels), among community leaders, and with civil society.
The blue area describes the effects of three key enabling systems implemented: policy
dialogue, M&E, and funding. The outcomes on the right are reasonably expected to



contribute in the long run to improved supply of and access to nutrition services and
ultimately to better health outcomes.

24 The capacity of the DNHA to serve as a coordinating body improved
substantially with support from the project. This finding is in sharp contrast to the 2011
government of Malawi gap analysis, which found that the DNHA was not effectively
fulfilling its functions (Government of Malawi 2011b). Our team heard consistently
positive praise for the efficacy of the DNHA as a convener and coordinator of donor
efforts from a wide range of key informants. To quote one donor, “It is just fantastic to
see the capacity of the DNHA” for national nutrition coordination and leadership. A lot
of the success can be attributed to how capacity was built. The evaluation team was also
told that “There was huge government ownership because of training —it helped them
to learn how to make decisions on our own. The leadership training was very helpful.”

2.5 The project successfully supported the development of durable multilevel and
multisectoral mechanisms for planning and executing nutritional policy. Evidence
gathered in the three PPAR field visits and in multiple interviews with donors and
government nutrition stakeholders indicates that the national- and district-level
structures that were established through the project have improved government
ownership and enhanced effective multisectoral coordination on nutrition. As pointed
out by a member of the World Bank country team, the project managed to raise the
status of nutrition as a multisectoral issue.

2.6 The DNHA was largely successful at consolidating nutrition efforts at all levels
so that there is one policy, one coordinating body, one strategic plan, one behavior
changes communication strategy, and one M&E framework for all ministries,
stakeholders, districts, and donors. According to the 2015 National Nutrition Education
Communication Strategy (NECS) evaluation: “The period 2011 to 2016 was characterized
by cohesion in the nutrition sector, whereby duplication of efforts in districts and
communities was significantly reduced, hence there was rational and effective use of
limited resources” (Kalimbira and Siyame 2017, 14). Several interviewees, including
donors and district-level officials, referred to the success of the strategy in getting all
stakeholders working together. Notably, the modules that were developed over the
course of the project are still in use today in a range of donor funding projects; the
district and subdistrict coordination structures developed by the project have become
active partners in all current donor-funded nutrition initiatives. Among the
development partners presently supporting care group structures and using
instructional materials whose development was supported by the project are the
following: UNICEF, the World Food Programme, the Food and Agriculture
Organization, Kreditanstalt fiir Wiederaufbau, and USAID.
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Figure 2.1. The Project’s Contribution to Institutional Capacity Development
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2.7 Field visits in three districts found that District Nutrition Coordination
Committees (DNCCs), involving all district-level stakeholders responsible for nutrition-
related interventions (for example, agriculture, fisheries, gender, education), were still
active as of January 2020. In each of the field visits, evaluators were told that the
DNCCs, set up during the project period, still meet regularly. They were universally
found to be helpful for designing and coordinating nutrition-sensitive interventions and
for donor coordination.

Objective 1c: Reduce Moderate and Severe Acute Malnutrition

2.8 The third nutrition subcomponent, added in 2016 to finance integrated
management of acute malnutrition in project districts, mostly achieved its goals. The
project financing was extended to procure inputs for treating moderate to severe acute
malnutrition. This occurred in 2016, against the backdrop of a severe drought that led to
an increase in health facility admissions for acute malnutrition of 34 percent from
January-March 2015 to January—-March 2016. According to the ICR (World Bank 2019a),
75.4 percent of children ages 0-59 months with severe acute malnutrition successfully
received treatment, as compared with a target of 80 percent. Mass screening of 1,312,316
under-five children was undertaken in all 14 project districts. Of these children, 1,796
were referred for treatment of moderate acute malnutrition and 9,253 for severe acute

malnutrition.

