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EEXXEECCUUTTIIVVEESSUUMMMMAARRYY  
 
In its second year of operation, the Consortium for Southern Africa 
Food Security Emergency (C-SAFE) is a groundbreaking linkage of 
non-governmental organizations (NGOs) with the goal of addressing 
urgent food security needs in three southern African countries - 
Malawi, Zambia and Zimbabwe.  
 
C-SAFE has taken a ‘developmental relief’ approach to the food 
security emergency in these countries. Its relief and recovery 
programs aim to improve nutritional status, protect productive assets, 
and support households and communities to strengthen their 
resilience to current and future food security shocks that affect their 
well-being and livelihoods. 
 
The consortium has three core NGO members - CARE, Catholic 
Relief Services (CRS), and World Vision (WV) – all working in each 
of the three countries. There are six additional members in the 
Malawi consortium - Africare, Emmanuel International, Malawi Red 
Cross, Salvation Army, Save the Children UK, and Save the Children 
US - and one additional member (ADRA) in Zambia. The regional 
program unit (RPU) of the Consortium is located in Johannesburg, 
South Africa.  
 
The unique experiences of working in a consortium and embarking 
on the developmental relief approach present new opportunities for 
sharing and learning, including examining best practices for 
programming, and analyzing the benefits and costs of entering into a 
consortium.  
 
Three C-SAFE partners in Zambia (CARE, CRS, and WV) undertook 
a partnership exchange mission to explore various aspects of each 
other’s feeding projects for the chronically ill. Each NGO fielded one 
member to be part of a team that visited selected CARE, CRS, and 
WV project sites. The goal was to compare similarities and 
differences in these projects, as well as to examine programming 
methodologies, with a view to improving programming and possibly 



 

increasing the level of standardized implementation by these 
consortium members working in the same country. 
 
Each team member prepared a trip report, the contents of which are 
summarized in this document. Highlights from the report include: 
 
 
 

• Participants unanimously agree that the exchange trip was a 
valuable experience both personally and for their agencies, 
and all aim to encourage their agencies to incorporate some 
of the best practices observed into programming; 
 

• The C-SAFE agencies working in Zambia do not have 
uniform procedures in terms of chronically ill programming. 
Participants saw the benefits of identifying best practices of 
those projects visited and trying to make these the “gold 
standard” for C-SAFE programming in the country; 
 

• Stigma, although diminishing in rural areas, is still a 
significant constraint  in programming for the chronically ill, 
and creative efforts need to be stepped up and augmented 
to combat this; 
 

• The chronically ill themselves have much to contribute 
toward reducing stigma in communities. They are the best 
placed to provide encouragement to others to live positively 
and to continue to contribute to their family/community 
livelihoods; 
 

• Because chronic illness is, by its very nature, long-term  and 
often raises  sensitive issues,  good referral systems and 
strong complementary programming must be linked to food 
programming. Without these non-food interventions, food aid 
will only be a stop-gap. 

 
 

CCOONNTTEEXXTT    
 
The southern Africa region has the highest HIV infection rates in the 
world. However, due to stigma, limited awareness and acceptance of 
the disease and inadequate health care services, many people in 
southern Africa remain unaware of their HIV status. Therefore, it has 
become fairly common to use the category of ‘chronically ill’ as a 
proxy to reflect the presence of HIV and AIDS. 
  
Zambia has an HIV prevalence rate of approximately 16%. The 
country’s estimated population is 10 million and the per capita GDP 
is US$300, making it one of the world’s poorest countries. The 2001 
UNDP Human Development Report ranked Zambia 143 out of the 
162 countries assessed. Poverty and food insecurity are widespread 
in rural areas. 
 
It is within this context that C-SAFE carries out its mandate to serve 
food insecure populations, addressing the special requirements of 
the chronically ill, and to do this in a sensitive and appropriate 
manner. 
 
