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Executive Summary


Marion Medical Mission (MMM) is an ecumenical non-profit organization raising funds and providing installations for the Shallow Well Program (SWP).  The objective of the program is to provide low cost, technology-appropriate, and sustainable safe water to communities without this basic health necessity.  Marion Medical Mission (MMM) is working in communities of Malawi, Zambia and Tanzania to install shallow wells that provide protected drinking water to remote African villages.   


In many rural areas of Malawi, people draw water from risky unprotected sources such as rivers, lakes and pools, which lead to their contracting diseases resulting in many deaths a year.  According to Malawi government statistics, over 80% of the children who die under age five die from water borne or sanitation-related diseases.

Since 1990, MMM has helped communities build over 3,600 shallow wells by establishing the Shallow Well Program, providing over 900,500 people with safe drinking water. The Shallow Well Program is a cost-effective and sustainable way for fighting water-related diseases.


The purpose of this study was to determine how effective the Shallow Well Program (SWP) is at preventing diseases, saving lives and improving the quality of life in the communities MMM has reached. This was accomplished through group interviews in the rural communities of Malawi that received protected shallow wells. A second group of communities that did not have protected water sources represented the baseline or control group and were asked similar questions.  A comparison was made regarding the health, productivity, and quality of life of the two groups.


The study shows a remarkable impact as a result of the introduction of protected shallow wells on the health and quality of life in rural Malawian dwellers. According to those interviewed in the SWP, incidences of diarrhea, bilharzia, and cholera were not evident. The baseline group of people who have applied but have not yet received protected shallow wells told of constant illnesses, even death, as a result of unsafe drinking water conditions.  

This study has shown that the introduction of protected shallow wells is effective at improving the physical health and vigor of those who use it, thus increasing their opportunity for more productivity. More importantly, this study has shown that the SWP is effective at producing longer-term outcomes such as attitude and behavior changes in the users, for example, those exposed to use of good water choose not to return to the old source of water when problems arise with their well. Another important long-term outcome is that children are able to go to school and families work in the field more often to produce more food.

The recommendation of this report is to increase the capacity for community participation in the governance and maintenance of their shallow well so that continued long-term benefits can be assured.  The infra-structure is in the beginning stages and needs further development to reinforce the knowledge that participating communities already have and to provide more skills for management. The focus on training is imperative for concepts of self -direction that many people may not have yet experienced. Continued effort is needed as the program approaches its next stage toward true development.  That task requires developing the skills and knowledge within the communities to manage their own resources.

Background on Public Health in Malawi
In a press release from UNICEF NewYork, March 22, 2005, Executive Director Carol Bellamy stated that 400 million children, almost one fifth of all children in the world, lack the bare minimum of safe water they need to live. In Sub-Saharan Africa, 43 per-cent of children drink unsafe water and one in five die before their fifth birthday. A lack of clean water and basic sanitation is responsible for 1.6 million preventable deaths each year. Millions of children suffer from waterborne illnesses, such as cholera, bilharzia and diarrhea, according to UNICEF (2005).

Cholera in Malawi

Cholera is an infectious disease caused by bacteria in water contaminated from the excrement of people already infected with the disease. The symptoms of cholera are severe watery diarrhea, vomiting, dehydration and fever.  Death can[image: image2.jpg]


 occur as quickly as a few hours after the onset of symptoms. The mortality rate is more than 50 percent when untreated. Treatment consists mainly of intravenous or oral replacement of fluids and salts.

In Malawi, the severity of cholera cases fluctuates through yearly seasonal cycles.  The number of annual cholera cases rose significantly in the late 1990s and peaked during the 2001/2002 rainy season at 33,150 cases and 980 deaths. The disease is not hard to treat but is deadly because of its rapid onset and its spread through unsanitary conditions.  UNICEF suggests preventing the spread of cholera through the promotion of improved hygiene practices and access to safe water (UNICEF WES, 2004).
Schistosomiasis or Bilharzia in Malawi