Objective 2: Increase Coverage of Selected HIV and AIDS Services

29 The project promoted access to and use of HIV and AIDS services, particularly
voluntary male medical circumcision. The project funded the equipping of 30 public and
private facilities for voluntary male medical circumcision in 20 selected project districts.
It also procured 228,514 disposable male circumcision kits, 760 reusable kits, 40
autoclaves, 36 tents, one vehicle each for the 21 districts, and one vehicle for the
HIV/AIDS department. In addition, to promote voluntary male medical circumcision
awareness, the project successfully funded a demand creation team, which trained and
supervised demand creation officers in all project districts, health facilities, and
communities. PMTCT-related project activities were reduced because of the
unanticipated increase of donor funding from other sources. However, the project
continued to fund some limited PMTCT activities, including refurbishment of some
PMTCT centers, provision for HIV DNA polymerase chain reaction equipment for infant
testing, and implementation of a mentorship program for PMTCT center staff.

Objective 3: Strengthen Disease Outbreak Preparedness

210 At the disease preparedness level, the project delivered the outputs planned. It
established an Ebola Coordination Unit under the Ministry of Health, developed a
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disease preparedness plan, and supplied and procured the health commodities and
critical goods for managing disease outbreaks. It also installed an electronic integrated
disease surveillance and response system and instituted an SMS alert system, in addition
to six nationwide rapid response teams trained in Ebola detection, surveillance, and
contact tracing. This component was successful in instituting an improved disease
surveillance system for Malawi.

Design and Preparation

211  The main design and preparation success factors involved the World Bank’s
high-quality planning and results frameworks for institutional capacity development,
with integrated management of the acute malnutrition treatment subcomponent, the
disease preparedness component, and the HIV/AIDS component.

Objective 1: Increase Coverage of Selected Nutrition Services

Objective 1a: Improving Feeding Practices and Behaviors of Children and Their
Caregivers

212 The causal approach to improving feeding practices and behaviors of children
and their caregivers was well aligned with the literature. A major proportion of the
project activities was devoted to supporting social and behavioral change
communication via home visits, community groups, and interpersonal communication.
According to the global literature, this has proven to be effective to improve several
nutrition outcomes, such as child undernutrition and development; child feeding and
caring practices; maternal and child health; access to health services; WASH and
nutrient-rich food; and social norms and behaviors (World Bank 2021). Also, literature
suggests that the community-based design of the nutrition component tends to facilitate
synergized support across sectors to tackle multiple beneficiary needs, which was the
intended result.

Objective 1c: Reduce Moderate and Severe Acute Malnutrition

2.13  The results frameworks for the integrated management of the acute malnutrition
treatment subcomponent, the disease preparedness component, and the HIV/AIDS
component were mostly appropriate and sufficient for tracking project achievements. As
one of the village chiefs said: “The children that joined the community-based childcare
centers are better off than before. And in school they perform better than before. They
have benefited from childcare practices.” Data were also sufficient to enable the
government to track progress and respond to problems promptly.



Objective 2: Increase Coverage of Selected HIV and AIDS Services, and
Objective 3: Strengthen Disease Outbreak Preparedness

2.14  In the HIV/AIDS and disease outbreak preparedness component, the project
adeptly responded to shifts in donor funding commitments to ensure efficient
deployment of project resources in needed areas.

Implementation and Supervision

2.15  Supervision was positively perceived by the government of Malawi, building on
a strong professional relationship between the World Bank team and government
officials. Throughout project implementation, the World Bank team remained proactive
and responsive to the changing context and restructured the project twice at the
government of Malawi’s request.

Objective 1: Increase Coverage of Selected Nutrition Services

Objective 1b: Improving the Government’s Capacity to Plan and Execute
Nutrition Interventions

2.16  Policy development and coordination mechanisms were implemented
successfully and sustained after the project period. They became central mechanisms for
Malawi’s nutrition policy formulation and execution. The DNHA emerged during the
project period as the leading body for the development and implementation of a
multisectoral nutrition policy. As mentioned in the Design and Preparation section
above, this was due in part to the project’s capacity-building support. The project
invested in developing the capacity of the DNHA and district-level nutrition officers to
design, manage, and evaluate nutrition policies and programs. Although the DNHA had
been operational since 2004, the training and support financed through the project was
instrumental in fostering high-level ownership and leadership of nutrition policy in
Malawi. The project also supported district-level training in project management, in the
care group model, Scaling Up Nutrition’s 1,000 Special Days “13 high-impact
interventions,” and M&E. Discussions with DNHA staff suggest the leadership training
they received was particularly helpful, and they reported preparing policy development
and strategic development independently. The leadership and coordination capacity of
the DNHA was commented on in several of the evaluation team’s conversations with
donors and can be seen as one of the principal achievements of the project.