 
 
 
 
 
 
MMEETTHHOODDOOLLOOGGYY  AANNDD  OOBBJJEECCTTIIVVEESS  OOFF  EEXXEERRCCIISSEE  
 
 objectives of the exercise 
The partnership exchange field visits were organized as a learning 
experience. A main intention of the exchange is that some of the 
good practices uncovered will be incorporated into agency 
programming.  
 
 
 



 

 
selection of participants and sites 

Participants were selected by supervisors, based on relevant job 
responsibilities.  Selected team members  included two nutrition 
monitors, an HIV/AIDS coordinator, a monitoring and evaluation 
officer, and an area manager. 
 

 
CI Exchange Participants  

 
Between 7-15 May 2004, project officers from the three C-SAFE 
member agencies in Zambia travelled to each other’s selected field 
programs in order to exchange information. The visits took place 
over a nine-day period, spending two days in each district. The 
schedule was as follows:  

  
 7 May: orientation meeting in Lusaka 
 8-9 May: CRS, Mongu District 
11-12 May: WVZ, Monze District 
13-14 May: CARE, Livingstone and Kazungula Districts 
15 May: travel back to Lusaka 

 

 organization of visits 
While CRS provided transport for the team to the sites, transport 
within the site areas was organized by the operating NGO. The 
activity proposal had specific that rather than having the entire team 
visit each activity at the risk of  which often is overwhelming the 
subjects visited, the team members should meet in the morning and 
divide up to make different site visits. The team would then regroup 
at the end of each day for reflective discussions, the chairmanship of 
which rotated. However, the plan to split up for the field visits did not 
materialize as it was simply impractical at the project sites. 
Participants did meet daily to reflect on their observations and on the 
final day to review learning and outline action plans for the group.  
 
 reporting structures 
Prior to the site visits, each team member was asked to identify 
topics they would like to learn more about and to explain how they 
planned to share what they learned with other members of their 
organization after their return.  Each member was also asked to write 
a trip report upon their return from the tour. Reflection meeting 
reports were prepared each day by the entire group. 
 

issues identified  
At a C-SAFE training on HIV/AIDS and Food Security, held in 
Livingstone 24-26 March 2004, the following eight key issues were 
identified to be highlighted by the exchange team: 
 

• targeting 
• information dissemination at food distribution points (FDPs) 
• stigma 
• chronically-ill issues 
• high energy protein source (HEPS) production and food aid 

commodities 
• complementary programs 
• discharge criteria 
• exit strategies 

 



 

CARE Selection Criteria for Chronically Ill 
Food Assistance 

• diagnosed with tuberculosis 
• chronically ill 
• confirmed HIV+ by referral health facility 
• strict compliance with treatment of 

diseases that have free medical support 
from the government, e.g. TB 

• above all, in all cases the household 
must be financially disadvantaged and 
receiving no food security assistance  

KKEEYY  FFIINNDDIINNGGSS  BBYY  IISSSSUUEE  
 

targeting 
This is an area where the diversity between the three C-SAFE NGOs 
was felt to be most evident. As each of the three consortium 
members is structured differently, and engages with communities 
through different mechanisms, a range of methods are used to 
identify chronically ill persons--and hence the beneficiaries--in 
communities. These methods and sites are:   
 

• Mongu District (CRS): The hospital refers patients to the 
Home-Based Care (HBC) program. The HBC program 
registers clients for the C-SAFE food program. CRS staff 
visit each household to verify that beneficiaries meet C-
SAFE selection criteria.  Tuberculosis clients are admitted 
once diagnosed by the health center. AIDS patients are 
admitted based on clinic recommendations; 

• Monze District (WV): Relief Committees that include 
Community Health Workers who are connected with local 
health clinics are involved in beneficiary selection. Proposed 
beneficiaries are verified on a monthly basis by WV nutrition 
and food monitors.  