Schistosomiasis, or bilharzia, is an infestation of the human body by flukes commonly called blood flukes. They burrow through [image: image3.jpg]


the skin of a human host swimming or wading in infested water. More than 200 million people worldwide suffer from Schistosomiasis (bilharzia). The disease is characterized blood by in the stool or urine caused by the flukes’ infestation. Fresh water becomes contaminated by Schistosoma eggs when infected people urinate or defecate in the water. The eggs hatch and the parasites grow and develop inside snails. The parasite leaves the snail and enters the water where it can survive for about 48 hours. Schistosomiasis parasites can penetrate the skin of persons who are wading, swimming, bathing, or washing in contaminated water. Within several weeks, worms grow inside the blood vessels of the body and produce eggs. Some of these eggs travel to the bladder or intestines and are passed into the urine or stool.
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Bilharziasi is common in Malawi where the people are not taking water from protected sources.  These people are taking water out of open ponds or dug holes where there is standing water allowing for a breeding environment of the larva that invades humans in order to mature and complete its lifecycle. The World Health Organization (WHO) estimates that 78 percent of the population in less-developed countries is without clean water.
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Marion Medical Mission and the Church of Central Africa Presbyterian

Marion Medical Mission (MMM) is an ecumenical non-profit organization raising funds and providing the installations for the Shallow Well Program (SWP).  The objective of the program is to provide low cost, technology-appropriate, and sustainable safe water to communities without this basic health necessity.  Marion Medical Mission (MMM) is working in communities of Malawi, Zambia and Tanzania to install shallow wells that provide safe drinking water to remote African villages.  MMM has been working with the Synod of Livingstonia, Church of Central Africa Presbyterian (CCAP).  The Synod of Livingstonia provides some coordination for MMM and the Shallow Well Program.  

The Shallow Well Program

The Shallow Well Program (SWP) began in 1990. Since then over 3,600 shallow well pumps have been installed, providing an estimated 900,000 people with safe dinking water.

Access to safe drinking water is primary to the prevention of water-related diseases that cause illness and death in many areas of the world.  By installing shallow wells, drinking water sources are protected rather than open to biological contaminants from the environment.  Shallow wells need to remain operable to provide long-term protection of drinking water sources.  The SWP includes a sustainable community self-management scheme and requires community participation to insure pump maintenance. The immediate outcome of access to safe drinking water should reveal decreased water-related illnesses.  The long-term outcome should reveal longer life expectancy and increased economic activity.

Purpose of this Study

The purpose of this study was to determine the impact the SWP has on the health of the Malawian population participating in the program. Improved health is the main goal of the Shallow Well Program and is one of the outcomes studied.  Secondary outcomes, such as changes in behavior and new awareness that can lead to economic changes as a result of improved health, were also a part of the study. 


The principle is that if the introduction of protected shallow wells has met the objectives of MMM, the study should be able to find improvement in health and a decrease of disease and death caused by use of unprotected water.  The main question is: 

What impact does the Shallow Well Program have on improving health and social- onomic conditions?

Sub-questions are:

1) How has the SWP improved the health of the people it serves?

2) What kinds of behavior changes occurred? 

3) How has the introduction of the protected shallow well improved the quality of life of the community?

Methodology

A logic model (Appendix 1) with the SWP inputs, activities, and outputs was created to illustrate the various observable outcomes I could expect to find.  I considered the types of information that would be available to help to decide what kinds of questions could be answered in the time available and what methods of data collection would be required for those questions (Appendix 2). People in the program were available for questioning and some local government authorities had offered health records that I could look at. Because of the limited time of my stay in Malawi, the scope of this study was focused on health impact.  The other outcomes mentioned within the logic model should be followed up in future studies.

The method used for analysis was the Pipeline Comparison, a method acquired from the Word Bank Impact Evaluations Database. This method uses those who have applied and are eligible to receive intervention in the future, but have not yet received it, as a control or baseline group.  The comparison group is those that are in the program and are using protected shallow wells. One list of questions was administered to communities already in the SWP, and a similar list of questions was administered to communities that have no protected water.  Documentation from a government Health Service Agent was another source of information providing historical records of past incidences of disease for comparison with incidences of disease after protected shallow wells were introduced in an area.  A narrative interpretation of the interviewee responses was used for analysis.

