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Abstract
In 1995, Save the Children/US- Malawi introduced a small pilot project called COPECommunity-based Options for Protection and Empowerment, to provide direct services
to prevent and mitigate the impact of HIV/AIDS on children, families and communities
in 1district. Over the past six years, the program has evolved and expanded to four
districts, covering 9% of the national population. The goal of COPE is to mobilize
sustainable community action utilizing existing indigenous social infrastructures and a
three tier structure - District AIDS Coordinating Committees (DACCs), Community
AIDS Committees (CACs) and Village AIDS Committees (VACs). The program is
multisectoral and involves partnerships with government, business communities, local
leaders, other NGOs/CBOs and religious organizations.
Program success includes: the ability of communities to identify the most vulnerable
members and provide them with care and support; the DACC/CAC/VAC structures
mobilized MKI.5 million during the 5 year period; 295 VACs formed; health centers in
COPE focus communities reporting substantial drop in cases of STD infections; and a
drop in school drop-out rates of orphans. Frequently cited benefits by participating
communities include: community-cohesiveness, increased awareness of HIV/AIDS and
its consequences, involvement, participation and empowerment to deal with orphans and
PLWHAS in their midst; peace of mind for HIV+ parents in the knowledge that when
they die, the community will take care of their surviving children.
Challenges for COPE include: lack of resources to go to national scale; donor support
often unreliable, unrealistic and inconsistent in terms of timeframe and resource
availability. Some of the lessons learned are: prevention messages can be conveyed
effectively using care and support focused responses; community members who are
directly affected need to be equally involved in all program processes; multisectoral
approach the most effective to address multiple and interrelated impacts of HIV/AIDS;
and lastly not least no single approach is appropriate for all communities, hence the need
for flexibility and relevance in HIV/AIDS programming.
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In 1995, Save the Children/US's COPE Project (Community-Based Options for
Protection and Empowerment) began in Malawi as a tiny experiment in providing direct
services to mitigate the impact of HIV/AIDS on communities. Building on its own
experience and that of other Malawi programs, COPE quickly evolved into a program
aimed at mobilizing and harnessing community strengths and resources to deal with
HIV/AIDS prevention and care. Over the past six years, with funding from USAID's
Displaced Children and Orphan's Fund, the COPE model in Malawi has been carefully
developed and slowly expanded to cover 9% of the national population.
Like its neighbors in Eastern and Southern Africa, Malawi is severely affected by
HIV/AIDS. The growing number of orphans is one of the pandemic's most visible and
troubling impacts. These children's health, development, education and social integration
are already seriously compromised, and as their numbers increase, the problems will
become much worse.
Malawi's National AIDS Commission launched the National HIV/AIDS Strategic
Framework for 2000 to 2004 in October of 1999. Community mobilization and capacity
building are a key implementation strategy, with implementation activities decentralized
to the District Assembly and its District AIDS Coordinating Committee (DACC). The
COPE program, which builds on government's district and local AIDS Committee
structure, is an integral part of the Malawi's response to HIV/AIDS at all levels.
Through COPE, communities are assisted in developing a sustainable "package" of
services for HIV/AIDS prevention, care and mitigation that addresses the needs of AIDSaffected families holistically, including those of orphans and other vulnerable children.
COPE's success is due in part to its inclusion of assistance for a whole range of responses
on the HIV/AIDS prevention-to-care continuum, so that villages are not forced to
artificially separate prevention from care, the infected from the uninfected, adults from
children, or males from females in their responses. Project evaluations show that
communities with COPE training better understand the relationship of their behavior to
factors causing spread of HIV, are less likely to blame their problems on external causes,
and more likely to initiate internal responses to their own problems.
After developing basic capacities of leadership and organization, COPE-assisted Villages
AIDS Committees initiate support for orphans and their guardians, home care services for
the chronically ill, prevention programs, services for young people, and economic and
food security programs through their sub-committees. In this way, villages develop a
whole range of services to protect and support orphans and other vulnerable children
starting before they are orphaned and continuing through their life cycle. The capacity of
the village as a whole is improved through the COPE model so that AIDS-affected
children and families are not isolated or stigmatized.

There are many measures of COPE's success, but the most important is that communities
themselves are asking for COPE and starting their own COPE initiatives before they are
approached for mobilization. COPE is demand driven because it is modeled on
traditional, community-based multi-sectoral strategies developed in response to the
HIV/AIDS epidemic in Malawi. Demand for COPE is growing because it strengthens
community safety nets and enables the community to deal with the effects of the
epidemic. It also increases demand for basic services in health and education, and links
to resources that support development of safe water, sanitation, and infrastructure. Begun
in rural Malawi, COPE is now being adapted to urban settings. Project data suggest that
COPE is cost effective and has considerable impact on service population's health, social
capacity, and economic well being.
During 2000 and 2001, SC/US trained four other PVOs in the COPE model of
community mobilization, and proposed to the Malawi government and its PVO/NGO
partners that a national implementing partnership be formed to replicate the COPE
model on a widespread basis. The Malawi HIV/AIDS Partnership (MAHAP),
endorsed by the government as the implementing arm of the National Strategic
Framework, is a PVO/NGO association dedicated to achieving national coverage
with high quality, effective and efficient community-based prevention, care,
treatment, impact mitigation and advocacy interventions by 2005. SC/US, through
its COPE/Malawi Program, will serve as coordinating partner for the MAHAP, and
has also been designated as the lead partner in Malawi for the core partners funded
by the Hope for African Children initiative (HACI). Major planning and systems
building for both groups began in the last quarter of 2001.
COPE does not stand alone, but takes its place among a range of community-based
projects initiated in the region since the late 1980's. Built on indigenous coping
mechanisms developed in AIDS-affected countries since the late 1980s, the COPE
model's success warrants widespread replication by Save the Children, partners and other
sponsors. In 2000, Save the Children's Field Offices in Ethiopia and Mozambique began
positioning themselves to replicate COPE in urban and rural settings by 2001. The
Ethiopian project aims to cover 10% of the most affected population of that country
within five years. Within two years, SC/US-Mozambique with Alliance partners from
the UK and Norway hope to start projects that will cover the vulnerable populations of
Mozambique's three high risk corridors: Gaza, Beira and Nacala.
However, when the size of COPE's service population and those of projects like it is put
against the extensive need for community-based HIV/AIDS projects all across SubSaharan Africa, it is clear that they form only a small microcosm of effective
intervention. Full-scale replication in Malawi relies on coordination and development of
better interfaces among organizations with technical skills and organizations with the
resources to overcome the constraints of abiding individual and institutional poverty.
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Box 1: Summary of the Save the Children's COPE/Malawi Project
Founded: 1955
COPE 1: 1995-1996

1 district

COPE 2: 1997-2001

4 districts

COPE 3: 2002-2005

6 districts

Namwera
Phase 1: 9 villages; Phase 2: 96 villages
Limited services
Catchment area population
894,128,9% of Malawi
Full range of services
Catchment area goal: 15% of Malawi
Full range of services, VCT and PMTCT

Strategic Objective: "To mobilize sustainable community action to mitigate the impact of HIV/AIDS.
COPE facilitates the development of effective multi-sectoral responses, uniting government and nongovernmental organization personnel, religious leaders, business persons, and concerned community
members in efforts to address the needs of children and families affected by the HIV/AIDS pandemic.
COPE seeks to accomplish this goal through strengthening capacities of communities, community
institutions and organizations, and government offices and personnel" (Opoku and Kachiza, 2000: 9).
Mobilization Techniques: Training for Transformation, group discussions, interviews
Community-Based Service Provision by Local Groups
1. Community Leadership Development. Training enables Village AIDS Committee (VAC)
members to understand the needs of their communities and respond more effectively by organizing and
leading task-oriented groups within their villages;
2. Identification, Targeting and Monitoring the Vulnerable. Typically, VACs enumerate the
households within their village, identify families and children most in need of assistance, and target
resources and services to the most needy. They also monitor their well being, and tailor assistance to
changing family needs;
3. Planning. VAC responses are planned on the basis of their orphan registrations. For example,
villages with younger orphan populations are concerned about providing early childhood education and
monitoring, while villagers with older children were organizing vocational training.
4. Provision of Services. VACs organize services for the vulnerable, including agricultural
development (communal fields, agricultural inputs, extension training), business and income generation
(micro-credit and savings, business training, assistance in marketing), education (early childhood
development and assistance for primary and secondary schooling), health (home care for PLHAs, referrals
for adults and children in need of care, training in growth monitoring and nutrition), and psychosocial
assistance(integration, home visiting, cluster foster care, security and protection, counseling of guardians
and children, succession planning); prevention (behavioral change and IEC communication, life skills, peer
education, condom distribution); activitiesfor youth (prevention, empowerment, and participation in
decision-making and in providing services for the chronically ill and for orphans and other vulnerable
children).. Where relief assistance (food, clothing, school fees) is provided, it is organized through another
agency so that it does not destroy COPE's community empowerment and volunteer mobilization efforts.
5. Resource Development. VAC resource development activities are of three types: fund raising
and small grants administration(within the community, from businesses and donors); increasedproductivity
(pooled labor, vocational training, business skills), generating demand for basic services (health, education,
agriculture) through advocacy.
Services by COPE - Assistance with initial organization; training in leadership and provision of specific
services; support for development and maintenance of service structure
Benefit Distribution: Community decides what services are needed and develops criteria for targeting
assistance to most needy; services depend on community resources and ability to raise funds
Obstacles in Implementation: "Doing for" instead of "doing with"; donor support for rapid replication
Replicability: COPE serving 9% of vulnerable comminities in Malawi by 2001 with continued expansion
planned for 2002-2005; national expansion through partnership planned in Malawi by 2005; SC/US to
replicate in Ethiopia and Mozambique by SC/US and other Save Alliance partners; standardized manuals and
training prepared to facilitate replication.
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I. HIV/AIDS IN MALAWI: THE NATIONAL RESPONSE

A. The Development Challenge in Malawi
Malawi is ranked arnong the I5 poorest countries in the world and has an estimated GNP
per capita of $ 2101. Approximately 85% of the population lives in rural areas, and 60%
in absolute poverty. The population of Malawi is now estimated at 10 million, but with
an annual growth rate of 2. 0%2 and a 2000 contraceptive prevalence rate of 26%3, it is
expected to double by 2015. Approximately half of the population is under 15 years of
age, and over half of the population is illiterate.
Malawi's health indicators are among the worst in the world, and many have become
worse over the last decade according to the 2000 DHS. With the impact of HIV, adult
mortality has increased, and life expectancy at birth is now estimated at 39.5 years.
Today, HIV/AIDS is the leading cause of death amongst the most productive age group
of 15-49 year olds, and the DHS estimated that it increased mortality among women by
74% and men by 76% during the 1990s 4 . AIDS accounts for over 70% of all inpatient
hospital admissions5 , and consumes a growing percentage of the national budget due to
lost productivity and increased costs in all public and private sectors.
The under five mortality rate, however, dropped from 234 per 1000 live births in 1992 to
189 per 1000 live births in 2000 DHS6 . The improvement, while welcome, is difficult to
explain. Vaccination rates have declined from 82% to 70%, recognition and treatment of
acute respiratory infections is poorer, and 49% of children under 5 are malnourished.
However, use of ORS and exclusive breastfeeding has increased. During the same
period, maternal mortality had risen from 620 per 100,000 live births in 1992 to 1,120 per
100,000 live births in 2000, an increase attributed in part to HIV/AIDS by the DHS.
B. HIV/AIDS in Malawi
HIV began spreading silently in Malawi during the early 1980s under the previous
regime, which limited discussions on sexuality and HIV/AIDS. Today, Malawi has the
eighth highest HIV prevalence rate in the world. HIV/AIDS is one of the most important
development challenges facing the country. Malawi's estimated HIV prevalence rate
among 15-49 year olds rose from 13.8% in 1996 to 15% in 1997 and to 16.4% in 1998.
The infection rate among antenatal clinic attenders was 20% in 20017. In 1998, 46% of
all new HIV infections were in the 15 - 24 age group, and there is evidence that HIV
infection in younger females aged 15-24 is 4 to 6 times higher than the infection rate in
'State of thte World's Clhildren, UNICEF, New York: 2000
Population Census of Malawi
Malawi Demographic and Health Survey

2 1998
3 2000
4 2000

Malawi Demographic and Health Survey

5 Malawi's National Response to HIV/AIDS for 2000-2004, NAC 2000

2000 Malawi Demographic and Health Survey
7 Malawi National AIDS Control Program, Sentinel Surveillance Report 2001
6
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their male counterparts. Within a decade HIV prevalence among pregnant women
attending antenatal clinics in Blantyre rose from 3% in 1986 to almost 35% in 1996'. In
1998, HIV rates were estimated at 26% in urban centers 9 where 20% of the population
lives. Variation among rural, semi-urban and urban areas is wide in all districts, but the
highest prevalence is in the southern region.
The National AIDS Commission (NAC) estimates that over 265,000 Malawians died of
HIV/AIDS since the first AIDS case was diagnosed in 1985 through 199810, and that
about 800,000 adults and children were living with HIV/AIDS at the end of 20011 1. The
NAC expects that annual AIDS cases will peak at 70,000 during the current decade". It
is estimated that 21.5% of children under 15 in Malawi have lost either one or both
parents to all causes of death, and that at least 390,000 of them have been orphaned as a
result of HIV/AIDS 3 . Orphans of AIDS and other causes are at the highest risk of
malnutrition, poor access to health, lack of schooling opportunities, early marriages,
neglect, sexual and physical abuse and diminished self-esteem, with resultant fading hope
for their future. Most home based care patients live with their children, yet the needs of
children are rarely addressed by HBC volunteers. Parents report that they most
commonly worry about the future of their children and receive no support in discussing
the future with their children. 14

