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1. Executive Summary  

Ntcheu District is one of Malawi’s 28 districts and has a population of 550,000 and 121,000 
households. A universal coverage distribution of 268,420 nets was carried out from 
December 2011 to April 2012.  
 
The Post-Distribution Check-Up of net use and condition (PDCU) carried out 24 months after 
the distribution involved gathering data across all 37 health centre catchment areas (HCCAs) 
in the district. 8,939 households (HH) were randomly selected and visited unannounced.  
 
The data collected showed very good levels of net use and net condition: 81% of nets were 
hung with 49% in ‘very good’ condition and 28% in ‘OK’ condition’. 
 
Net hang-up, condition and ‘net present but not hung’ information for each of the 37 HCCAs 
has been passed to Ntcheu’s Malaria Coordinator (MC) and District Health Officer (DHO) to 
assist in further potential targeted malaria intervention activities.  
 
The PDCU cost US$ 7,650 equal to US$0.85 per household. 

2. Introduction 

Malaria is the cause of significant mortality and morbidity in Malawi. The plasmodium 
falciparum parasite accounts for 98% of the malaria infections in Malawi. More than a 
million people die of malaria each year of which 70% are children under 5 years of age. 
Malaria is also the number one killer of pregnant women though it is preventable. 
 
The Government of Malawi, through the Directorate of Preventive Health Services, in the 
Ministry of Health, established the National Malaria Control Program (NMCP) with the 
objective of reducing malaria related morbidity and mortality by 75%, by 2015, from the 
2004 level. To achieve these goals the NMCP adopted health promotion, distribution and use 
of long-lasting insecticidal nets (LLINs), intermittent presumptive treatment for malaria in 
pregnancy and indoor residual spraying (IRS) as primary malaria preventive and control 
interventions. 
 
The Government of Malawi, with assistance from other partners, implemented a Universal 
Coverage National Campaign in 2011-2012 in which over 5.5 million nets were distributed, 
free-to-recipients, to households all over the country. Donors included The Global Fund 
(4,740,480 LLINs), USAIDs’ President’s Malaria Initiative (477,000 LLINs), the Against 
Malaria Foundation (268,420 LLINs) and the Millennium Villages Project (30,000 LLIN). 
   
It is against this background that Concern Universal Malawi, in conjunction with Ntcheu 
District council, conducted a Universal Coverage long-lasting insecticidal net (LLIN) 
distribution program in the district as part of the National Malaria Control Program’s 
(NMCP’s) universal net distribution across the district. The 268,420 LLINs provided by the 
Against Malaria Foundation were distributed across Ntcheu District whilst Irish Aid provided 
the operational funding. This stock of LLINs was sufficient to ensure coverage of every 
sleeping space in the district. 
 
As an impact-monitoring tool of net usage and net condition, two post-distribution check-ups 
(PDCUs) were carried out, 6 months and 15 months after the distribution. This report 
represents the results of the 24 months PDCU conducted from December to January 2014.  
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attached to each one, the majority being salaried Health Surveillance Assistants (HSAs).  
 
In collaboration with the District Health Officer (DHO) and Malaria Coordinator (MC) it was 
decided to involve approximately half of the HSAs in data collection. This was for two 
reasons.  
 
First, this would locate the check-up work within the health centres and involve the main 
health team in each health centre catchment area. It was recognized all health staff are busy. 
It was also recognized malaria is one of the most significant health problems in the 
community and nets are the best prevention so their continued use is important to the health 
of the community. It was decided it was an appropriate allocation of HSA time and involving 
HSAs would build knowledge and capacity and give them responsibility for this important 
task. Exposing HSAs, as health extensions workers, to the challenges malaria prevention 
initiatives encounter at a village and household level, would build knowledge that could later 
be incorporated in the HSA’s day-to-day health talks and activities. 
 
Second, involving half of the HSAs would allow those considered most reliable and able to 
do a good job of data collection to be selected. It would all ensure an adequate number of 
health staff were available to cover other duties. 
 
Also, the specific days the data collectors from a particular health centre worked could be 
staggered by the health centre leader if necessary to manage staff resources for other duties. 
 
Note: In the PDCU-15 months, a smaller number of dedicated staff had been used to collect 
household level data. This had gone smoothly. With the PDCU-24 months it was decided to 
use a much larger number of, but locally based, health staff to see if this would be a 
successful way of empowering the district health staff from the respective health facilities. 
The aim of involving the HSAs was to provide them with inside knowledge of the initiative 
and its impact on malaria control and the reasons for the occurrence of some malaria cases in 
their respective areas, despite the mass LLIN distribution.  
 
Orientation and training 
 
Supervisors: Orientation and training took place in the first week of December. There were 4 
supervisors. A briefing took place to familiarize the supervisors with the overall project, 
objectives, timing and specific responsibilities. 
 
Data collectors: There were 368 HSAs involved in collecting data, 10 from each health centre 
catchment area. Orientation and training took place in the second week of December 2013. 17 
orientation and training sessions were conducted by CU and MOH Staff (Malaria Coordinator 
(MC) and Assistant District Environmental Health Officer (ADEHO)) over a period of seven 
days. The orientation included detailed explanation of the logic behind the survey form (net 
condition, type of nets, what sleeping spaces are, what is meant by hung nets and noting hung 
nets against AMF nets received) as well as having the data collectors fill in sample forms and 
ask questions to ensure their understanding of what information should be collected and how. 
 
Village selection and household selection 
 
Ntcheu district has 37 health facilities. It was decided to collect data from 250 households in 
each health centre catchment area with 25 households selected at random from ten villages, 
also selected at random. 
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Villages were randomly selected using the village lists generated from the pre-distribution 
and distribution work for the 2011/2012 AMF-funded universal coverage LLIN distribution. 
A random number table was used to select the villages.  
 