A decision was made to go with a written questionnaire administered to SWP community members as an efficient way to get lots of information from people in a non- threatening way.  However, after arriving in Malawi, I found the questionnaires to not be the best method to employ by suggestion from a Malawian Field Officer of the SWP.  He said that the community people would not respond well to a questionnaire. The main reason he stated was that “A questionnaire is too impersonal. Malawian people are accustomed to talking face to face and in groups.” Another reason was that most of the rural dwellers have little education and most cannot read English. The questionnaires were transformed into two lists of 10 to 12 open-ended questions: one for the baseline group and the other for communities with protected shallow wells (Appendix 3). 

Data Collection

I conducted interviews with women of the villages because they are the primary fetchers of water but men were not excluded. The criteria for selection were only that they live in a village participating in the SWP, i.e. those who have received a shallow well from MMM or have applied for SWP, i.e. those who do not have a protected water source but had applied for getting one.  An attempt was made to include interviewees from varied geographical regions in order to get a spectrum of factors and conditions affecting the area’s water sources, e.g. differences in terrain, climate, and proximity to lake, river, or streams.  Different regions may exhibit different numbers of occurrences of illness in the population due to how conducive the environment is to certain disease carriers.  

Conforming to local protocol, I first met with the village head person in a community forum for introductions.  Then I explained what I intended to do and also that I would not be paying the people to speak to me.  I had the field officer, a person the people were familiar and comfortable with, interpret for me.  I began interviewing women individually. It was very time consuming and I was getting the same responses.  Taking advantage of the protocol of introduction, I began conducting interviews in small groups where I saved a tremendous amount of time and also had the benefit of group interaction.  I soon learned that the women felt more comfortable interviewing in a group rather than individually.  

I obtained records from a district government health service facility that covered a time span of eight years.  The records were screened for relevant data related to cases of illnesses admitted each year with symptoms of cholera.  Differences in the number of cases per year were noted to see if a decrease of cases occurred after the year 2000, when MMM began installing shallow well pumps in that area.  

Over forty individual interviews were conducted with SWP participants (people with shallow wells).   Group interviews were conducted with applicants to SWP (people who do not have protected water source).  See Appendix 4 for locations.  The questions asked of the interviewees were inclusive of other family members or the village rather than the individual alone. When the data I was getting became redundant, I ended the interviewing.  

Data Summary and Findings:

Applicants of SWP (Participants without protected shallow wells)

The source of water in a group of 13 households interviewed in the Bwemba village within the Santhe Region Traditional Authority, was an open well, 15 ft. deep with 4 ½ ft. of water. The people suffered from constant diarrhea, bilharzia, and cholera outbreaks. In 2003, cholera caused one death and three were taken to the hospital.  If a child becomes sick parents must tend to the child.  If a mother or father falls sick, they cannot work.  If a family member is taken to the health center, much work is left undone. Chores and farming are not worked on, including food preparation.  Getting the sick to the health center is an ordeal.  The health center is far and costly. Most rural dwellers travel by foot or bicycle. Many times there is not transportation and the sick must be carried. When hospitalization is required, a family member must stay with the patient to provide food and some basic care.  They say that the government health center has little to offer and the private ones are expensive.  

In a village called Nguluwe of 12 households, they dug an open well 18ft. in depth with 6 ft of water.  The open water well seemed plentiful when I saw it, but the well will become dry in the dry season, when they must walk distances to locate another water source. They keep the water well covered with reeds but the water had visible contaminants of insects and algae. Their dug well is also subject to collapse in the rainy season. If the well collapses or becomes dry in the dry season, the people must return to the old source of water called, the “dambo” (an open source).  It is common for rivers to have crocodiles and hippopotamus that have taken victims.

The Khombe village of 33 households also got water from the dambo.  But after the outbreak of cholera in 2003, causing 2 deaths, and several other cases, the village dug a well 15 ft. in depth with 6 ft. of water.  Fifteen of those households stated they were affected from the cholera outbreak, and all households have suffered from diarrhea, and bilharzia. 

Chimkute is a small village with 15 households.  They have an open well in their village but the water table fluctuates and they must wait for the water to rise.  When water is scarce, they walk an hour to the dambo to get water.  They complained of stomach pains, and bilharzia.  At the time of the interview, they claimed 4 children suffered from the disease bilharzias out of 30 children in the village.  Two adults were taken to hospital for bilharzia within the last year.