HIV/AIDS in Malawi is structured by gender inequality, poverty, low access to basic
services such as health, water and education, stigma, and silence. In 1999, an estimated
250 Malawians became infected with HIV each day, according to the National AIDS
Commission. Of these, 60% were women and girls, with infection rates much higher
among younger women than men due to patterns of sexual exposure and age differentials
in mating patterns. Female infection rates are increasing despite the fact that far fewer
unmarried women practice multiple partner behavior, I in 20 women compared to 1 in 4
men. Some 18% of married men report sexual behavior outside of marriage compared to
1% of married women. While condom use outside of marriage increased slightly from
the 1996 to 2000 DHS, it actually declined in married relationships. According to repeat
surveys commissioned by UNICEF/Malawi, 44% of primary and 66% of secondary
school youths were sexually active, and 80% of these are girls. In 1998, 46% of new
HIV infections occurred in young people aged 15 - 24 years old.
These patterns are related to lack of knowledge of the causes of HIV infection and
effective prevention behavior.
While the 2000 DHS reports a large increase in
knowledge - for exarnple, the proportion of men who know that use of condoms prevents
HIV transmission rose from 47 to 71% -- the increase in knowledge among women is
much smaller. Only 55% of women queried in 2000 knew that condom use could prevent
8Kaluwa et al 1996, NACP, Malawi
Malawi, Sentinel Surveillance Report 2001
10Malawi's National Response to HIV/AIDS for 2000-2004, NAC 2000
"World Health Organization, Epidemiological Fact Sheet, Malawi, 2000 Update
12 Malawi National AIDS Control Program, National Strategic Framework 2000-2004
3 Malawi National AIDS Control Program, National Strategic Framework, 2000-2004
14 Assessment of Home Based Care Services in Malawi. March 2000, Umoyo Network

9 NACP,
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HIV transmission, up from 23% in 1996. Women also have much lower knowledge of
and access to testing. Only 9% of all women interviewed by DHS had an HIV test,
compared to 15% of men. While access is low for both sexes, some 70% of men and
women who have not been tested say that they want to test, and two-thirds (women) to
three quarters (men) know where they can be tested. The DHS did not inquire why
testing had not been done, but they report that testing is associated with urban residence,
sexual activity, and level of schooling.
The relative infection rates of men and women reflect overall deficiencies in women's
status. According to the 2000 DHS, only 49% of women are literate, compared to 72%
of men. Women have much lower exposure to all forms of mass media. The DHS
reports that fully 46% of women have no access to any forms of mass media, compared
to 26% of men. Women are much less likely to work for cash; most work in agriculture
and receive no payment at all. Men control women's spending, even on personal items
like health care. More than 65% of Malawian women interviewed for the 2000 DHS say
they have no say in their own health care, large household purchases, and daily household
purchases, but make these decisions jointly with someone else, usually a husband.
Thirty-six percent of the women interviewed believe a husband may beat his wife for a
variety of reasons, including refusal of sex. This proportion is higher in rural areas than
urban, and declines with increasing education of the woman. However, 68% of all
women believe that a wife has the right to refuse sex to her husband if she knows he is
having sexual relations with another women or if he has a sexually transmitted infection.
Some 11% of women and 8% of men reported having had some type of STI in the 12
months prior to the DHS interview.
C. Impact Mitigation: The National Response
In October of 1999, Malawi's National AIDS Commission launched the National
HIV/AIDS Strategic Framework for 2000 to 2004. The product of a participatory
national dialogue that included broad input into strategy development, the framework and
its associated Agenda for Action and HIV/AIDS Implementation Plan "realistically
address the country's HIV/AIDS epidemic, giving attention to the social, economic,
cultural, political, and biomedical factors that influence the epidemic's course and its
impacts." 5
The Framework is categorized into nine priority program areas, within which community
mobilization and capacity building are a key implementation strategy. According to the
National Strategic Framework, implementation activities are to be decentralized to the
District Assembly, which will develop HIV/AIDS prevention, care and impact mitigation
plans through the District AIDS Coordinating Committee (DACC). DACC plans are
included in District Development Plans. Coordinating bodies can also conduct policy
review, coordinate service delivery, integrate their findings and activities into local
development plans, monitor and evaluate program implementation, review program
quality, and provide training. The NGO community is a full partner with government in

'5

Williamson and Donahue, 2001: 3
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strategy development as well as in the provision of social services (including health,
education, social work) and community development activities.
This approach continues Malawi's commitment to decentralized HIV/AIDS planning and
action through district authorities begun in 1994. In 1994, the National AIDS Control
Program, recognizing the need to mobilize a collaborative response to HIV/AIDS by all
segments of society, developed the concept of a national network of AIDS committees.
Support was provided by UNICEF so that DACCs could organize a Community AIDS
Committee (CAC) for each of its health catchment areas. In turn, each CAC was to
mobilize a Village AIDS Committee (VAC) in every village in its jurisdiction.
Committees at district and community levels included representation from government
ministries, nongovernmental organization (NGOs), religious bodies, and the private
sector. At each level, every committee was to have four technical subcommittees (highrisk groups, home-based care, orphans, and youth). However, resources were provided
for only a limited time, and the mobilization process in many districts did not progress
much below the district level.
Most District AIDS Coordinating Committees were formed before 1997, but "since 1997
DACC as a structure in most districts has become weak while sub-committees like
District Orphan Technical Sub-Committees (DOTSC) and District Youth Technical Subcommittees (DYTSC) have become more active and organized"' 6 . Where DACCs had
tried to include community groups and NGOs, membership was large, but the majority of
members of most DACCs were from government departments. NGOs were represented
in 20 districts, CBOs in 15 districts, and religious organizations in 21 districts.' 7 In
Thyolo, Mchinji and Mzuzu Urban Districts, the District Orphan Care Committee
(DOCC) did not report to the DACC, but directly to the District Development
Committee. DACCs without financial support from the government, UNICEF, or an
NGO lacked training and had poor leadership. Only half of the DACCs had received
some training in HIV/AIDS, orphan care guidelines, functions, formation of CACs,
leadership, resource mobilization, training and partnership development. UNICEF
funded almost 83% of DACC training, and Save the Children 14.3% through COPE.18
The existence and strength of CACs depends on active DACCs, and the existence of a
health center to act as a focal point for activity. In some cases, DACCs and CACs were
thought to be unnecessary because already existing Primary Health Care Committees or
home care and orphan support groups under religious organizations and NGOs were
sufficient.' 9 In these cases, the catchment area of CACs was originally supposed to be
the health center catchment area, but committees sponsored outside of the
DACC/CAC/VAC structure covered other areas. Weak CACs lacked supervision and
motivation, resources, strong leadership, and financial management skills20 .

16

Banda, 1999: 9

17

Banda, 1999:10

'8 Banda, 1999: 11
19

20

Banda, 1999: 11
Banda, 1999: 12
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Table 1. DACC/CAC/VAC Responsibilities
,Level

Responsibility

District AIDS Coordinating
Committee - DAC

*
*

*

*
*
Community AIDS Committee
- CAC

*
*

*
*

*
*
*
Village AIDS Committee VAC

*
*

*
*
*

Coordinate all HIV/AIDS activities in the district
Conduct assessment and map activities, service providers,
and resources in the district
Monitor and evaluate all HIV/AIDS activities in the district
through the technical sub-committees (TSCs: prevention,
youth, home care, orphans)
Supervise the TSCs in training CAC TSCs to train the
VACs to implement village activities
Link the DACC TSCs and CACs to funding sources and
material donations
Define the geographic service area
Coordinate all HIV/AIDS activities in that area
Conduct assessment and map activities, service providers,
and resources in the community
Monitor and evaluate all HIV/AIDS activities in that area
through the TSCs
Link the CAC TSCs and VACs to funding sources and
material donations, either through the DACC or
independently
Report the needs and concerns of the VACs to the DACC
Implement community-based activities that benefit the
whole service area
Define the village and geographic service area of the VAC
Implement and monitor activities in that area
Conduct assessment and map activities, service providers,
and resources in the village
Identify problems and report them to the CAC
Conduct community-based fund-raising activities

Source: The COPE Model, SC/US Malawi Field Office, 2001
D. Policy for Children
Malawi was the first country in the region to create a National Orphans Task Force
(NOTF). The body was established in 1991 within the Ministry of Gender, Youth and
Community Services (MoGYCS), and includes national and district government
representatives from the MoGYCS, the Ministry of Health (MoH) through the NAC, key

NGOs and CBOs, major religious bodies in Malawi, and representatives of key UN
agencies. Members of the National Task Force, in consultation with advisors from the
Ugandan government and NGOs, developed "Policy Guidelines for the Care of Orphans
in Malawi and Coordination of Assistance for Orphans" in 1992. At that time, the legal
sub-committee of the National Orphan Task Force was chaired by COPE. Malawi was a
pioneer in this regard; few if any other countries have specific orphan program and
coordination guidelines. Simple and brief, the guidelines are used by the government to
advise groups interested in developing orphan care programs. These guidelines have

8

been updated and revised over the years, and in 1998 were developed into Malawi's draft
National Orphan Care policy and due to be adopted in 2002.

SC/US is still a member of NOTF,
Malawi's National Orphan Care Guidelines

which coordinates programs for orphans
children
vulnerable
other
and

CACs, and
the DACCs,multiseoan
implemented
VACs,manted byorgaiheDACCs

based approaches to orphan care
1. Community
primary. The government will coordinate
are
service providers to support and enable communities
VACs, and organizes multisectoral
planning that includes NGOs and 2. Formal foster care will be expanded as the
second source of care.
While Malawi's
religious groups.
3. Institutional care is the last resort, although
national orphan care system is officially
temporary care may be needed for children awaiting
the responsibility of the MoGYCS,
district and local committees are placement.
4. Hospitals should record next of kin so relatives
coordinated by the NAC. The District
of
can be traced if children are abandoned.
Social Welfare Officers are members
5. Birth and death registration should be
the Orphan Technical Sub-committee.
The MoGYCS, through the NOTF, is revitalized to monitor orphans
Government will protect the property rights of
*6.
o ad
for admin
also responsible
orphans, and these should be widely publicized.
.aminision
an
asrespew onsibleof
7. Self help groups should be developed to assist
review of Acts Of Parliament designed to
families with counseling and other needs.
protect the welfare of children, including
the Adoption Act, the Children and 8. NGOs are encouraged to set up systems of
Young Persons Act, the Affiliation Act, community based care in consultation with the
government.
the Maintenance of Married Women
9). The needs of all orphans should be included
Act.
Inheritance
and
the
Wills
and
Act,
In addition, it monitors foster care and regardless of cause of death, religion or gender.
10. The National Task Force will continuously
adoption services, residential institutions
for children, and administration of short plan, monitor and revise programmes and policies
11. Government will solicit donor support for
term assistance and relief. The District
-resourcesfor capacity building.
Social Welfare Officers have legal
12. The Ministry of Women, Youth and
C
jurisdiction over any NGO providing
Community
Services is the lead government body
these issues.
on
supervise
and
also
to
children,
services
institutional care, foster placement and
adoption, tracing relatives and placement
of abandoned children, and children who have problems with the law.
In 2001, Malawi's first national study of Child Violence was coordinated by COPE as a
leading member of the Children and Violence Task Force, and the formation of the Wills
and Inheritance Core Group was initiated by SC/US study findings on wills and
inheritance in Malawi. The government has taken over responsibility of advocating for
the rights of children and widowers and is now considering revamping the entire act as
opposed to making amendments. In 2002, a Gender Law Review was initiated to review
and coordinate national law affecting women's rights and make recommendations on their
improvement.
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II. DESCRIPTION OF THE COPE PROGRAM IN MALAWI