217  The DNHA'’s role as nutrition convener and coordinator was bolstered by the
strong political support that it got during the project period. Its location in the Office of
the President and Cabinet and the strong support of the prime minister’s principal
secretary enabled the DNHA to advocate for nutrition-sensitive policies across
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ministries and to animate the National Nutrition Committee and its technical working
groups (TWGs). In addition, the backing of the Parliamentary Committee on Nutrition
helped the DNHA get the support needed to maintain its operations, even after the
project closed. At the end of 2014, there was concern that the DNHA's convening power
would be weakened with the decision to move the department from the Office of the
President and Cabinet to the Ministry of Health. However, even in this context, because
of strong leadership from the DNHA and high levels of stakeholder commitment, the
multisectoral coordination structures initiated by the DNHA continue to be effective.

2.18  Malawi, with the support of the project, developed institutional mechanisms that
significantly enhanced coordination and collaboration on nutrition-specific and
nutrition-sensitive policy and programming. The project introduced a multilevel
nutrition program coordination structure where none had existed before the project
(Kalimbira and Siyame 2017). This structure has been rolled out in all districts of
Malawi. Each DNCC is chaired by the principal DNHA officer based at the district
commissioner’s office and has representatives from various sectors, including health,
agriculture, education, and the civil society organizations working in the district. The
DNCC enables multisectoral coordination of nutrition-relevant activities and provides
technical support for the operationalization of the NECS. According to a 2017 evaluation
of the NECS, the strategy and its coordination structures “led to a large increase in
resources at the national level, which has also trickled down to districts, to facilitate roll-
out” (Kalimbira and Siyame 2017).

2.19 At the subdistrict level, Area Nutrition Coordination Committees (ANCCs) and
Village Nutrition Coordination Committees (VNCC) were organized, bringing together
frontline workers from the ministries of agriculture, health, gender, and education,
along with other civil society organizations, to enact nutrition education communication
activities. In parallel, village headpersons and other village leaders were organized in a
Community Leaders Action group for Nutrition (CLAN) structure, responsible for
community sensitization and mobilization. To quote one informant, “The whole
nutrition landscape was shaped and changed by the project. When government is
empowered to do something, it is able to influence.” During the field visit, our PPAR
team observed varying levels of engagement in the structures that had been set up by
the project. On all levels, stakeholders reported that the creation of these coordination
structures had an overwhelmingly positive effect on the capacity to develop and execute
nutrition interventions, although meeting regularity and attendance varied somewhat
from district to district, with the lower levels (ANCCs and VNCCs) showing greater
variance in regularity of meetings than DNCCs.

220  The National Nutrition Committee and its TWGs supported policy advocacy,
development, and implementation. The National Nutrition Committee was established



to strengthen coordination and networking mechanisms in the national response to
nutrition in Malawi. Chaired by the DNHA and co-chaired by the chair of the donor
group on nutrition security, the committee is an advisory body to the DNHA and
considers reports from the DNHA and partners. The National Nutrition Committee
comprises a cross-section of stakeholders, including sector ministries, development
partners, civil society organizations, and academia.

221  The TWGs emerged during the project period as important actors on the
nutrition policy landscape. The TWG platforms allow for coordination, accountability,
alignment, and harmonization among partners supporting nutrition in Malawi for
improved performance. When first set up, the TWGs were primarily conceived as
forums for progress reports. However, with the aid of technical advice funded through
the project, they were able to broadly expand the functions of the working groups to be
a forum for continuous learning (for example, the DNHA for IYCF, the Ministry of
Agriculture for Agriculture-Nutrition, and so on) to include discussions on common
challenges, sharing best practices and collaborating on common goals. Preparation of the
behavior change communications modules used by the care groups was largely
facilitated by the IYCF TWG, with TWG members donating their time to the common
project of drafting key messages and training districts and nongovernmental
organizations (NGOs) to use the prepared materials. TWGs meet at least once every
quarter and more frequently as the need arises. Technical working groups meet a
minimum of every quarter but more frequently as the need arises. The National
Nutrition Committee has the following thematic TWGs, with multisectoral
representation that includes government departments, development partners, civil
society, research, and academia: Maternal Infant and Child Feeding; Micronutrients;
M&E, Research, and Surveillance; Targeted Nutrition Program; Agriculture-Nutrition;
and Nutrition Education.