In the village of Kamtengo, women said it takes from 6:00am-8am to get a bucket of water from a borehole at a school a distance away.  When they need to, they go to an open well half-a mile away.  There the water is muddy.  They find insects, water snails and worms in the water.  They say they experience stomach pain, diarrhea, weakness and a loss of appetite.  Parents are distressed with sick children. There is less productive time. They say the hospital is far away and they have to think of how to get there without transport.  The people living in the rural areas of the bush usually walk or bicycle.  Sometimes they find an ox cart for hire.  

The village of Nsundwe has 26 households.  They get water from the dambo, one hour away. When there, they must carefully step low into the water and the process of drawing water by bucket is slow.  The women described the water as having swimming insects, live frogs, snakes, and worms hiding in the mud of the water.  Of the 52 people present, 26 or 50% raised their hands when asked if anyone is infected with bilharzia. 

In the Nanthundu Zone, I was taken to the Chirwase village, the Kamungwe village, and the Kawanjireire village.  These villages were larger having anywhere from 65 to 172 households.  Their stories were similar to the previous ones.  They had open dug holes. Children have fallen in and drowned. The process of drawing water is slow, using a long stick and a small coffee can size container to take the water up.  There are algae in the water, along with the swimming insects, frogs, snails, and snakes. Cholera struck within this area in 2003. They claimed 49 cases of cholera of which 13 died and 36 recovered.  The villages were about 5 miles to the health center.  

When asked who are the most vulnerable to sickness from unsafe water, all the interviewees responded with the children”.  A woman from the Kamungwe village said, “Most vulnerable are the children…countless children.”   In the Chorwe village, a person made this statement “Mostly elderly are getting ill, children are most vulnerable ...although everyone gets ill”.  When asked what they thought would be the solution to these problems all interviewees had similar responses, “a protected source of water.” 

In summary, of the villagers interviewed without a safe source of water many suffered hardships.  Much time is spent getting water, caring for the sick or being sick and results in the opportunity cost of a productive daily life.  Communities are distressed and unhappy. “Poverty follows illness because the family cannot be productive,” said one woman. 

Shallow Well Program Participants 

All the respondents had a source of protected water and were getting water from a protected shallow well or a borehole. When asked how long it took to get water, participants gave various times from as short as 5 minutes to as long as one hour. None of the families stated any illnesses from drinking protected water. Breakdowns of the shallow wells were experienced by two-thirds of the respondents. Most wells were said to be fixed within one to three days, and some had to wait from one to four weeks if the village had not paid maintenance fees to have the spare parts available.  They were aware of or learned what caused the delay. When asked where they get water when the shallow well pump is broken, all of the respondents reported going to the next protected water point.  Only one family reported going back to the river, but then they boiled the water. This shows a major change in behavior in that they do not return to old unsafe water sources but seek protected water instead.

When the participants were asked how the protected shallow wells improved the lives of their family, the responses were all positive.  All made references to a decrease in disease, improved physical health, and feeling stronger. They said they spend less of their resources caring for the sick. This meant having more time for other chores, feeling free of the burden of going distances and procuring bad water, having clean baths, and having healthier children with the ability to attend school.  These responses indicate that with access to safe and clean water, the people are healthier, stronger, and they are able to do other activities.

They were also asked what improvements they have seen in their village as a whole. They expressed that their villages are happier without the sicknesses from drinking bad water.  There is more activity; for example, more work is being done to improve schools.  Women are contributing to activities like gathering rice for village development.  Women have more time to weave mats and sell them for MK60-100 (60 cents to one dollar).  More farming is being done.  One village woman gave the example of growing more maize, and sweet potatoes after harvesting the rice.  They are making and selling palm oil. The women also expressed going to the market more often and having time to meet and share ideas with others, indicating increased livelihood and productivity in the community. 

When asked for suggestions of how the SWP service can be improved, most answered with the need for more shallow wells in their area to alleviate the wait at the pump as more people are coming to use the well.  Some asked that the well be deeper to have more water in the dry season or complained that a well had become dry. Some thought the shallow well maintenance men should be paid a salary.  Others requested the availability of more spare parts. Some simply expressed contentment for having a safe source of water.