A. Changes in COPE's Implementation Strategies
COPE's objectives and implementation strategies have changed significantly in response
to frequent evaluations and self-assessments focused on operational and implementation
issues.
Frequent evaluation has contributed to the programs' implementation success
because program development has been deliberately iterative, continuously building on
prior learning.
In the 1995 Phase 1 pilot, staff attempted direct implementation of activities "to improve
the immediate conditions and long-term prospects for the care and healthy development
of children affected by AIDS in three areas of Mangochi District, promoting sound policy
development alongside implementation of viable program interventions that can be
adopted at the national level." 22 Staff designed and implemented a range of interventions
to mitigate the economic, psychosocial, education, and health impacts of the HIV/AID
epidemic on a pilot basis in 9 semi-urban villages in Mangochi Boma. Critical evaluation
after nine months suggested that direct implementation by staff was not cost effective,
and that sustainable activities aimed at the economic, health and psychosocial effects of
HIV/AIDS depended on full community participation.
In the second phase of COPE 1, the project reinvented itself as an outside change agent
assisting with community mobilization, capacity building, and empowerment.
Implementation was integrated into the government's established AIDS committee
structure. The initial objective of the project, "to mobilize and strengthen community
action to address the needs of children and families affected by HIV/AIDS", was
expanded to include improving the cost effectiveness of activities, enhancing their
sustainability, and increasing their scale.
From their experience in COPE 1, Phase 1, Save the Children recognized that the national
DACC/CAC/VAC structure could "serve as an effective vehicle through which a
community can galvanize collection action and marshal resources". 2 3 Starting with Phase
2 of COPE I and throughout COPE 2 and the most recent project transition phase, this
system has been key to developing, replicating, and maintaining a district-administered
system of community-based care. "Active participation and leadership by government
employees from all levels, and particularly from field level, is a crucial element of the
program's sustainability strategy" ~,24
.
In its transition phase, COPE 2's community
mobilization strategies still rely on existing structures, but in urban areas, mechanisms for
collaboration with NGOs, religious groups and the business community independent of
the DACC/CAC/VAC structure are being more fully explored. The project is now able
to more fully articulate its strategic objective and approach to implementation:
Chilongozi, 1999; Donahue and Williamson, 1996, 1998, 1999; Feinberg, Serpell, and Williamson, 1999,
Williams et al., 2000; Williamson and Donahue, 2001
22 Williams et al., 2000: 2
23 Opoku and Kachiza, 2000: 9
24 Opoku and Kachiza, 2000: 10
21
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The strategic objective of COPE is to mobilize sustainable community action to
mitigate the impact of HIV/AIDS. COPE facilitates the development of
effective multi-sectoral responses, uniting government and non-governmental
organization personnel, religious leaders, business persons, and concerned
community members in efforts to address the needs of children and families
affected by the HIV/AIDS pandemic. COPE seeks to accomplish this goal
through strengthening capacities of communities, community institutions and
organizations, and government offices and personnel. 2 5
Table 2: Changes in the COPE Program in Malawi
COPE I, Phase I
COPE I, Phase 2
1995
1995-1996
SC/US changing
Project evaluation
focus from refugees indicates that
to HIV/AIDS, has
implementation
little experience
approach is too
with community
expensive, slow and
mobilization
not sustainable
Phase I pilot
implemented
directly by staff
after they conduct a
needs assessment in
target communities

Phase 2 Project
implemented through
government AIDS
Committee structure;
SC/US focuses on
mobilizing and
strengthening the
committees' own
ability to implement
programs;
With expanded
capacity building at
DACC/CAC/VAC
levels, assumption of
greater responsibility

COPE 2
1997-2000..
SC/US has much
more mobilization
experience with
HIV/AIDS programs
in Malawi
communities

Transition
Jan7Dec 2001Q
Partners seeking
SC/US expertise and
training in COPE
model; national NGO
implementing
partnership
established
SC/US mobilizes
Intensified
DACC and trains it to interventions,
mobilize and train
standardized training
CACs to mobilize
documents and
VACs
training programs;
Training for
provision of drugs
Transformation
and supplies in home
adopted
care program; MIS
Specific training for
being refined and
TSCs developed
expanded to include
(home care, OVC,
impact indicators;
youth, resource
service population
development)
and beneficiary group
MIS developed
estimates

COPE/Malawi
2002-2005SC/US
coordinating
national NGO
implementing
partnership with
HACI partners as
the core
Community
mobilization
program using
COPE model
augmented by
partner best
practices;
common MIS
expanded to
collect more
baseline impact
and process data;
costing
mechanisms
instituted

Phase down period
extended to ensure
community readiness

While inputs into
established
communities can
be reduced as
their capacity is
increased, quality
assurance and
skills updates
will be needed

is possible;

COPE 1PPhase I
phase down was
abrupt; with no
community
participation

25

DACCs/CACs/VACs
are not phased down,
but trained to carry
out expanded
activities in COPE 2

Opoku and Kachiza, 2000: 9

The need to build and
maintain the AIDS
committee structure
within the national
HIV/AIDS
prevention, care and
impact mitigation
system is critical

During 2000 and 2001, SC/US trained four other PVOs in the COPE model of
community mobilization. In response to the growing demand, SC/US proposed to
the government and its PVO/NGO partners that a national implementing partnership
be formed to replicate the COPE model on a widespread basis. The Malawi
HIV/AIDS Partnership (MAHAP) was initiated in September 2001 as an association
of PVOs and NGOs dedicated to the goal of achieving national coverage with high
quality, effective and efficient community-based prevention, care, treatment, impact
mitigation and advocacy interventions in Malawi by 2005. To date, 15 PVOs and
NGOs have signed the MAHAP Terms of Reference.
SC/US, through its
COPE/Malawi Program, will serve as coordinating partner for the MAHAP, and has
also been designated as the lead partner in Malawi for the core partners funded by
the Hope for African Children initiative (HACI). Major planning and systems
building for both groups began in the last quarter of 2001.
B. COPE Mobilization Techniques
COPE has developed a community mobilization manual and technical subcommittee
trainers' guides for each constituent technical subcommittee (TSCs include orphans,
youth, home-based care, community resource mobilization, and prevention). These are
used by DACCS to train their own subcommittees and to assist CACs in training CAC
subcommittees. CAC members support, in turn, the training of VAC sub-committee
members. Training curricula, materials and approaches are regularly updated to reflect
changes in national policy and are adapted to variations in Malawi's communities, the
basic content of training materials and curricula are standardized among districts.
Training programs are developed in collaboration with DACCs, CACs, and VACs, and
with the relevant line Ministries (e.g., MoH and NAC for home care, MoGYCS for
orphan care), and are pilot tested and revised before they are adopted.
In every district, COPE works within the DACC/CAC/VAC system to mobilize
community based responses and include traditional and political leadership at all levels.
To mobilize communities, COPE/Malawi staff first builds rapport at district level and
helps to activate or reactivate the DACC. Together, DACC and the COPE staff then
build rapport at community level, facilitate workshops to form and orient CACs, which
they assist to form and orient VACs. An early COPE survey showed that people were
willing to participate not only because they had a sense of moral obligation and reciprocal
altruism, but also because the scope of the AIDS crisis was unprecedented and
immediate. While they hoped for outside assistance, the problems they faced as members
of AIDS-affected communities were so immediate that they recognized that they had to
act whether or not they received external assistance. 26
To build commitment, COPE's staff present data and materials about the impact of
HIV/AIDS and utilize participatory methods of discussion and assessment to encourage
realization of the impact of HIV/AIDS at each level. The COPE mobilization manual
contains specific suggestions and exercises aimed at building committee expertise and
confidence, specific instructions for assessment and mapping exercises, and sample
26

Williams et al, 2000
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action plans to stimulate committee planning. The manual also helps staff and committee
members build their skills in communications and public relations, mobilization and
sensitization, community entry and diagnosis, advocacy and negotiation, networking,
leadership and supervision, and in economic opportunities development.
COPE's guiding principles of community mobilization state that:2"
1. Sustainability of social change is more likely if the individuals and communities
most affected own the process and content of communication;
2. Communication for social change should be empowering, horizontal (versus topdown), gives a voice to previously unheard members of the community and is
biased towards local content and ownership;
3. Communities should be the agents of their own change.
4. Emphasis should shift from persuasion and the transmission of information from
the outside technical experts, to support for dialogue, debate and negotiation on
issues that resonate with members of the community.
COPE staff and community volunteers learn that mobilization is "a systematic and
gradual development approach, which respects peoples' cultural values and norms,
initiated either by the community itself and/or external agents with the purpose of
identifying HIV/AIDS prevention, care and mitigation problems and possible ways to
address them through establishment and /or strengthening of existing community-based
and managed social structures." 28 Community mobilization involves a commitment of at
least two years and includes 2 9 :
I.

2.
3.
4.
5.
6.
7.

Developing an ongoing dialogue between community members regarding
HIV/AIDS issues;
Creating or strengthening community organizations aimed at improving the
situation of HIV/AIDS;
Assisting in creating an environment in which individuals can empower
themselves to address their own and community's health need;
Promoting community members' participation in ways that recognize diversity
and equity, particularly of those who are most affected by HIV/AIDS;
Working in partnership with community members in all phases of the project to
create locally appropriate responses to HIV/AIDS issues;
Identifying and supporting the creative potential of the communities, to develop
a variety of strategies and approaches to improve the HIV/AIDS situation;
Committing enough time to work with communities, or with partners who work
with them, to accomplish full empowerment.

When COPE begins work with a community, it facilitates a three-day 'Tigwirizane'
(Training For Transformation) workshop at the community level with newly formed
CACs and VACs to:
COPE Program Mobilization Manual, 2001
COPE Program Mobilization Manual, 2001
29 COPE Program Mobilization Manual, 2001
27

28
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1. To raise awareness of HIV/AIDS and its impact;
2. To stimulate community action toward taking ownership of HIV/AIDS-related
problems;
3. To encourage the development of multi-sectoral programs at community and
village levels to alleviate their impact.
The TFT workshop is one step in the community mobilization process and plays a vital
role in setting the stage for community transformation. It has proven so valuable that
every committee will receive refresher training in 2002. Other community mobilization
tools used in COPE mobilization include participatory rapid assessment; participatory
rural appraisal, Stepping Stones, participatory learning and action, focus group
discussions, a capacity building inventory, and transect walks.
A 1999 COPE II evaluation found that "systematic resource mapping and problem
definition is not transparent in the CACs and VACs and was often limited to
HIV/AIDS". 30 COPE community training now incorporates resource mapping and
problem identification exercises that help the community identify their problems and gain
a sense of their prevalence; complete a resource inventory; register the chronically ill,
orphans, and other vulnerable children; and conduct a needs assessment of these target
groups and HIV/AIDS-affected households.
As committee members at each level gain experience, staff assistance on basic activities
is reduced and focused on introduction of new services. The function of each TSCs is
explained and community members with appropriate skills and experience are urged to
form the core of the TSC and share their expertise with other volunteers. TSC members
recruit additional members until they have a sufficient number of share tasks easily
(about 20 to 30). After elections are held for officer positions, their 5 to 7-day technical
orientation and training begins. COPE mobilizers find that the hardest TSC to form
initially is prevention, but once the importance of its activities is explained, it is possible
to recruit members. Youth TSCs often include many prevention activities in their work,
especially AIDS dramas and condom distribution.
C. The DACC/CAC/VAC Structure
District AIDS Coordinating Committees (DACCs).
District AIDS
Coordinating Committees DACCs play a critical role in the COPE Malawi program
(Table 3). They plan and monitor geographic coverage, develop the community
mobilization skills of CAC members, assist them to mobilize VACs, and support them in
their work. They train CAC subcommittees and help them train VAC subcommittees.
They compile VAC and CAC MIS data on a quarterly basis. Following initial DACC
mobilization and training, COPE's District office staff continue to facilitate the work of
DACC members and often accompany DACC members on visits to CACs and VACs..

30

Feinberg et al., 1999: 6.
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Table 3: DACC/CAC/VAC Composition and Roles
District Level Authorities
District Commissioner

Community Level Authorities
Traditional Authority

District Assembly

Members of Parliament and other
political leaders

District Development
Committee (DDC)
District AIDS Coordinating
Committee includes the
District AIDS Coordinator
District Health Officer
District Social Welfare Officer
District Youth Officer

_

Chief Counselors
Village clan heads

Group village headmen, village
chiefs, elders and clan heads
Area Development Committee
(TA, village headmen, government
extension workers)

Community AIDS Commiffee
may includes any of the above
It may include other District
authorities and the
Officers (community
Health Center officer in Charge
development, education,
Government officers and extension
agriculture)
workers
Religious leaders
It also includes religious
Teachers and headmasters
leaders, NGO and CBO
Private/mission hospital managers
leaders, and business people
CBOs
Members of local business
community (shop owners, estate
owners)
Mobilization process followed by COPE staff
COPE staff supports DACC to
COPE staff helps District
AIDS Coordinator (DAC)
Build CAC leadership support
Build leadership support
Establish/revitalize CACs
Conduct Community Assessment
Establish/revitalize DACC
Conduct District Assessment
COPE staff assists DACC to:
Develop its membership,
structure and sub-committees
Map the district
Prioritize needs and develop
action plan
Train subcommittees, CACs
and VACs
Implement programs
Monitor and evaluate
Revise action plan

Village Level Authorities
Village Chief

Chiefs spouse
Village AIDS Committee may
include any of the above
authorities and the
Health Surveillance Assistant
Traditional healers and birth
attendants
Government officers and extension
workers
Religious leaders
Teachers and headmasters
Children and adults affected by
HIV/AIDS

COPE staff supports CAC to
Build leadership support
Establish/revitalize VACs
Conduct Village Assessment

DACC assists CAC to:
Develop its membership, structure
and sub-committees
Map the community
Prioritize needs and develop action
plan
Train subcommittees and VACs

COPE staff assists CAC to:
Develop its membership, structure
and sub-committees
Map the village
Prioritize needs and develop action
plan
Train subcommittees

Implement programs
Monitor and evaluate
Revising action plan

Implement programs
Monitor and evaluate
Revising action plan

Source: COPE Community Mobilization Handbook, B3ook Two, Draft April 2001
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DACCs have a pivotal role in the new national HIV/AIDS prevention and care program,
which is decentralized to the district level. They report to the District Assembly, and are
charged with stimulating and coordinating implementation of HIV/AIDS programs in
their districts, in collaboration with NGOs and CBOs. They have the responsibility to
raise funds and allocate resources according to their plan's established priorities, and
report on their implementation progress to their District Development Committees
(DDCs).
COPE supports the DACCs in its districts of operation through capacity building at the
district, community and village levels and with organizational and technical assistance.
In COPE districts, DACC representatives are active, well informed, and distinguished
community volunteers committed to HIV/AIDS prevention and care. They recognize the
contributions of COPE to the success of district programs, and have good relationships
with COPE staff, who were very respectful of their needs and time. 3i*
Community AIDS Committees. CAC members are well informed, articulate,
well organized and stalwart considering their span of control, which is the largest in the
DACCs, for example, have at most 6 to 8 CACs reporting to them, while
system.
CACs range in size from 50 to 298 villages. VAC responsibility also varies according to
village size, but not as much as CACs. The disproportionate responsibility of the CACs
arises from the definition of a CAC catchment area either as a Traditional Authority (TA)
or as the catchment area of a health center, which is a subset of a TA. CAC areas have
mutually exclusive boundaries, and are planned by DACCs to cover the entire district.
COPE staff assists the DACC to train CAC members in a systematic process of village
mobilization that includes sensitization, discussion and TFT. It also encourages
exchange visits among CACs and their subcommittees to get new ideas on prevention
strategies, care programs and mobilization strategies. Experienced CACs are generating
new ideas about mobilization, including use of the Community Health Surveillance
Assistants, women's groups and other CBOs. CACs in several districts have indicated
that if their access to transportation was improved (i.e., if they had bicycles), they could
reach more villages faster and more frequently to monitor activities. 3 3
VACs say CAC members should come from different background (government, private
sector, different religions and affiliations), have good leadership skills, be transparent in
their business affairs, respect divergent views, have experience in charity and volunteer
work; represent their communities well, and be familiar with HVI/AIDS issues and
motivated to deal with them. 34
Village AIDS Committees. The most successful VACs involve the entire
communities in their activities, are transparent in their activities and use of resources, and

3'

Hunter, 2001

33

Hunter, 2001
Hunter 2001.