2.22  The project seeded cross-sectoral knowledge sharing and dialogue mechanisms
that have since been institutionalized with government funding. The project funded
twice-yearly food and nutrition conferences to present research and encourage dialogue
on policy. The conferences are still being held, although now only every two years. In
addition, the government has now taken over the financing of the annual Scaling Up
Nutrition Learning Forum, with all districts and partners attending. The two- to three-
day forum enables the DNHA to present new policies and strategies, and districts to
share their activities and learning. Finally, a policy advisory team comprising
representatives of academia, NGOs, and development agencies and senior public sector
officials working on nutrition was revived by the project and has now been
institutionalized. The team meets at least twice a year, with additional meetings
convened as needed. All these forums, in combination with the strong leadership role of
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the DNHA, have led to a well-coordinated and inclusive nutrition policy and
programming structure in Malawi.

2.23  Finally, the project helped develop Malawi’s computer-based M&E system,
including through financing computer purchases, technical advice, and training for
M&E officers at both the district and national levels.

Objective 3: Strengthen Disease Outbreak Preparedness

224  The World Bank team showed flexibility and agility in responding to external
shocks, including the 2015-16 food crisis, the outbreak of Ebola in West Africa, and the
shifting donor landscape for HIV/AIDS. The World Bank team is to be commended for
its work with the NAC to continue to support the AIDS Pool.

3. What Didn’t Work, and Why?

Results

Objective 1: Increase Coverage of Selected Nutrition Services

Objective 1a: Improving Feeding Practices and Behaviors of Children and Their
Caregivers

3.1 The project was largely successful in the initial establishment of the targeted
number of care groups, but this did not translate into a fully sustainable network of care
group services. A total of 5,064 care groups were formed and trained, against a target of
5,000. Based on data collected from implementing NGOs on the number of care groups
formed, the ICR reported 78 percent coverage of caregivers of children under the age of
two benefiting from monthly care group services, against a revised target of 82 percent.
However, although the indicator was supposed to represent mothers receiving monthly
care group services, it appears that this number represented the number of mothers
assigned to care groups without reference to whether they indeed received monthly
services until the project end.

3.2 In fact, the degree to which care groups of community mothers were established,
received materials and training, and were fully operational varied substantially by
project district. The endline survey of the project, conducted in February 2018, found
that districts with a shorter exposure to the project activities had a much higher average
coverage rate of care groups—66 percent for districts with approximately 18 months of
exposure (phase 2 districts) versus 28 percent for districts with approximately 36 months
exposure (phase 1 districts; table 3.1).



3.3 Not all planned materials were produced during the project period, even though
the project produced a wide range of information materials in local languages that are
still in use today. These included (i) a key message booklet for frontline workers and
care group members; (ii) counseling materials on breastfeeding, I[YCF and
complementary feeding, WASH, and maternal nutrition; (iii) recipe books for the
promotion of the six food groups, and (iv) posters with key messages. Further modules
of counseling materials on family planning and malaria (a significant driver of anemia in
Malawi) were planned but were finalized too late in the project period to be
disseminated to the care groups.

3.4 Data suggest a lack of sustainability in service coverage, including during the
period when NGOs were receiving funding to manage the care groups. This finding is
further reinforced by the March 2015 midterm review of the project, which reported care
group coverage of 66 percent for mothers with children in the target age range in the
districts where the project was active (Rabeneck 2015), suggesting that care group
coverage was lower at the project end than at its midpoint. Our PPAR team conducted
field visits to 3 of the 14 project districts in November—December 2019, all of which had
been recommended as particularly successful districts under the project, including two
districts that received support in both the first and second phases of the project and one
that received support only in the second phase. In none of the three districts visited were
the DNCC or the district nutrition officer able to confirm how many care groups were
still active, although all presumed that only a small percentage of the original groups
were.

3.5 Continued contact between the care groups and the nutrition officer after the
project was maintained only in traditional authorities where other donor-funded
projects were continuing to use the care groups. Even in the Mangochi district, which
reported the highest care group