In summary, people with protected shallow wells showed positive results regarding their health. The outcomes included decrease in disease, and increase in vitality in all populations participating in the SWP.  There was also evidence of increased social and economic activity beginning to take place.  This supports the premise that providing safe water to populations whose source of water is exposed and contaminated, decreases sickness and mortality.  The longer term outcomes include more productivity and improved quality of life, indicating increased social-economic activity.

Data from Health Facility
The records I obtained were from the Kaporo District Health Office in the Karanga Region. This district is unique because many of these people live along the Songwe River which is their main source of water.  The river borders Malawi and Tanzania.  It is extremely conducive to the spread of cholera in the region, because of its high population density.  The river is contaminated by human waste and is also used for bathing and consumption. 

The records had names of patients suspected of cholera because all patients in the records presented symptoms of dehydration, vomiting, fever and diarrhea which are the common signs of cholera. The disease can be confirmed by a simple lab test but most cases are never confirmed for lack of resources to conduct the test. 

I looked at the records for the patients’ sources of water before the onset of illness.  The records showed that prior to the year 2000, most of the water was taken from an unprotected source.  A few people used borehole wells.  In 1997, there were eleven reports, forty seven in 1998, and eighty-eight reports in 1999.  It appeared from the records that the largest number of cases occurred before the year 2000, which is the year MMM began installing its shallow wells. In the year 2000, there were 2 suspected cases of cholera reported in the month of ​​April in areas using protected wells. I did not see any reports for the year 2001.  In 2002, there were 8 suspected cases named but I did not see any record of their source of water prior to illness.  However, in 2003 there was a large outbreak of cholera that matched the pre-2000 year numbers.  During a country-wide outbreak in 2003, 41 reported cases made their way to the health center, in which 6 reported drinking from shallow wells and 6 reported drinking from boreholes. The water sources of the others were not recorded.  This suggests that having protected wells alone does not guarantee safety from cholera.  Cholera can be contracted by other unsanitary conditions such as not washing hands after toileting.  At the same time, having uncontaminated water is a necessary sanitary condition.

The data from the reports from the health facility appeared inconsistently taken.  Forms were filled out at times and not at others.  Lab tests were infrequently requested due to lack of funds to do the test.  Although there appeared to be a correlation to the beginning of the SWP in the year 2000, to a notable decrease in patients with symptoms of cholera, the reports were not consistently recorded, therefore making them unreliable. I found the data was not conclusive that the SWP made an impact on the reduction of cholera due to these factors.    

Karonga District Health Facility Data for Patients Suspected of Cholera:1997-2005

	Year

	Total # of cases 

	# of cases by month

	Source of Water

Of cases

	# of Lab Tests

Requested

For Vibrio 

Cholerae

	Outcome Remarks of Lab Tests


	1997

	11

	4-May

1-Sept

6-Oct

	4-Unprotected well

1-Protected well

4-River

2-Tap

	3

	1- positive

1- negative

1- result of test not recorded


	1998

	46

	4-Aug

31-Oct

7-Nov

4-Dec

	2-Unprotected well

1-Protected well

4- wells but type not specified 

11-River

8-Borehole

7-Tap

3-not recorded

1-lake

9-record missing

	6

	Test results were not recorded


	1999

	88

	20-Jan

11-Feb

42-Mar

15-Apr

	20-Record missing

29-River,Stream or Lake

24-Unprotected well

4-Borehole

7-Tap

1-Protected well

3-not recorded

	2

	Test results were not recorded


	2000

	2

	2-Apr

	2-Protected well

	0

	
	2001

	0

				No record


	2002

	8

	6-Oct

2-Nov

	Not recorded

	2

	2 – positive


	Year

	Total # of cases 

	# of cases by month

	Source of Water

Of cases

	# of Lab Tests

Requested

For Vibrio 

Cholerae

	Outcome Remarks of Lab Tests


	2003

	49

	13-May

33-June

3- Dec

	12-Protected Well

6-Borehole

	4

	2 - Positive

1- Negative

1- Result Not recorded


	2004

	2

	1-Apr

1-Sep

	2- Protected Well

	1

	Result not recorded


	2005

	1

	1- Jan

	Not recorded

	1

	Result not recorded



	

	


Interpretation

The study shows a remarkable difference between the health and quality of life rural Malawian dwellers as a result the introduction of protected shallow wells. According to those interviewed in the SWP, incidences of diarrhea, bilharzia, and cholera were not evident. The baseline group of people who have applied but have not yet received protected shallow wells told of constant illnesses, even death, as a result of unsafe water conditions.  Children and the elderly were most vulnerable, probably due to an underdeveloped immune system with the children, and a reduced immune system with the elderly. 