34

Williams et al., 2000
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have a palpable feeling of excitement about their work.35 The least successful were
newer, insecure in their mobilization strategies and conflict resolution skills, and not yet
fully accepted by their communities. Other factors in addition to experience account for
difference in effectiveness of the VACs, including whether the VAC has yet received
Training for Transformation (TfT). The importance of TfT in helping volunteers develop
basic skills and lay a solid foundation for their work cannot be exaggerated. 3 6 Some
variation in VAC effectiveness arose from the strength of local leadership and its backing
for VAC projects. . On the whole, village committees are extremely active and their
efforts were bearing fruit, even in those villages where VACs were new and struggling.
There was a real sense of accomplishment at all levels when village committees achieve
their goals, and local celebrations of these achievements are held to reinforce motivation
of the volunteers. 3 7
For a VAC to succeed, it must have the support of its headmen or group headmen
(attending meetings, designating land and resources for VAC projects, assisting with
problem resolution), promote participation of everyone in the community, ensure that
their members participate in planned activities, and take decisive action. 38 The decisionmaking processes and criteria used to allocate donated resources must be transparent and
inclusive:
"community groups that are able to mobilize the entire community's
involvement in carrying out activities become the most dynamic and are able to sustain
motivation over the long run. A group that assumes responsibility for addressing
problems on behalf of its community is likely to burn itself out."39
COPE staff work with CAC and DAC members to develop conscious strategies for entry
into the community with respect for the intrinsically gradual nature of development
processes. Where their initial approaches were not successful, they were able to analyze
the reasons for their difficulties and create fresh ways of making contact. As an example,
Muslim Yao communities in Nkota-kota rebuffed their approaches until staff realized that
these communities were different from Yao in Mangochi and could be approached only
through the imam.40
AIDS committees at all levels were diverse in membership and skill base,
representing the variation in their constituent communities. In 2000, an SC/US
gender assessment of programming in Mangochi District found that more men than
women participated on VACs, but that women occupied only 30% of the executive
positions but did most of the actual work. Data is now being collected on the gender
composition of committees, subcommittees, and beneficiaries (OVCs and the
chronically ill, including PLHAs) as the first stage in developing a strategy to build
gender equity within the context of national replication. The Malawi branch of the

36

Williams et al., 2000; Hunter, 2001
Williams, et al., 2000; Hunter 2001
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Hunter, 2001
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Donahue and Williamson, 1999: 2
40 Hunter, 2001
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Society for Women and AIDS (SWAA) will be collaborating in strategy
development.
D. Community-Based Service Provision
HIV/AIDS has multiple, interrelated negative impacts on households and communities.
In order to effectively combat spread of the disease and improve coping responses,
community-based programs must provide an array of services that match these impacts.
In Malawi, COPE Village AIDS Committees have multisectoral representation, receive
training in a broad array of prevention, care and impact mitigation programs, and can
therefore provide a broad range of services to their communities:
1. Community Leadership Development. Training enables VAC members to
understand the needs of their communities and respond more effectively by
organizing and leading task-oriented groups within their villages;
2. Identiflcation, Targeting and Monitoring the Vulnerable.
Typically,
VACs enumerate the households within their village, identify families and
children most in need of assistance, and target resources and services to the
most needy. They also monitor their well being, and tailor assistance to
changing family needs;
3. Planning. VAC responses are planned on the basis of their registrations of
OVCs and the chronically ill. For example, villages with younger OVC
populations are concerned about providing early childhood education and
child protection, while villages with older children were organizing vocational
training and support for secondary school fees.
4. Provision of Services.
VACs organize services for OVCs and other
vulnerable community members, including agricultural development
(communal fields, agricultural inputs, extension training), business and
income generation (micro-finance, credit and savings, marketing, business
management training), education (early childhood development and assistance
for primary and secondary schooling), health (home care for the chronically
including PLHAs, referrals for children and adults in need of care, training in
growth monitoring and nutrition), psychosocial assistance (integration of
children, home visiting, assistance with household chores, cluster foster care,
child security and protection, counseling of guardians and children, succession
planning); prevention (behavioral change and IEC communication, life skills,
peer education, condom distribution); activities for youth (prevention,
empowerment, and participation in decision-making and in providing services
for the chronically ill and for orphans and other vulnerable children). Where
relief assistance (food, clothing, school fees) is provided, it is organized
through another agency so that it does not destroy COPE's community
empowerment and volunteer mobilization system;
5. Resource Development. VAC resource development activities are of three
types: fund raising and small grants administration (within the community,
from businesses and donors); increasedproductivity (pooled labor, vocational
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training, business skills), and generating demand for basic services (health,
education, agriculture) through advocacy.
In its most recent phase, COPE is strengthening its programming and training as follows:
Child protection. COPE trains VAC orphan committee members to identify,
monitor and protect vulnerable children and families using standard approaches.
Committees are taught to integrate the registration process with service provision to
protect the privacy and dignity of beneficiaries and avoid stigmatization. Care for OVCs
is now being extended to children before they are orphaned through home based care
committees because this improves outcomes for orphans when parents die. It is
improving psychosocial care (counseling and succession planning using memory books),
initiating systems to protect children against violence and abuse, sensitizing teachers
about children's problems, and promoting community-based child care (CBCCs) to
provide early childhood education, socialization and protection, and nutrition
supplementation. Nine communities have initiated CBCCs, several with no prompting
from the CAC or DACC, although material assistance and training is provided
afterwards. Several communities with CBCCs in temporary shelters are making bricks to
construct more permanent structures in anticipation of MASAF assistance for cement and
metal roofing. 4 Care for street children, not a feature of COPE's mobilization in largely
rural districts, is now being included in Lilongwe's strategic planning.
Home Care for the Chronically III and PLHAs. COPE is increasing training for
home care givers and improving its quality with the aim of increasing the frequency and
quality of care. It is piloting home based care kits, improving links with TB control and
strengthening referral systems. In 2000, an assessment of all home care programs in
Malawi found that patients needed material assistance (food, drugs, bedding, soap), and
help with household chores; that all HBC providers were poorly trained and supervised;
that referrals were low; and that there was little coordination with national treatment and
prevention programs in TB and HIV. Acceptance of home based care volunteers by the
community was low and volunteer enthusiasm was flagging because while volunteers
were trained, their lack of even the simplest supplies limited their ability to assist.
Although groups were raising money for supplies on their own, the cost of drugs and
other materials was well beyond their grasp.
After the national training curriculum was revised by the MoH and piloted in four
districts, COPE volunteers were retrained. A system of direct supervision and support of
volunteers was instituted because the MoH had insufficient staff to supervise the care
givers properly. In 2001, COPE began a pilot test home based care kits containing pain
killers, vitamins, Fansidar and other simple medications and ointments, soap and
disinfectants, ORS, lotions, bandages, gloves, and condoms. Volunteers in COPE VACs
with chronically ill patients (about half) were trained using standard guidelines for drug
administration and maintain drug registers/inventories in addition to their records on
patient visits. The ability of the care givers to provide concrete assistance not only
improved their outcomes but also increased their acceptance by villagers.
4i

Hunter 2001; Williamson and Donahue, 2001
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In response to a review of the pilot in 2002, ways of making the kits sustainable are being
tested, including turning them into revolving drug funds. Some villages had already
instituted payment because the general lack of drugs made for any type of illness made it
impossible for them to refuse help to villagers with non-chronic illnesses. Volunteers
have received additional training in referrals to improve recognition of medical
complications. Referrals from hospitals to home care committees has also improved as
the quality of care has improved. 4 2
Prevention. COPE is collaborating with the government to train peer educators
in the youth groups to provide more effective prevention messages, an approach that will
be replicated in other districts by the government. COPE is training facilitators within
the communities to conduct HIV/AIDS prevention discussion groups, including
prevention of infection for home based care providers. It is improving condom access,
promoting voluntary counseling and testing, and increasing links with traditional healers
and counselors.
Economic and Food Security. COPE is widening the access of communities to
the private sector and to lending institutions. It has developed a small grants program,
and is expanding community apprenticeships and vocational skills training. COPE II is
linking with agricultural projects to improve agricultural inputs and short term food
supplementation for home based care patients. It is also collaborating with relief
agencies for distribution of food but all relief assistance is organized through
collaborating agencies so that it does not destroy COPE's community empowerment and
volunteer mobilization system
Microfinance and Credit. Because COPE had dropped its microfinance
component in 1995, a review team recommended that COPE explore closer operational
links with microfinance programs, like the Foundation for International Community
Assistance (FINCA). 4 3 In March 1999, COPE's Economic Opportunity Officers were
trained in community resource mobilization. At that time, community- and village-level
AIDS committees had experienced initial success in mobilizing their internal resources.
COPE staff members had been able to create links between communities and agricultural
extension help or inputs that greatly enhanced community group fundraising for more
vulnerable members of their village. Yet, committees seemed to be reaching the limits of
those resources. They needed assistance to identify and mobilize additional resources
that remained untapped within their community and to gain access to new external
sources of assistance. Although COPE met with FINCA, no partnership has yet been
achieved.4