Households were randomly selected using the household lists produced during the same 
campaign. A random number table was used to select 25 villages. Five more households were 
put on reserve in case no one was at home in the selected households. 
 
Data collection 
 
368 HSAs and 4 supervisors were involved in the PDCU. The supervisors were responsible 
for checking the data was collected as required. 
 
All the HSAs involved gathered at their respective health centres for a pre-data collection 
briefing before being deployed to the respective villages. Whenever a health center had fewer 
HSAs than the number of villages to be surveyed, additional HSAs were ‘imported’ from 
other health facilities. Once the data collection was complete, HSAs submitted forms to their 
supervisor who was responsible for checking the forms for obvious errors or omissions, 
including a lack of householder signature, before delivering the forms to the data entry team. 
 
In the households both men and women were interviewed upon giving consent and signing on 
the form to indicate acceptance. 
 
HSAs worked in pairs. On average they visited 50 households per day. 
 
Data collection checking 
 
Supervisors were required to visit 5% of the households in their area to check the accuracy of 
the data collectors’ work. Households were chosen at random so the work of all HSAs was 
checked. 
 
Data entry 
 
There were four data entry clerks with knowledge in basic computing. The data entry clerks 
were also exposed to a questionnaire orientation where they were briefed on the forms and 
introduced to the online web links and how to enter the data on the electronic form, make 
editions and post the data. The data entry clerks were assigned specific health facilities in 
order to facilitate their performance monitoring. 
 
Data was entered into a database via a web interface created by AMF. An internet connection 
was required for this work. This created some problems when the internet connection was 
down at the data entry location. 
 
Data entry checking 
 
It was important to monitor and check the work of each data clerk at an early stage to correct 
any lack of understanding and monitor errors. 
 
Once all data had been entered these was a period of several days in which duplicate forms 
were removed and data errors corrected. The online system highlighted duplicates and errors 
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for checking which made this task relatively easy. The data entry system has now been 
improved to make it impossible to enter duplicates. 
 
5. Finances  
 
The total PDCU cost was MK3.06 million (US$7,650). 
  
Budget vs actual costs  
 
ITEM   BUDGET COST  ACTUAL COST   DELTA 

BRIEFING/ORIENTATION  1,230,860   958,700  ‐22%

DATA COLLECTION  2,390,688  1,600,800  ‐33%

DATA ENTRY  336,000  336,000  ‐

STATIONARY  161,900   164,250   +1%

GRAND TOTAL (MK)   (MK)  4,119,488    (MK)   3,059,750   ‐26%  

GRAND TOTAL (US$)  (US$)        10,300 (US$)          7,650  ‐26%

 
6. Lessons learned 
 
The operational elements that went well were: 
 

 All the selected villages were visited. 
 There was a positive response from the LLIN beneficiaries at community level. 
 The survey form was short with only one page, which was ideal for the data collectors 

and the respondents 
 Local community leaders and household heads allowed the data collectors to enter 

their households to see the hung nets and check the condition they were in. 
 Management support and commitment towards the activity by Concern Universal and 

MoH staff was very encouraging. 
 The majority of the HSAs were committed to collecting the data despite their busy 

schedules. 
 
The elements that did not go so well were: 
 

 Some HSAs revealed a poor commitment and understanding of the questionnaire 
resulting in additional time being spent correcting their mistakes. 

 Transport was a very big challenge. Despite having planned for two vehicles during 
the data collection, only one vehicle was allocated. This extended the data collection 
period. 

 In some villages on a planned day the team faced data collection challenges due to 
funerals hence they were done on a day later. 

 The HSAs and drivers demanded extra money, as they had to spend more hours 
collecting the data than initially planned due to adverse weather conditions. 

 There were moments when the project team had to use their personnel resources such 
as cell-phones and vehicles to accomplish the mission when the MoH could not 
provide a vehicle. 

 Fewer data collectors and supervisors are probably better. Managing a large number 
of supervisors, and supervisors managing a large number of data collectors, brings 
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more challenges than managing fewer people. With fewer people there can be greater 
confidence in the quality and consistency of the data. 

 
The lessons learned from this PDCU that will be applied to subsequent PDCUs were: 
 

 There is a need to incorporate a ‘communication budget’ for easy telephone 
communication since this is a field based activity. 

 In order to follow the timeline and meet the deadlines permanent vehicles should be 
allocated to the project. 

 Permanent data collectors who are to be hired to collect the data for the whole 
exercise should conduct the surveys. 

 Some HSAs revealed poor understanding of the relevance of the initiatives both to 
their profession and to the community as whole. 
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Appendix B - Summary of previous PDCUs in Ntcheu 
 
Pre-distribution household-level registration survey of 121,408 households (Oct –Nov 2011) 
 
Distribution of 268,420 LLINs (Dec 2011 – Apr 2012) 
 
Post-Distribution Check-Up at 6 months (Jun 2012) 
 

 7,689 HHs visited (7% of the HHs that received nets in the original distribution) 
 15,814 nets checked  
 90% of the nets were found to be hung and in use. This is a high hang–up level. 
 99% of the nets were found to be in ‘very good condition’ (fewer than 2 holes of up 

to 2cm in size) 
 Condition of the nets compared to expectation: Excellent 

 
Post distribution Check-Up at 15 months (Apr – May 2013) 
 

 9,250 HHs visited (7% of the HHs that received nets in the original distribution) 
 18,580 nets checked  
 85% of the nets were found to be hung and in use. This is a high hang–up level. 
 89% of the nets were found to be in ‘very good condition’ (fewer than 2 holes of up 

to 2cm in size) 
 Condition of the nets compared to expectation: Excellent 