Those that live in areas where the SWP had developed were going to protected shallow wells further away when their shallow well pump was not functioning, rather than return to their unprotected water sources until their pump was fixed.  It is common for most outside organizations to build a shallow well and not have a program to support the maintenance of the well.  Without parts or the skill to fix it, the village people revert back to their old way of getting water (Srinivasan, 1990). This study has shown an incredible change in attitude and behavior of SWP users.  This indicates that sustainability of the shallow well has contributed to the villagers making a choice about their health. The SWP is a systemic change, not a quick simple fix to health problems due to bad water. Knowing their shallow well will be fixed allows villagers the confidence that something can be done.  By comparison, the baseline groups of villagers who are not yet in the SWP were digging their own shallow wells without the skill and materials needed. When they experienced problems of wells collapsing or drying up they would go back to the river or previous unprotected source.

The study showed longer-term outcomes of the SWP beginning to develop.  Those in the program showed increased economic activity.  The people reported being healthier and stronger to be able to do more farming, household chores, handicrafts, and allow their children to go to school.  Before, many of the children were too ill to go to school or could not go because they were needed to help carry water a distance away, or had to help in the field while other family members fell sick.  Better health and vitality indicates more productive use of time and opportunities.  Women said they had more time to be able to weave mats and make palm oil to sell. Other indicators of social and economic activity were the use of time for community and school development, having time to go to market and social time to share ideas.  Furthermore, some were raising additional crops at the end of the rice harvest.  What is evident here is a change in attitude and behavior toward productivity.

The baseline groups of villages not yet in the SWP spoke of distressing conditions.  It is routine to care for the ill. They worry about how to get the sick to a health facility.  They know that they were getting sick from the water but have no choice.  Getting water for them is strenuous and dangerous. They walk hours with a bucket of water on their head that is the family water for the day. The condition of the water is repulsive. There are dangers such as crocodiles and hippos lurking in the murky water in some places and some people have been their victims.

A comparison of the impact upon villagers with a protected source of water and those with open unprotected water sources is depicted through the following statements from these village women:

“When someone is sick, we don’t have time to contribute to family activities, or field work. If person is at hospital, we care for them for many days at hospital. Sickness results in poverty at households.  There is no food when caring for the sick.” 

“We will be happier drinking safe water and not have diarrhea, and other sickness. We want development of our village and improved hygiene.  We want to be involved physically, spiritually, and economically.  We will do anything for a chance to have protected water.”

Women from the Khombe Village, Santhe region

“We were busy taking care of the sick before.  Now it is a happier place.  We sell mats that we weave and make palm oil to sell.  More children are going to school because they are not sick. We spend less time after the field rushing to get water. We feared getting sick and feared the crocodiles in the Songwe River. Now safe water is near.”

“Diseases are decreased. Children are taking bath at home instead of in the Songwe River.  We take less time to get water for washing plates and clothes. We have more time to contribute to family and chores.  After harvesting rice, we grow more maize and sweet potatoes.”

“Life is better because diarrhea is reduced. Women are contributing to funding activities by gathering rice.  For village development, each family contribute one bucket of rice a year.”

Women from Moangwala II Village, Kaporo region

Conclusion and Recommendations

This study has shown that the introduction of protected shallow wells is effective at improving the physical health and vitality of those who use it. More importantly, this study has shown that the SWP is effective at producing longer-term outcomes such as attitude and behavior changes in the users, such as dedicated use of good water by choosing not to return to the old source of water when problems arise with their well.  Furthermore, this study has shown the SWP has changed lives, making the beneficiaries more productive, socially and economically.  Although the groups interviewed had established their wells only within the last five years, and the changes may seem modest in the larger scheme of poverty reduction, it is truly a great accomplishment in the face of the limited opportunities and resources available to these rural dwellers. 