Hunter, 2001
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E. COPE Staff
The program's staffing has changed over the life of the project, but has stabilized over the
past few years as follows:
Central Office Staff. COPE's central office staff currently include a Project
Officer, responsible for all aspects of program management, an Assistant Project Officer,
responsible for coordinating activities of the District Offices, a Monitoring and
Evaluation Officer (since 2001), responsible for maintenance of the MIS system, and a
Home Based Care Officer (since 2001). Project accounting is the role of SC/US's
program accountants, and other administrative services are also provide by SC/US staff.
While the central COPE staff is small, it receives considerable support from SC/US
regional and global advisors to meet the technical and developmental needs of the
program.
District Staff. COPE has a District Officer and an Economic Opportunity Officer
(since 2000) in each district of operation, who are assisted by a secretary. In all of the
districts, these staff members are very articulate, highly qualified, maintain very good
relationships with local volunteers and government representatives, and are well
informed about HIV/AIDS. COPE district staff are highly committed to meaningful
community development. Many had worked in other development organizations, and
were very proud of and stimulated by the success of COPE compared to other
approaches. They also possessed a sense of humility and humor about their endeavors.
Their reports of regular meetings with DACCs, CACs, and VACs were supported by the
nature of their interaction with those groups, which is friendly and familiar.'
All COPE staff members work very long and flexible hours, especially in Lilongwe
where community volunteers organize many of their events on the weekends and after
normal working hours. None of them seemed to mind the demands on their time, and
were fresh and composed about their work. It seems, however, that the heavy demands
on staff time require that the district economic opportunity officers work on the whole
range of development and training tasks. This suggests that staff might be more effective
and better utilized by the addition of a competent associate district officer for general
development work, freeing economic opportunities officers for specific tasks in their area
of expertise.46
F. Monitoring and Evaluation
Since 2000, the COPE program has placed more emphasis on the development of a
management information system (MIS) that produces data to monitor two aspects of the
program:
1. Development of the DACC/CAC/VACC system's capacity (formation of
committees and subcommittees, provision of training), and
45
46
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2. Program outputs (provision of services by village committees, resource
development).
Monitoring and evaluation is fully participatory. VACs gather data on their vulnerable
populations and beneficiaries, and maintain records on their services and activities. This
data is collected and reviewed with them monthly by CACs, who consolidate it at the
community level. DACCs consolidate CAC data on a quarterly basis. All groups are
trained in data collection methods and also to use the data in monitoring and planning.
The program's monitoring system also captures some additional informnation on the
program's success (spontaneous development of CACs and VACs, requests for training
from other NGOs).
Until 2000, most of COPE's reviewers criticized the program's poor monitoring and
evaluation system, and advocated for the importance of "documenting the potential
contributions of the COPE program to the improvement of quality of life of participating
communities, especially children, is critical." 7 However, it was not until the beginning
of 2001 that COPE began to develop data on its impact on children and families with a
"baseline" survey of the four districts where COPE has been operating.
In addition, development of information on the project's costs and benefits has not been
systematic. The project appears to be delivering very high benefits at an extremely low
cost, but this subject needs more creative evaluation techniques that look at the outcomes
using cost benefit, cost effectiveness, or return on investment models. A retrospective
evaluation of these aspects of the program, initiated in the beginning of 2002, will serve
as the basis for regular tracking system in the future.
G. Integration and Sustainability
Because they are community-based, most COPE II services and functions are already
integrated into local structures through the DACC/CACC/VAC structure, and are an
integral part of national, district and local services delivery. COPE structures also
include representatives of other government sectors such as agriculture and education,
and services and training are often provided in collaboration with local government
officers. Progress toward integration is greater in areas where the COPE program has
been implemented for a longer period of time.
Current and prospective MAHAP partners are also integrating COPE services into
national structures. Community Health Partnership (CHAPS) providers all implement
their programs in collaboration with District Health Officers and other local partners.
The Christian Health Association of Malawi (CHAM) provides an estimated 47% of
health services in Malawi through its hospitals, health centers, and clinics, and
collaborates with District, community and village committees in its HIV/AIDS programs.
Umoyo NGO Network's local, national, and international partners collaborate with local
public and private organizations to integrate services into local delivery systems. These
efforts will intensify through introduction of COPE over a wider geographic area, and at
47
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the same time, distribution of services will improve as they are realized through
community-based mechanisms.
Under Malawi's new Strategic Framework for
HIV/AIDS, the NAC started to provide financial support for DACC activities in 2001,
including mobilization of CACs and VACs, an activity which UNICEF also supports.
The Malawi government and selected NGOs pay the salary of public sector DACC
members.
A focused strategy for sustainability and integration of MAHAP services will be
developed by partners in 2002, including benchmark activities and indicators. Through
MAHAP, progress toward widespread sustainability and integration will be monitored.
Partners must develop and implement mechanisms for program maintenance after the
project is completed. As Malawi's government proceeds with decentralization,
COPE/Malawi will advocate, through the Ministry of Local Government, for increased
resources to the DACCs.
COPE's community-based approaches have important implications for sustainability:
1. Services can be provided flexibly and responsively. Community-based
HIV/AIDS projects can address the needs of PLHAs and orphans and other
vulnerable children simultaneously and vary the activities for each population
according to local size and vulnerability. This improves effectiveness and
creates significant economies, although it makes it harder to estimate cost
effectiveness;
2. Services are fairly targeted. Most VACs target services and benefits
efficiently, transparently and fairly according to the availability of resources,
without enormously complicated bureaucratic review procedures. If they do
not, services are not sustained and VACs lose support;
3. Beneficiaries are or will become service providers. The beneficiaries of
HIV/AIDS projects can become empowered service providers, able to take on
roles and provide services that under-resourced State health, education and
social welfare systems cannot provide;
4. Service delivery adds subsidiary value. Training and organization have
subsidiary benefits unrecognized in traditional cost analysis because they
build strengths for development that are not directly related to HIV/AIDS care
or prevention. Changes in the community increase members' acceptance and
uptake of development programs and inputs in agriculture, education, health
and other areas;
5. Direct and subsidiary benefits are realized in the next generation.
Children and young people are empowered to take charge, participate, and
reason with adults about prevention of HIV transmission. Children are
gaining skills and benefiting from the changes in organization and
infrastructure initiated by adults.
This improves the knowledge and
responsibility of next generation, reduces stigma, and helps to sustain reduced
HIV incidence. COPE will attempt to evaluate the impacts of young people's
participate on incidence in the next project phase;
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Once empowered, service delivery
6. Valuable services are sustained.
continues even when external support is removed if services are valuable to
the community.

24

III. COPE's IMPACTS AND SUCCESSES

COPE has widened its catchment populations to an estimated 9% of Malawi's
population 4 8 , and through periodic evaluation, has continued to improve the quality of
volunteer services and adapt its strategy for mobilization to urban settings. While
development of a sophisticated project monitoring and evaluation system has been late in
coming, numerous evaluations and self assessments of COPE have provided valuable
information on COPE's impact and success. These findings are summarized below in
four areas, including COPE's impact on attitudes, on village organization and activity, on
health, education and socioeconomic status, and on resource flows.
A. The Impact of COPE on Attitudes
A recently published retrospective review of COPE's first phase4 9 found that communities
involved in the COPE project had three characteristics not shared by those without
COPE:
1. Communities that Understand HIV/AIDS. The COPE intervention helped
villagers with COPE-trained Village AIDS Committees (VACs) better understand the
link between HIV/AIDS and growing problems of chronic illness and orphans and their
own behaviors.
2. Communities that Do Not Blame Others. Respondents in non-VAC villages
blamed the spread of HIV on outsiders. Villagers with COPE-trained VACs "do not
blame others for the situation or expect to have others deal with the problem; they realize
this is a community problem that they have to deal with through local effort and external
support." 5 0

3. Communities that Find their Own Solutions. The health committees of
non-VAC villages focussed on sanitation and immunization, viewing HIV/AIDS, care for
orphans, other vulnerable children, and the chronically ill (including PLHAs) as the
responsibility of the family. Respondents in VAC villages "emphasized the community's
responsibility to provide care and support to those affected or infected by HIV/AIDS".5
B. The Impact of COPE on Village Activity and Organization
COPE training improves the situation of participating villages by:
1. Creating new skills within the community;
2. Stimulating new activities and services;

48 Coverage of 12% reported previously (Hunter, 2001, Williamson and Donahue, 2001) was due to an
error in calculating base population statistics
49
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3. Increasing
increasing
4. Increasing
5. Increasing
outsiders;
6. Increasing

the volume of new and old activities, while at the same time
their productivity and improving their quality;
the availability of goods and materials;
the interaction of community members among themselves and with
resources flows within the community and with outsiders.

Goods and services that were previously unavailable within communities are now
available largely through the work of villagers themselves. They undertake a broad range
of activities, including " emotional and material support to orphans, the sick, and their
caregivers; [fostering] the social integration of orphans; . .. income-generating activities to

benefits orphans and PLHA; and [helping] caregivers with household chores, such as
doing laundry, providing water, and fetching firewood." 5 2 As a result of COPE activities,
villagers are maintaining chronically ill adults and vulnerable children at home with the
support of village structures.
COPE evaluations also show that COPE opens up new roles for women and young
people, unleashing their energy for village prevention and care activities. Youth
subcommittees are well-organized, active, have regular meetings, keep good records and
are committed to providing care as well as prevention services. They provide support to
orphans and other vulnerable children and help to integrate them into the social life of the
community. They also assist with home based care. Evaluators concluded that their lack
of resources limited their activities, and that they had tremendous untapped potential for
social growth and change. There is some evidence in Malawi as in Uganda that young
people are leading behavior change to prevent AIDS in their communities 53
COPE training enabled motivated individuals to provide services to themselves and their
neighbors and continue their work even after project support was gone and there were no
external resources to support their efforts. This occurred even when the morale of home
care subcommittees was very low because there are so many sick people who need care. 54
COPE-trained participants replicated project activities on their own, even during the
earliest phases of the project. In June 1998, one year after COPE pulled out, leaving 16
VACs mobilized, CACs mobilized another 5 VACs with very little assistance, and the
membership of the original VACs increased. 5 5
Regular reports of spontaneous
replication have been received ever since. 56
C. The Impact of COPE on Health, Education and Socioeconomic Status
The lack of baseline data on the health, education, and other measures of socioeconomic
status for COPE's service populations has made it impossible to measure COPE's impact
on the well-being of the children, women and men it serves. COPE has maintained
52
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records of services provided, but has no baseline data to demonstrate impact. To partially
address this problem, it collected baseline data in the first quarter of 2001. Baseline data
will also be collected in the first quarter of 2002, prior to the start of the HACI project.
COPE's impact on increasing the availability and accessibility of services suggests that it
may contribute to reducing morbidity and mortality and extending the life of people with
HIV/AIDS, thereby reducing orphan rates.
Indirect evidence from previous evaluations suggests that COPE has positive impacts on
participants' health and well being. Some 36% of target households participated in
income generation and gardening, and were able to supplement their diets with more
protein and could buy essentials like salt, soap, sugar, clothing, and school supplies for
children in their households 57 . Care for chronically ill persons had been improved in 95
of 100 of COPE I's target households, reducing chance of infection and improving
quality of life for the ill and their care givers both. Additional data will be collected to
evaluate 2001 and 2002 pilots. In Phase 1, 39 children had been referred to under 5
clinics and 45 to the hospital, suggesting positive outcomes for their health. This data
will also be updated in the new evaluations.
In a recent program review, District Health Officers reported increased capacity for home
care referrals of AIDS-related cases and other chronically ill patients, realizing system
wide efficiencies, reductions in expenditures, and alleviating over crowding in hospitals
where patients are often bedded on the floor in crowded wards. The impoverishment of
families who must leave their homes and work in order to provide care and food to
hospitalized patients was diminished. Quality of care for patients also improved as a
result. 58 The involvement of high risk groups such as youth and commercial sex workers
in the provision of care for vulnerable children and PLHA fosters the well being and
social integration of both, in addition to strengthening the program's links between
prevention and care.
D. The Impact of COPE on Resource Flows
A 2001 review of COPE's more recent phases concurred, finding that AIDS committees
at all levels take responsibility for identifying their own problems and needs, finding
solutions, and developing resources to implement them. 59 COPE's "community
mobilization and capacity building have resulted in higher levels of social capital in
HIV/AIDS-affected villages, ... relationships that serve as assets and resources, which in
turn enable residents to undertake collective action for mutual benefit. Increasing
evidence shows that such social cohesion is critical for poverty alleviation and
sustainable human and economic development. Harnessing and building on social capital
have contributed to community capacity to create more resilient safety nets for families
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affected by HIV/AIDS." 60 The following are cited as evidence of increases in social
capital due to the COPE program 61 :
1. VACs mobilize funds by writing successful grant proposals, soliciting
donations, doing piecework, selling produce from communal gardens, and
other charity walks and events. DACCs, CACs, and VACs have raised more
than $20,000 for community programs;
2. VACs also mobilize resource people and institutions within their own
communities;
3. VACs resolve their own governance problems;
4. VACs gain the participation of the community at large including in-kind
donations of labor and materials to care and prevention programs;
5. VACs in non-COPE villages mobilize themselves following the COPE model;
6. Young people are competent participants in community prevention and care
programs;
7. DACCs and CACs are mobilizing external resources for VACs from donors,
gaining capital and material investments from outside organizations including
the World Bank-supported Malawi Social Action Fund and the Southern
Africa Root Crops Research Network;
8. DACCs are seeking links with other programs to increase community
competency, like literacy programs.
A 1999 workshop comparing COPE/Malawi and Project Concern International's Orphans
and Vulnerable Children Program in Zambia concluded that communities and districts
trained to identify their own problems and solutions through community-based
methodologies find they have more capacity to handle orphans and other children due to
the HIV/AIDS pandemic 62 .
During COPE's first phase, Donahue and Williamson estimated that COPE interventions
cost $478 per target household and $162 per individual in those households. Using these
figures, they estimated that the total cost to serve 10% of all orphans in Malawi would be
at $8 to 12 million per year. 63 While this estimate of a "per beneficiary" cost is very
useful, it was developed using data from COPE l's pilot phase, when it could be assumed
that costs would be at their highest because few economies of scale had been reached.
Second, their denominator was target households and individuals. If the benefits of
COPE are understood to go beyond targeted households because it effects all households
in the community positively, the per beneficiary cost is much lower. COPE AIDS
committees often attract more capacity building, material, and financial resources into a
community, and create additional resources through their productive activities. In
addition to cash, resources of additional value are created and attracted in many other
ways.64
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As noted above, a retrospective study of project costs and benefits was initiated in
January 2002 to address this important gap in project evaluation. It will follow
established guidelines in HIV/AIDS program costing. 65 The study will examine the
impact of COPE on resource flows into and out of communities, and among households
within communities. For example, a VAC's activities and resources should reduce the
amount of direct inter-household transfers by providing goods and services to extended
family members that are then not required of non-target households, effecting a savings
to them. Presence of a VAC should also stabilize economic and social activities
considerably, which has direct and indirect benefits for everyone in the community.
VAC activities bring in microcredit, available to all community members, and improve
markets and marketing skills of community members, and the VAC can improve the
infrastructure and services available to all community members, including agricultural
extension, health, and education.
While it is important to estimate the cost of community-based projects, it might be more
realistic to assess them using a measure of return on investment over time. COPE is put
in place to improve community organization and services, and these accumulate over
time. Each improvement will have positive effects on improving adult and child health
and reducing HIV transmission as well as increasing economic opportunities and
improving the quality of life of community members. The VAC's ability to make
improvements also improves over time as member experience grows. In the next project
phase, COPE will measure some of these long-term effects. Finally, if young people's
committees are successful in improving understanding of the causes of HIV transmission
and reducing transmission, their contributions to reducing HIV prevalence in the next
generation should be measured.
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Table 4. Achievements of COPE/Malawi, 1995 - 2001

Topic

.

Duration
Accomplishments

Persons/
Households Served

Improvements in
Health and Quality
of LIfe

0.;.. 2?ad;Transition
.... COPE
1997-June, 2001:
4 years

COPE;1
954..
.
. ...
Phase 1: I year 5 months
Phase 2: 7 months
I DACC
I CAC
16 VACs +5 post project
249 youth clubs
458 trained care givers
15 home care trainers

1,201 orphans registered
276 orphans assisted with materials, food,
medicine
56 home care patients assisted with
materials, food, medicine
Care for chronically ill persons had been
improved in 95 of 100 target households,
reducing chance of infection and
improving quality of life for the ill and
their care givers both.

;2

>

4 DACCs
20 CACs
208 VACs
440 youth clubs w/7,416 orphans/OVC
participating
2,495 trained care givers
9 Community Based Child Care Centers
3,000 orphans registered
2,865 orphans assisted with materials, food,
medicine
2,763 home care patients assisted with
materials, food, medicine
722 VACs with community gardens
100 VACs linked to agricultural
extension system
20 people trained on cassava grating
machine
4,200 households linked to SARRNET
cassava and sweet potato program
33,500 reached by HIV/AIDS prevention
campaigns

17,935 condoms distributed by VACs
$20,000 raised by DACs and CACs
11 VAC groups linked to microfinance
institutions
9 CACs trained in market chain analysis
140 people trained in business management
29 CAC and DACC members trained in
revolving credit and savings
55 VAC, CAC and DACC members trained
in market chain analysis
130 individuals trained in resource
mobilization (Oct-Dec only)
271 patients referred to hospital
$1.1 million
$538,000
$478 per target household; $162 per target No estimates made
individual"
$472 raised by CACs and VACs
I CAC trained in market chain analysis
10 CACs trained in resource mobilization
39 children referred to under 5 clinics and
45 to the hospital

Budget
Estimated
Cost per
Beneficiary

" Donahue and Williamson, 1996
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IV. COPE's

CHALLENGES

A. Poverty, Underdevelopment, Costs, and Sustainability
COPE and other community-based HIV/AIDS projects in Sub-Saharan Africa have been
organized in "HIV/AIDS-rich" and "resource poor" communities because they are the
most in need of care. The nature of these settings is important because it determines the
number and needs of children and families receiving assistance (high), and the nature of
the families providing care (poor, fragmented, in poor health). These settings are also by
nature resource-poor, with low employment, limited access to health care and schools,
transportation, electricity, agricultural inputs and the like. Although AIDS makes it even
more difficult, maintenance, growth and sustainability of community-based projects in
these settings has proven a major challenge to development workers since the 1920s.
Malawi's extreme poverty makes it more difficult and costly to implement program
interventions because many communities lack even the most basic resources for day-today survival. While COPE has shown that volunteer capacity building and resource
mobilization is not impossible in poor communities, it is much more difficult and a
relatively large investment of time is required to receive even the most modest results.
The popular "big walks" and other fund raising drives often net less than US$10
equivalent, and local philanthropic resources and private business are far fewer in number
to support fund raising efforts than they are in wealthier communities.
At least 50% of the program's volunteers are illiterate, and have never been exposed to
any kind of training before they participate in a COPE training program. Home based
care volunteers struggle to learn how to maintain a simple patient register. Provision of
services is also affected by constraints on availability of basic services in health,
education and other sectors. For example, because the Malawi health system is
functioning with roughly half of the personnel it needs, supervision of home care
volunteers must be done by project personnel. Basic drugs are unavailable in hospitals
and health centers, making it difficult for home care volunteers to restrict the use of their
supply kits to the chronically ill.
Constraints of this nature lengthen the time it takes to train participating communities and
prepare them to be self-sufficient and able to sustain their efforts following program
withdrawal. In 2001, HACI and MAHAP partners will be studying this issue and
devising a strategy for integration and sustainability that systematically addresses these
questions. COPE is also attempting to link its communities with Malawi's National
Safety Net Program to widen community resource availability without destroying the
volunteer spirit.
B. Working Within Government Structures
COPE's successes in working within the government of Malawi's DACC/CACNAC
system are many, including "an increased role of the district in coordination of
HIV/AIDS activities; increased access to funds through advocacy of district personnel
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from DACC; a high commitment to HIV/AIDS mitigation on the part of some DACC
members." 67 However, before the system functioned effectively, capacity of all levels of
the system had to be built. The challenges of working with the structure include the high
expenses associated with activities involving large numbers of volunteers; a low level of
commitment on the part of some DACC members in part due to other time commitments;
and instability due to frequent transfer of district level personnel. 68 COPE must also
guard against diversion of its resources to other programs.
In its current phase, COPE/Malawi has reoriented each DACC in COPE's districts of
operation "on the importance of its role in terms of coordination and resource
mobilization" and reviewed lessons learned to improve DACCs' coordinating ability. 69
SC/US supported a full time District AIDS Coordinator (DAC) in Lilongwe District
"with the hope that the government will recognize the increased effectiveness of district
level AIDS planning when a full-time position is assigned for that purpose."7 0 Full time
DACs are part of the national AIDS control strategy but were not funded until the most
recent National HIV/AIDS Strategic Framework was adopted.
COPE reviewers also noted that while the "government DACC/CACNAC structure [is] a
viable model with great potential for sustainability... the model is not viable if the
DACCS are not able to communicate with and therefore serve the needs of the CACs and
VACs."'1 Stronger two-way communication was needed between levels of the system, to
be achieved by having members from different levels attend one another's meetings.
DACCs also needed to be in more regular contact with CACs, and CACs with VACs for
organization, on-going support, supervision, and technical assistance, but were hindered
by lack of transportation. COPE II provided vehicles to each of the four districts and
bicycles to each CAC to address this problem.
C. CAC Span of Control
The CACs' large span of control as it was originally defined is a barrier to successful
fulfillment of their management responsibilities in the DACC/CACC/VAC system. Even
the most successful and long established CAC (Namwera Community AIDS Committee,
or NACC) had reached only one-third of the villages for which they were responsible (34
of 112). CACs are the most stressed part of the DACC/ CAC/VAC system, and most
threatened by burn out. However, CAC members were stoical, and even seemed a bit
insulted when they were queried about the enormity of their responsibilities. 7 2
The impossible demand presented by the CAC's workload is likely to have one of two
outcomes: they will achieve project goals slowly if at all or they will collapse under the
weight of their task. The former is more likely than the latter, because CAC members
Opoku and Kachiza,
Opoku and Kachiza,
69 Opoku and Kachiza,
'7 Opoku and Kachiza,
71 Williams, 2000
72 Hunter, 2001
67
68

2000:
2000:
2000:
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were highly committed. This is a real weakness in an otherwise strong system, because
CACs have critical responsibilities in developing and sustaining the system. When the
system was initially designed, it is doubtful that the demands for on-going
communication with and support to a large number of VACs was adequately anticipated.
This problem is aggravated in areas where village formation is accelerated by rapid
population growth.
COPE is currently studying the allocation of responsibility within the system, but there
are some indications that volunteers are resolving this issue themselves by fission. COPE
is encouraging this solution, because accelerated implementation and smooth functioning
of the system can only be achieved if CAC catchment areas are reduced, perhaps to 30 to
40 villages. This is particularly true if quality is to be maintained and new services
introduced.
D. Developing Mechanisms for Hand Over
In COPE's oldest district of operation, hand over of responsibility for COPE operations to
Mangochi's CHAPS project was begun in 2001 and will be completed before the end of
2002. Since CHAPS is managed by the District Health Office, the hand over will
improve integration of COPE with other health services. At the same time, SC/US will
be able to keep close watch on the process because CHAPS is supported by Save in
Mangochi District. SC/US anticipates that hand over of COPE in Dedza District to
another NGO will be possible in 2002. Both processes present a major challenge to the
COPE structure as well as a major opportunity for learning that will improve national
implementation by MAHAP. SC/US will begin mobilization in two additional districts
as its responsibility is reduced in districts where hand over is achieved, although it
intends to maintain a COPE officer in each district for a year after hand over is complete
in order to follow up on the process and ensure that services are sustained.
In Mangochi, COPE also experimented with collaborative project implementation by
fostering development of a new CAC by World Vision. Implementation by World Vision
has been brief because it has been confined to COPE's basic community mobilization
program. While World Vision weaned support from this CAC and its six VACs in
September 2001 after only nine months of development, most of these CAC members felt
confident of their ability to. sustain their endeavors. However, they felt they had several
weaknesses, including lack of office management skills and insufficient training in fund
raising skills. They also wanted training as trainers so they could be more effective in all
their village work. World Vision added a 3-day training in proposal writing although it
had not been part of the initial plan. This CAC also indicated that it was not satisfied
with its monitoring and evaluation system because lack of transportation limited their
ability to visit and work with their VACs, however they hoped to maintain quality and
work with the villages as problems arose. The CAC maintains monthly plans for their
own activities and also monitors VAC monthly plans.
Although the confidence of this CAC is laudable, it will be important to maintain contact
with this group to help them through the transition and ensure that they are able to carry
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on. District staff felt it takes two years of orientation and support for a CAC to achieve
sustainability, and suggested that the DACC provide special attention and support to this
CAC as it becomes independent. COPE staff will undoubtedly pay particular attention to
this phase out and to the CHAP hand over in Mangochi as they transpire so they can
identify problems and help NGOs, the DACC, CACs and VACs with the transition. This
information will be invaluable as SC/US supports other partners in developing their
COPE acumen. COPE could also convene an annual meeting of all CACs in the district
to review accomplishments, share techniques and strategies, and learn new approaches.
E. Involvement of Religious Leaders
While they are official part of the DACC/CAC/VAC system, religious leaders have
tended to remain separate from the system for several reasons. Perhaps the most
important is their wariness at being involved with HIV/AIDS prevention strategies that
include promotion of condom use. Secondly, many of Malawi's major religious
institutions include HIV/AIDS prevention and care activities within their own programs.
The Christian Health Association of Malawi (CHAM), for example, is not only providing
behavioral change programs, but also provides voluntary counseling and testing and
piloting programs for prevention of mother to child transmission, and antiretroviral
treatment. The development armn of the Episcopal Church of Malawi (ECM) is also
active in HIV/AIDS prevention, care and impact mitigation through community
mobilization. However, both groups are interested in the wider replication of COPE, and
have been participating in the development of MAHAP. In addition, the Political Action
Committee, a coordinating body for Malawi's major religious groups, is part of the new
HACI/Malawi partnership, and has received funding to increase the understanding and
participation of religious leaders.
F. COPE as a Learning System
For COPE to achieve its vision of sustainable community-based HIV/AIDS
programming. DACCs, CACs, and VACs must have the tools to evaluate their work
and the capacity to utilize data to monitor and assess the success of their activities,
judge the impact on local populations, and adjust their planning and strategies
accordingly. DACCs, CACs and VACs helped develop the new monitoring and
evaluation system instituted in 1999, and have all received training on its collection
and use. Continued refinement of that system to improve COPE as a learning system
and to improve COPE's ability to respond to donor's requests for documentation of
long term impact remains a challenge. Innovative means of measurement that are not
costly and are simple enough for the community to use will be a product of growing
experience with COPE's new MIS system in the next project phase.
G. The Need to Build Broader Partnerships
The resources of the COPE have been limited because COPE was never intended to be a
service delivery program, and reviewers have recommended that it avoid this role:
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COPE has faced pressures to become a service and resource provider. It can and
should help find ways to ensure that AIDS committees are able to obtain the
resources they need to meet the needs of the most vulnerable community
members. To an extent, COPE may need to be a conduit for some resources...
However, such functions could easily come to consume the majority of COPE's
resources and the time and effort of its staff, and COPE should avoid that
outcome. COPE must continue to expand and to strengthen community action. 73
However, at the same time, the unmet need of AIDS committees and their constituents
for basic resources is enormous. According to one review, "the gap between what
communities are doing and the needs of the children and other vulnerable residents is still
very large, and to think that community resources alone will be able to bridge it is not
In resource-scarce settings, COPE and similar community-based
reasonable." 7 4
organizations must collaborate with existing groups to improve the overall quantity and
organization of resource flows into the community.
COPE's 1998 mid-term review suggested that "through linkages with other organizations,
COPE could significantly increase the scale of responses to the problems of vulnerable
children and families in Malawi" 7 5 . As a result, COPE began some partnerships with
existing institutions and organizations outside of the DACC/CAC/VAC structure in its
current district of operations. This strategy is particularly important in urban Lilongwe
where work schedules limit participation in new organizations. COPE will help these
groups to "enhance their activities and ,rovide training resources for home-based care,
orphan care, and resource mobilization." 6 The materials and training will be the same as
that provided to DACCs/CACs/VACs, but provided in different settings to accommodate
the work schedules and styles of alternative partners.
COPE also partnered with ADRA to develop a home care program in Blantyre and is
providing training, monitoring and evaluation. Funding was made to ADRA after their
proposal underwent considerable refinement and implementation will begin in 2001.
COPE partners with SAARNET to obtain additional inputs into its food security
interventions.
While COPE has explored some of the possibilities for partnership, most of COPE's
focus has been on its own internal development. As COPE moves into its next phase
(2002 to 2005), this orientation is rapidly changing. SC/US has become the leader
through the COPE program of a national implementing partnership of NGOs called the
Malawi HIV/AIDS Partnership. Through MAHAP, COPE is partnering with other
NGOs to expand implementation of community-based HIV/AIDS prevention and care
programs modeled on COPE to all of Malawi's districts.
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With the development of MAHAP, the partnering of DACCs, CACs, and VACs with
other national programs can become more systematic. For example, some COPE VACs
were successful in obtaining funds from the World Bank funded Malawi Social Action
Fund (MASAF). MAHAP can explore how the this link can be developed country-wide.
Malawi is also developing a Social Safety Net Program that is currently investigating
ways to deliver resources to the country's very poor in communities nationwide, and
MAHAP-mobilized communities may be ideal vehicles for this program. The World
Food Program is a member of MAHAP and is working with NGOs in selected districts to
implement a program to supply food to PLHAs through community home-based care
programs.
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V. LESSONS LEARNED FROM COPE IN MALAWI