This study has also shown that it is not providing a protected shallow well alone that produces the outcomes we have seen, but the fact that MMM has begun providing an infrastructure of maintenance that insures its sustainability.  A well of any sort that is non-functional is of no benefit to the community unless it can be maintained.  MMM has considered the appropriate technology for the people using it so that it could be maintained by themselves, and a structure for procurement of spare parts and maintenance personnel from within the community and support from the CCAP Water and Sanitation Coordinator.  

The community voiced their opinion of the program when asked what improvements they would like to see.  The requests ranged from asking for more shallow wells, to deeper wells, to salaried maintenance men, and more spare parts.  The requests are not surprising because this allows for much more convenience for them. However, the Shallow Well Program was designed so that these issues could be addressed by the communities themselves. 

An extremely important aspect of achieving long-term outcomes within this program is the concept of accepting and understanding the responsibility of ownership of the shallow well.  Many poor people do not have this concept because ownership is a rare condition.  The majority do not own the land they live on or large livestock, or means of transportation. What they do have is indefinite: their shelter, their food, and their lives. Their life is subsistence and their outlook is day-to-day. This is an attitude and behavior change that MMM is working on changing in order to strengthen community.  The community needs participation and understanding of empowerment to make their own decisions about their water condition future lives.

The population has a desire to improve their water situation and a dedication to having healthier lives.  They have confidence in protected wells. What is needed is an understanding that they have the power and can provide the resources to improve their own water needs.  

The recommendation of this report is for increasing the capacity for community participation in the governance and maintenance of their shallow well so that continued long-term benefits can be assured.  The infra-structure is in the beginning stages and needs further development in reinforcing the knowledge they already have and providing more skills. The focus on training is imperative for concepts of self -direction that many people may not have experienced.  

An additional recommendation is that further study of other outcomes, intermediate and long-term, as indicated in the Logic Model, should be done to understand the other impact of the SWP, i.e., how are the shallow wells maintained, how does the community participate and what is their understanding of governance of a shared resource?

In summary, the SWP has achieved its primary objectives in improving health and quality of life.  However, continued effort is needed as the program approaches its next stage toward true development.  That task requires developing the skills and knowledge within the communities to manage their own resources.

Appendix 1

LOGIC MODEL

INPUTS




ACTIVITIES




OUTPUTS









Funding for materials



Community:




Functioning shallow well

Cement




Application 



 
Trained maintenance persons

[image: image5.emf]

Transport Vehicles



Commitment




Village shallow well committee

Plumbing parts



Involvement




Zone shallow well committee

Skilled labor




Program training

Uncontaminated drinking water

Unskilled labor



Water point sighting



 Two bags of maize, or equivalent of 

Field Officers




Digging for water



$6.00 in Kwatcha collected from village







Building of well







Inspection/ approval of well







Installation of pump







Dedication of well


OUTCOMES



INTERMEDIATE OUTCOMES


LONGER TERM OUTCOMES

Availability of clean water

Decreased water related illnesses


Longer life expectancy 

Skilled maintenance person

Decreased time for acquiring daily water

Grain bank profitability

Community participation

Community support




Food security for famine

Availability of spare parts 

other development possibilities such as:

Education opportunity for children
Sense of ownership


grain banks, treadle pump irrigation


Increased economic activity

Practice of democratic process







Healthier people able to produce more food

Skills such as brick laying,








Increased opportunity for education

Concrete finishing skills













Appendix 2

Evaluation Information

	Types of Information
	Kinds of Questions that can be answered


	Method of data collection



	Attributes of people served:

Rural village communities, all ages particularly women and children.

Traditionally male dominated  

One shallow well serves approx. 250 people.

Needs: 

Protected water source

Community maintainable well

Technology that is appropriate


	What proportion of the service area do we reach?  Are there areas we don’t reach? Why? 

What is our cost per person?

What changes are evident in people served by shallow wells and people without protected water?

Are changes similar from area to area?  What can we learn from the experience of one area to help another meet the population’s needs?

What kind of changes have the people we served experienced?  Do these changes reflect possible new problems we need to address?