A. COPE's Strengths
The core of COPE's programming strength arises in its early realization that the
development of strong and competent communities would be key to its success and that
mobilization and facilitation would be more important than direct implementation.
Modest program resources were leveraged by supporting and mobilizing existing
structures rather than by superimposing additional structures for direct service delivery.
This belief in the importance of enabling communities to do their own planning, set their
own priorities, and do their own work not only prescribes the project structure and
approach, but sets the tone for all of the program's work with communities.
COPE's iterative development process has ensured adaptive program growth. Frequent
self-review and external evaluation helped ensure that the program responded to
changing circumstances, identified and corrected internal weaknesses and programmatic
shortcomings, and incorporated learning from programs in Malawi and other countries.
While community capacity building was aimed at developing competencies for
HIV/AIDS prevention, care, and impact mitigation, valuable social capital was built that
has had unanticipated positive benefits for the COPE program itself and has much
broader implications for overall development of COPE-trained communities.
Communities can directly convince other communities to adopt the program or can lead
by example. Training is provided or augmented by experienced community leaders, so
that the stimulus for change is immediately demonstrated and internalized much more
readily than if it came from an outside source.
Integration into existing national structures and strategies was essential because the
program could build on existing developments and receive the support of local, district
and national government officers, so that COPE benefits directly from the Malawi
government's previous efforts. While the Malawi government's direct support for the
DACC/CAC/VAC structure may have diminished through the 19 9 0 's,77 government
officers at district and local levels contribute a great deal to COPE program growth
through their participation on AIDS Committees, by facilitating access to parallel
programs and resources, and by using their expertise to build community capacity.
The DACC/CACNVAC system has also been critical to project replication and growth
because it provides a ready-made, government-sanctioned structure for supervision,
training, and development. While COPE had to invest resources in revitalizing or
creating these committees, the template had been established for cooperative, interlocked,
HIV/AIDS prevention and care programs. COPE has never worked in a vacuum, but
gains strength from established expectations and relationships, even where they are weak
or flimsy.
"

Williamson and Donahue, 2001: ix.
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COPE's collaboration with and contribution to national HIV/AIDS programming has
improved the government's opinion of COPE and Save the Children. As the program
moves to the next stage, this contribution to national programming has been recognized
through government support to MAHAP, which will increase the orderly interface of
government and NGO programming countrywide.
Finally, COPE is holistic. The wide array of COPE's multi-sectoral HIV/AIDS
interventions can encompass the concerns of a wide range of community members. This
encourages the participation of people whose concern about HIV/AIDS may be
secondary or equal to their concerns about such issues as children's education and
nutrition, or business and service development within communities. The subcommittee
structure also tacitly acknowledges the importance of traditionally undervalued
community members, including the role of women in care giving and the role of young
people in prevention and care.
B. COPE's Weaknesses
COPE's attractiveness to communities may prove to be one of its major weaknesses.
Many participating villagers are so happy with the results of COPE that they mobilize
neighboring non-COPE villages so that they can share in the benefits. VAC members
understand that since COPE changes come from within, starting additional villages off
will not jeopardize their access to resources. In many cases, residents of neighboring
villages saw COPE-related activities and requested training from the CAC to start work.
Some start projects with no initial training, a sign of how strong demand is for the
program. This is an indication that in the next phase of COPE, management must look at
its ability to respond more quickly to community demand by improving distribution of
committee workloads and introducing other innovations that increase the breadth and
impact of training and mobilization.
The need to respond to demand from communities and donors to expand the range of
services COPE provides has also slowed project implementation and the ability of
communities to become self-sufficient. New mechanisms for adding services and
improving the quality of existing services must be explored. Also, reviewers feel that
COPE must expand its ability to capture resources for development:
However, community demand and increasing pressure from the HIV/AIDS pandemic on
COPE to expand services and mobilize more resources may constitute an unrealistic
demand on a system that was not constructed with these purposes in mind. While
"finding ways to channel material and financial support to and through community
structures ... in ways that reinforce community ownership and responsibility is very
important," 78 it may be an impossible task given the developmental challenges of the
system in which COPE is embedded.

78 Williamson and Donahue, 2001: 26
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Lack of full-scale monitoring and evaluation systems has limited COPE's development as
a learning system. Baseline surveys and community-based management information
systems are now being implemented that can document the impact of COPE and support
arguments for continued investment in their success.
C. Lessons Learned
COPE/Malawi has identified a series of lessons learned from their initial years of
program implementation that are useful in replication:
Community Mobilization
1. High quality community mobilization and training is important to begin
successful projects and to improve and expand services;
2. Training for community organization should be standardized;
3. Training for Transformation is essential to build community ownership and
project sustainability;
4. Political and traditional leaders should be involved from the start;
5. Disadvantaged committee members are as important as advantaged members
in committee implementation;
6. Committees must involve individuals from all sectors;
7. Youth can be successfully engaged and their energies and resources harnessed
in providing services, an invaluable result in terms of sustaining long term
declines in HIV transmission and care;
8. Transparency, communication, and feedback are key at all levels of the
implementation hierarchy, and require project attention and investment;
9. Strong committees stay close to and are trusted by the communities they
represent.
10. Community mobilization takes time. There is a positive relationship between
time spent with the community early in the mobilization process and the
potential for sustainability of mobilization;
11. A thorough community assessment is needed to identify existing strengths and
gaps;
12. The mobilization process builds on responses to strengthen, not replace,
existing initiatives;
13. "Strategic" material assistance (e.g., bicycles) must be provided to motivate
and sustain volunteers;
14. Response to resource deficits in communities is essential to project success,
and a driving force in sustaining community motivation and participation.
Program Content
1. Prevention activities should be incorporated from the beginning;
2. The quality of home based care can be improved with standardized training
and provision of home care kits.
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Program Evaluation
1. Qualitative information is as critical as quantitative information to represent
community perception of the program, but the latter are necessary to maintain
donor support;
2. Monitoring and evaluation should be participatory;
3. Programs must develop approaches to documenting long term impact.
A January 1999 USAID/DCOF review of COPE highlighted several other key lessons
learned:7
1. The project's success was critical in reinforcing the Malawi government's
commitment to community-based epidemic management and care for orphans
and other vulnerable children;
2. Sustained training and support was essential for economic security and
income generating activities initiated in participating communities;
3. Food security was closely related to project success;
4. A community-based management information system was needed for project
monitoring and evaluation;
5. Continued donor input is required in maintaining and fine-tuning communitybased projects, or the essential hierarchical infrastructure on which these
projects rely collapses and responses are not sustained.

79 Donahue and Williamson, 1999

40

Selected References
Banda, G., 1999, " Report on Family and Community Care Review, Mid-Term Review of
1997-2001Programme of Cooperation, Care and Nutrition Programme, Lilongwe,
Malawi: Government of Malawi and UNICEF.
Chilongozi, D., 1999, "The "Doers" Retreat: Towards Determining the Next Steps",
Livingstonia Beach Hotel, Salima, Malawi: Save the Children/US-Malawi and the
Displaced Children and Orphans Fund and War Victims Fund, USAID.
Cook, M., 1998, ""Starting from Strengths"": Community Care for Orphaned Children, A
Training Manual Supporting the Community Care of Vulnerable Orphans", Lilongwe,
Malawi: International Development Research Centre, UNICEF, and World Vision,
Malawi.
COPE Program, 2002, Community Mobilization Manual (updated edition), Lilongwe,
Malawi: Save the Children/US.
COPE Program, 2001, Orphan Technical Subcommittee Guide (updated edition),
Lilongwe, Malawi: Save the Children/US.
COPE Program, 2002, Home Based Care Technical Subcommittee Guide (updated
edition), Lilongwe, Malawi: Save the Children/US.
COPE Program, 2002, Prevention Technical Subcommittee Guide (updated edition)
Lilongwe, Malawi: Save the Children/US.
COPE Program, 2002, Youth Technical Subcommittee Guide (updated edition),
Lilongwe, Malawi: Save the Children/US.
COPE Program, 2002, Community Resource Mobilization Manual (updated edition),
Lilongwe, Malawi: Save the Children/US.
Donahue, J., 1999, "Community Resource Mobilization and FINCA/COPE II Overlap in
Malawi", Washington, D.C., Displaced Children and Orphans Fund.
Donahue, J. and J. Williamson, 1996, "Developing Interventions to Benefit Children and
Families Affected by HIV/AIDS: A Review of the COPE Program in Malawi for the
Displaced Children and Orphans Fund", Washington, D.C.: Displaced Children and
Orphans Fund and War Victims Fund, USAID.
Donahue, J. and J. Williamson, 1998, "Community Mobilization to Address the Impacts
of AIDS: A Review of the COPE II Program in Malawi", Washington, D.C.: Displaced
Children and Orphans Fund and War Victims Fund, USAID.

41

Donahue, J. and J. Williamson, 1999, "Community Mobilization to Mitigate the Impact
of HIV/AIDS", Washington, D.C.: Displaced Children and Orphans Fund and War
Victims Fund, USAID.
Feinberg, L, N. Serpell, and J. Williamson, 1999, "Review of the COPE II and OVC
Programs in Malawi, Washington, D.C.: Displaced Children and Orphans Fund and War
Victims Fund, USAID.
Hunter, S., 1998, "Community Based Orphan Assistance in Malawi: Demographic Crisis
as Development Opportunity", Lilongwe, Malawi: Government of Malawi and UNICEF.
Hunter, S., 2001, "Observations on Malawi's COPE Project: Report on a Field Visit and
Program Review", Lilongwe, Malawi: Save the Children/US Malawi Field Office.
National Task Force on Orphans in Malawi, 1996, "National Orphan Care Program,
1996-1998", Lilongwe, Malawi: Ministry of Women and Children Affairs, Community
Development and Social Welfare, Government of Malawi.
Strategic Planning Unit, 2000, Malawi*s National Response to HIV/AIDS for 20002004: Combating HIV/AIDS with Renewed Hope and Vigor in the New Millenium.
Lilongwe: National AIDS Control Program.
Opoku, J. and Kachiza, C., 2000, "Community-Based Options for Protection and
Empowerment: A Proposal for the COPE Transition Year Program", Lilongwe, Malawi:
Save the Children/US-Malawi.
Save the Children/US-Malawi, 1997, "COPE II:
Community-Based Options for
Protection and Empowerment: A Proposal to Extend and Expand the COPE Program for
the Period July 16, 1997 to September 30, 2000", Lilongwe, Malawi: 2001 (draft).
Save the Children/US-Malawi,1999, "Future Plans to Enhance the Potential for
Sustainability of COPE II Initiatives:
Field-Based Experience Incorporating
Recommendations from a USAID-DCOF Review Team of January, 1999", Lilongwe,
Malawi.
Save the Children/US-Malawi, 2001, The COPEModel, Lilongwe, Malawi: 2001 (draft).
Save the Children/US-Malawi, 2001, Community Mobilization Handbook, Lilongwe,
Malawi: 2001 (draft).
UNAIDS, 1998, "Cost Effectiveness Analysis and HIV/AIDS", Geneva:
Technical Update.
UNAIDS, 2000, Costing Guidelinesfor HIVPrevention Strategies, Geneva.

42

UNAIDS

Williams, E., J. Duncan, S. Phiri, and D. Chilongozi, 2000, "A Retrospective Assessment
of the COPE I Program in Namwera, Malawi", Washington, D.C.: Horizons Project of
the Population Council.
Williamson and Donahue, 2001, "A Review of the COPE Program and Its Strengthening
of AIDS Committee Structures", Washington, D.C.: Displaced Children and Orphans
Fund.

43

Social Protection Discussion Paper Series Titles
No.

Title

0211

Supporting and Expanding Comrnunity-Based HIV/AIDS Prevention and
Care Responses: A Report on Save the Children (US) Malawi COPE Project
by Susan S. Hunter

0210

World Vision's Experience Working with HIV/AIDS Orphans in Uganda
1990-1995
by Joe Muwonge

0209

The Reformed Pension Systems in Latin America
by Josd E. Devesa-Carpio and Carlos Vidal-Melia

0208

Mandatory Annuity Design in Developing Economies
by Suzanne Doyle and John Piggott

0207

Long-Term Welfare and Investment Impact of AIDS-Related Changes in
Family Composition: Evidence from Uganda
by Klaus Deininger, Anja Crommelynck and Gloria Kempaka

0206

Child Labor Handbook
by Alessandro Cigno, Furio C. Rosati and Zafiris Tzannatos

0205

An Overview of Labor Markets World-Wide: Key Trends and Major Policy
Issues
by Gordon Betcherman

0204

Options of Public Income Support for the Unemployed in the Philippines and
Social Protection
by Jude H. Esguerra, Makoto Ogawa, and Milan Vodopivec

0203

Unemployment Insurance and Unemployment Assistance: A Comparison
by Wayne Vroman

0202

Does Eurosclerosis Matter? Institutional Reform and Labor Market
Performance in Central and Eastern European Countries in the 1990s.
by Michelle Riboud, Carolina Sanchez-Paramo and Carlos Silva-Jauregui

0201

Pension Reform and Capital Markets: Are There Any (Hard) Links?
byEduardo Walker and Fernando Lefort

0131

Child Labor, Nutrition and Education in Rural India: An Economic Analysis
of Parental Choice and Policy Options
by Alessandro Cigno, Furio Camillo Rosati and Zafiris Tzannatos

-

Social Protection Discussion Paper Series Titles continued
No.

Title

0130

Social Protection and the Informal Sector in Developing Countries:
Challenges and Opportunities
by Sudharshan Canagarajah and S.V. Sethuraman

0129

Chile's Pension Reform After 20 Years
by Rodrigo Acufia R. and Augusto Iglesias P.

0128

Labor Market Regulation: International Experience in Promoting
Employment and Social Protection
by Gordon Betcherman, Amy Luinstra, and Makoto Ogawa

0127

Generational Accounting and Hungarian Pension Reform
by R6bert 1. Gal, Andras Simonovits and Geza Tarcali

0126

Orphans and Other Vulnerable Children: What role for social protection?
edited by Anthony Levine

0125

Child Farm Labour: The Wealth Paradox
by Sonia Bhalotra

0124

What Can Be Done about Child Labor? An overview of resent research and
its implications for designing programs to reduce child labor
by Bj0rne Grimsrud

0123

Measuring and Analyzing Child Labor: Methodological Issues
by Bjorne Grimsrud

0122

Family-Controlled Child Labor in Sub-Saharan Africa-A Survey of Research
by Jens Christopher Andvig

0121

Is Child Work Necessary?
by Sonia Bhalotra

0120

The Cost and Benefits of Collective Bargaining: A Survey
by Toke Aidt and Zafiris Tzannatos

0119

The Informal Sector Revisited: A Synthesis Across Space and Time
by Niels-Hugo Blunch, Sudharshan Canagarajah and Dhushyanth Raju

0118

Social Services Delivery through Community-Based Projects
by Dinah McLeod and Maurizia Tovo

Social Protection Discussion Paper Series Titles continued
No.

Title

0117

Earnings Inequality in Transition Economies of Central Europe Trends and
Patterns During the 1990s
by Jan J. Rutkowski

0116

Viewing Microinsurance as a Social Risk Management Instrument
by Paul B. Siegel, Jeffrey Alwang and Sudharshan Canagarajah

0115

Vulnerability: A View from Different Disciplines
by Jeffrey Alwang, Paul B. Siegel and Steen L. Jorgensen

0114

Individual Accounts'as Social Insurance: A World Bank perspective
by Robert Holzmann and Robert Palacios

0113

Regulating Private Pension Funds' Structure, Performance and Investments:
Cross-country Evidence
by P.S. Srinivas, Edward Whitehouse and Juan Yermo

0112

The World Bank and the Provision of Assistance to Redundant Workers:
Experience with Enterprise Restructuring and Future Directions
by Yi Chen

0111

Labor Markets in Transition Economies: Recent Developments and Future
Challenges
by Mansoora Rashid and Jan Rutkowski

0110

A Review of Social Investment Fund Operations Manuals
by Juliana Weissman

0109

Risk and Vulnerability: The Forward Looking Role of Social Protection in a
Globalizing World
by Robert Holzmann

0108

Australia's Mandatory Retirement Saving Policy: A View from the New
Millennium
by Hazel Bateman and John Piggott

0107

Annuity Markets and Benefit Design in Multipillar Pension Schemes:
Experience and Lessons from Four Latin American Countries
by Robert Palacios and Rafael Rofman

0106

Guide for Task Teams on Procurement Procedures Used in Social Funds
by Jorge A. Cavero Uriona

Social Protection Discussion Paper Series Titles continued
No.

Title

0105

Programmes Actifs Pour Le Marche Du Travail:'Un Aper,u General Des
Evidences Resultant Des Evaluations
by Zafiris Tzannatos and Amit Dar

0104

Kazakhstan: An Ambitious Pension Reform
by Emily S. Andrews

0103

Long-term Consequences of an Innovative Redundancy-retraining Project:
The Austrian Steel Foundation
by Rudolf Winter-Ebmer

0102

Community Based Targeting Mechanisms for Social Safety Nets
by Jonathan Conning and Michael Kevane

0101

Disability and Work in Poland
by Tom Hoopengardner

0024

Do Market Wages Influence Child Labor and Child Schooling?
by Jackline Wahba

0023

Including the Most Vulnerable: Social Funds and People with Disabilities
by Pamela Dudzik and Dinah McLeod

0022

Promoting Good Local Governance through Social Funds and
Decentralization
by Andrew Parker and Rodrigo Serrano

0021

Creating Partnerships with Working Children and Youth
by Per Miljeteig

0020

Contractual Savings or Stock Market Development. Which Leads?
by Mario Catalan, Gregorio Impavido and Alberto R. Musalem

0019

Pension Reform and Public Information in Poland
by Agnieszka Chlon

0018

Worker Reallocation During Estonia's Transition to Market: How Efficient
and How Equitable?
by Milan Vodopivec

0017

How Poor are the Old? A Survey of Evidence from 44 Countries
by Edward Whitehouse

Social Protection Discussion Paper Series Titles continued
No.

Title

0016

Administrative Charges for Funded Pensions: An International Comparison
and Assessment
by Edward Whitehouse

0015

The Pension System in Argentina: Six years after the Reform
by Rafael Rofman

0014

Pension Systems in East Asia and the Pacific: Challenges and Opportunities
by Robert Holzmann, Ian W. Mac Arthur and Yvonne Sin

0013

Survey of Disability Projects. The Experience of SHIA, Swedish
International Aid for Solidarity and Humanity
by Kaj Nordquist

0012

The Swedish Pension Reform Model: Framework and Issues
by Edward Palmer

0011

Ratcheting Labor Standards: Regulation for continuous Improvement in the
Global Workplace
by Charles Sabel, Dara O'Rourke and Archon Fung

0010

Can Investments in Emerging Markets Help to Solve the Aging problem?
by Robert Holzmann

0009

International Patterns of Pension Provision
by Robert Palacios and Montserrat Pallares-Miralles

0008

Regulation of Withdrawals in Individual Account Systems
by Jan Walliser

0007

Disability Issues, Trends and Recommendations for the World Bank
by Robert L. Metts

0006

Social Risk Management: A New Conceptual Framework for Social
Protection and Beyond
by Robert Holzmann and Steen J0rgensen

0005

Active Labor Market Programs: Policy Issues for East Asia
by Gordon Betcherman, Amit Dar, Amy Luinstra, and Makoto Ogawa

Social Protection Discussion Paper Series Titles continued
No.

Title

0004

Pension Reform, Financial Literacy and Public Information: A Case Study of
the United Kingdom
by Edward Whitehouse

0003

Managing Public Pension Reserves Part I: Evidence from the International
Experience
by Augusto Iglesias and Robert J. Palacios

0002

Extending Coverage in Multi-Pillar Pension Systems: Constraints and
Hypotheses, Preliminary Evidence and Future Research Agenda
by Robert Holzmann, Truman Packard and Jose Cuesta

0001

Contribution pour une Strategie de Protection Sociale au Benin
by Maurizia Tovo and Regina Bendokat

The papers below (No. 9801-9818 and 9901-9934) are no longer being printed, but are
available for download from our website at www.worldbank.org/sp
*

9934

Helping the Poor Manage Risk Better: The Role of Social Funds
by Steen J0rgensen and Julie Van Domelen

9933

Coordinating Poverty Alleviation Programs with Regional and Local
Governments: The Experience of the Chilean Social Fund - FOSIS
by Jorge C. Barrientos

9932

Poverty and Disability: A Survey of the Literature
by Ann Elwan

9931

Uncertainty About Children's Survival and Fertility: A Test Using Indian
Microdata
by Vincenzo Atella and Furio Camillo Rosati

9930

Beneficiary Assessment of Social Funds
by Lawrence F. Salmen

9929

Improving the Regulation and Supervision of Pension Funds: Are there
Lessons from the Banking Sector?
by Roberto Rocha, Richard Hinz, and Joaquin Gutierrez

9928

Notional Accounts as a Pension Reform Strategy: An Evaluation
By Richard Disney

Social Protection Discussion Paper Series Titles continued
No.

Title

9927

Parametric Reforms to Pay-As-You-Go Pension Systems
by Sheetal K. Chand and Albert .laeger

9926

An Asset-Based Approach to Social Risk Management: A Conceptual
Framework
by Paul Siegel and Jeffrey Alwang

9925

Migration from the Russian North During the Transition Period
by Timothy Heleniak

9924

Pension Plans and Retirement Incentives
by Richard Disney and Edward Whitehouse

9923

Shaping Pension Reform in Poland: Security Through Diversity
by Agnieszka Chlon, Marek G6ra and Michal Rutkowski

9922

Latvian Pension Reform
by Louise Fox and Edward Palmer

9921

OECD Public Pension Programmes in Crisis: An Evaluation of the Reform
Options
by Richard Disney

9920

A Social Protection Strategy for Togo
by Regina Bendokat and Amit Dar

9919

The Pension System in Singapore
by Mukul G. Asher

9918

Labor Markets and Poverty in Bulgaria
by Jan J. Rutkowski

9917

Taking Stock of Pension Reforms Around the World
by Anita M. Schwarz and Asli Demirguc-Kunt

9916

Child Labor and Schooling in Africa: A Comparative Study
by Sudharshan Canagarajah and Helena Skyt Nielsen

9915

Evaluating the Impact of Active Labor Programs: Results of Cross Country
Studies in Europe and Central Asia
by David H. Fretwell, Jacob Benus, and Christopher J. O'Leary

Social Protection Discussion Paper Series Titles continued
No.

Title

9914

Safety Nets in Transition Economies: Toward a Reform Strategy
by Emily S. Andrews and Dena Ringold

9913

Public Service Employment: A Review of Programs in Selected OECD
Countries and Transition Economies
by Sandra Wilson and David Fretwell

9912

The Role of NPOs in Policies to Combat Social Exclusion
by Christoph Badelt

9911

Unemployment and Unemployment Protection in Three Groups of Countries
by Wayne Vroman

9910

The Tax Treatment of Funded Pensions
by Edward Whitehouse

9909

Russia's Social Protection Malaise: Key Reform Priorities as a Response to
the Present Crisis
edited by Michal Rutkowski

9908

Causalities Between Social Capital and Social Funds
by Jesper Kammersgaard

9907

Collecting and Transferring Pension Contributions
by Rafael Rofman and Gustavo Demarco

9906

Optimal Unemployment Insurance: A Guide to the Literature
by Edi Kami

9905

The Effects of Legislative Change on Female Labour Supply: Marriage and
Divorce, Child and Spousal Support, Property Division and Pension Splitting
by Antony Dnes

9904

Social Protection as Social Risk Management: Conceptual Underpinnings for
the Social Protection Sector Strategy Paper
by Robert Holzmann and Steen Jorgensen

9903

A Bundle of Joy or an Expensive Luxury: A Comparative Analysis of the
Economic Environment for Family Formation in Western Europe
by Pierella Paci

9902

World Bank Lending for Labor Markets: 1991 to 1998
by Amit Dar and Zafiris Tzannatos

Social Protection Discussion Paper Series Titles continued
No.

Title

9901

Active Labor Market Programs: A Review of the Evidence from Evaluations
by Amit Dar and Zafiris Tzannatos

9818

Child Labor and School Enrollment in Thailand in the 1990s
By Zafiris Tzannatos

9817

Supervising Mandatory Funded Plension Systems: Issues and Challenges
by Gustavo Demarco and Rafael Rofman

9816

Getting an Earful: A Review of Beneficiary Assessments of Social Funds
by Daniel Owen and Julie Van Domelen

984-1-

This paper has been revised, see Discussion Paper No. 9923

9814

Family Allowances
by Suzanne Roddis and Zafiris Tzannatos

9813

Unemployment Benefits
by Zafiris Tzannatos and Suzanne Roddis

9812

The Role of Choice in the Transition to a Funded Pension System
by Robert Palacios and Edward Whitehouse

9811

An Altemative Technical Education System: A Case Study of Mexico
by Kye Woo Lee

9810

Pension Reform in Britain
by Edward Whitehouse

9809

Financing the Transition to Multipillar
by Robert Holzmann

9808

Women and Labor Market Changes in the Global Economy: Growth Helps,
Inequalities Hurt and Public Policy Matters
by Zafiris Tzannatos

9807

The World Bank Approach to Pension Reform
by Robert Holzmann

9806

Government Guarantees on Pension Fund Returns
by George Pennacchi

Social Protection Discussion Paper Series Titles continued
No.

Title

9805

The Hungarian Pension System in Transition
by Robert Palacios and Roberto Rocha

9804

Risks in Pensions and Annuities: Efficient Designs
by Salvador Valdes-Prieto

9803

Building an Environment for Pension Reform in Developing Countries
by Olivia S. Mitchell

9802

Export Processing Zones: A Review in Need of Update
by Takayoshi Kusago and Zafiris Tzannatos

9801

World Bank Lending for Labor Markets: 1991 to 1996
by Amit Dar and Zafiris Tzannatos

Summary Findings
In 1995, Save the Children/US- Malawi introduced a small pilot project
called COPE-Community-based Options for Protection and
Empowerment, to provide direct services to prevent and mitigate the
I impact of HIV/AIDS on children, families and communities in 1district.
Over the past six years, the program has evolved and expanded to four
districts, covering 9% of the national population. The goal of COPE is
to mobilize sustainable community action utilizing existing indigenous
social infrastructures and a three tier structure -District AIDS
Coordinating Committees (DACCs), Community AIDS Committees
(CACs) and Village AIDS Committees (VACs). The program is multisectoral
and involves partnerships with government, business communities,
local leaders, other NGOs/CBOs and religious organizations. Program
success and challenges included.
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