How do we compare with similar organizations providing the same service?  Are they experiencing the same changes? Over what time period?


	Mapping/reports

Cost report

Visit/ interview comparing villages in program and villages not in program.

Visit/ interview compare  villages of different zones

Focused group interviews

Comparing recipients change over time

Visit/interview a similar program with another organization



	Documentation of results or outcomes:

Evidence if changes that have occurred as result of wells installed.

Malawi Health Centers & NGO reports 

Accomplishments achieved such as #of trained maintenance persons, field officers, etc.

Requests served such as number of applications and the needs expressed. 

Perceptions about services:

An indication of how people feel about what we do in general, and also about specific aspects of our activities.
	Are we meeting the needs the people bring to us?

What impacts do we have on people, organizations and communities? How many people trained or learned a skill as a result of the SWP

Have we reached our goal for effectiveness? Are needs of the area being met?

How satisfied are people with specific aspects of our service? For example, with the help from field officers, the function of the well, or the program organization?

What suggestions do people have for improvement?

How are perceptions about our services changing over time?

How consistent is the satisfaction level compared to other zones?


	Questionnaires/visit

Interview clinicians, doctors, aid workers, etc.

Records of SWP personell

Acquire relevant information from villiage applications

Questionnaire

Focus group

Questionnaire


Appendix 3

INTERVIEW QUESTIONS

FOR SWP PATICIPANTS

1) Where do you currently get water?

2) How much time does it take going and returning with water?

3) What illnesses does your family suffer as result of drinking water?

4) How many times was someone sick from drinking unprotected water within the last year?

5) How many times was someone sick from drinking protected shallow well water within the last year?

6) How many times a year was the shallow well not functioning?

7) How long did you usually wait until the well was fixed?

8) Where do you take water when the shallow well pump is broken?

9) What do you carry the water from pump to the house in? For example, bucket or narrow neck container?

10) How has the shallow well contributed to improve the lives of your family?

11) What improvements have you seen in your village as result of the shallow well?

12) In what ways can service provided be improved?

 FOR APPLICANTS OF SWP (PARTICIPANTS WITHOUT PROTECTED SHALLOW WELLS)

1) What is the current source of water?
2) How much time does it take going and returning with water?
3) What have you found in the water?
4) What illnesses does your family suffer as result of taking unprotected water?
5) How do these illnesses affect your lives?
6) Are there individuals that are more vulnerable to these diseases?
7) How much more family resources does it require when someone is sick?
8) Do you use chlorine treatments? 
9) Do you boil water? Why or why not?
10) What do you think is the solution to these problems?
Appendix 4

INTERVIEW LOCATIONS OF PROTECTED SHALLOW WELL

	Area/

Village
	Zone/Field

Officer
	Population/

 # of households
	Households

Interviewed

	Mwantende #2
	Kaporo

Mr Khosa


	Pop. 655
	7

	Muwangalwa #2
	Kapora

Mr. Khosa
	Pop.374
	5

	Sokola
	Chitipa/

Mr Khosa
	
	19

	Chibede Village#2
	Dwanga/ Mr. Mwanjiko
	Pop. 200
	4

	Chibede Village#3
	Dwanga/

Mr. Mwanjiko
	Pop. 100
	6


INTERVIEW LOCATIONS OF UNPROTECTED WATER SOURCE USERS 

	Area/

Village
	Zone/Field

Officer
	Population/ # hsehlds/# of villages
	Households 

Interviewed

	Bwemba
	Santhe/

Mr Malata
	15 villages
	13

	Nguluwe
	Mzizi/

Mr. Malata
	Pop. 60
	12

	Khombe
	Santhe

Mr. Malata
	33 households
	15

	Kamtengo
	Santhe

Mr. Malata
	135 households
	25

	Nsundwe
	Santhe

Mr. Malata
	26 households
	20

	Chimkute
	Santhe

Mr. Malata
	15 households
	9

	Chirwase
	Nanthundu

Mr. Malata
	65 households
	29



	Kamungwe
	Nanthundu

Mr. Malata
	92 households
	39

	Kawunjirire
	Nanthundu

Mr. Malata
	172 households
	40



	Jinyi Piri
	Berele

Mr. Chirwa
	10 households
	1
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