• Livingstone District (CARE): Different procedures were found 
at the different CARE sites visited.  
In Kazugula, community leaders first identify beneficiaries, 
targeting aids verify the list using CARE and C-SAFE 
selection criteria (the targeting aids are also members of 
Neighborhood Health Committees). Collaboration with health 
clinic staff appeared to be less evident than in Livingstone. 
In Livingstone, Health Center Staff fill out a CARE form on 
a monthly basis (the preliminary list) identifying new TB 
patients. The preliminary list is given to St. Francis HBC, 
who apply a wealth ranking using C-SAFE criteria. This 
exercise places potential beneficiaries into three categories: 
white – immediate enrolment into the C-SAFE food program 
(this is called the primary register); blue – not enrolled due to 
factors such as relative wealth or getting food from another 

program; pink –reassessment indicated because the 
outcome is not clear-cut.  Pregnant women who are enrolled 
in DOTS treatment are automatically placed in the white 
category as food recipients. C-SAFE conducts verification 
checks of the three categories at a minimum of: white (5%), 
blue (10%), pink (100%). CARE’s experience has been that 
about 80% of those on the Preliminary List are accepted in 
the C-SAFE program. 

 
The number of beneficiaries targeted per household and food rations 
distributed also vary between each NGO. In particular: 

• CRS counts all members of the household, distributing 8.3 
kg cereal and 2 kg pulses per individual, with no maximum 
per household; 

• WV provides for a maximum of six household members who 
receive 8.3 kg cereal and 2 kg pulses per individual;  

• CARE targets the whole household and distributes 50 kg 
cereal and 12.5 kg pulses, regardless of the actual number 
of household members.  

 
Participants reported different criteria for admission between the C-
SAFE NGOs leading to questions about the consistency and 
understanding of staff themselves. Admission criteria for chronically 
ill households may includes those who are ill for over three weeks as 
a first indicator, with wealth ranking, and Body Mass Index (BMI) of 
less than 21 also assessed. The BMI is not taken consistently 

however. Sometimes it is 
deemed inappropriate to 
take a BMI if a person has 
been bedridden for a long 
time. In  other cases the 
criteria is bedridden for 
four weeks, and a BMI of 
less than or equivalent to 
17.  
 



 

information dissemination at distribution points (FDPs) 
All the NGOs are involved in some form of information dissemination 
at FDPs, including (but not limited to):  
 

• CRS: drama groups and 
people with HIV inform 
communities about  
positive living  

• WV: HIV and AIDS, health 
and nutrition information 
is distributed during food 
distributions;  

• CARE: health tables at 
which HIV pamphlets and 
condoms are distributed  
(condoms are also made 
available from the homes 
of trained members of 
Neighborhood Health 
Committees) and people 
with HIV share Positive 
Living messages 

 
 
 
 

 
 
 

Stigma 
Stigma and its effects continues to be a major concern to program 
staff and needs to be addressed more intensely. It is evident that 
where sensitization efforts have taken place in the workplace and in 
the community stigma and discrimination were reduced and care of 
patients by household members improved (Libuyu Urban Clinic 
program, Livingstone).   
 

Neglect and abandonment is cited as one of the most common 
complaints from the chronically ill. An example was given where in a 
HBC program an individual was neglected by his wife when he 
became sick with symptoms similar to HIV/AIDS (diarrhea, vomiting, 
emaciation, coughing and loss of appetite). The HBC Coordinator 
arranged for the man to be taken to hospital where it was discovered 
that he had TB. He was successfully treated for TB and was found to 
be HIV negative. Another client told that her husband left her 
because she was chronically sick. 
 
Other chronically ill people report of being treated as ‘special’ by 
family and friends. As people are afraid of contracting the disease 
and are often unaware of specifically how it can spread, they may 
require the ill to eat alone, to use different eating utensils, linens, etc. 
 
C-SAFE NGOs employ several methods to try to reduce stigma. 
These include:  
 

• information dissemination at distribution sites; 
• messaging in schools, clinics and community gatherings, as 

well as involving headmen, traditional healers and local 
leaders in sensitizations; 

• training of targeting aids, relief committees, counselors and 
HBC workers; 

• drama performances;  
• persons living positively in the community encouraged to 

address stigma issues ; 
• mobile video shows to introduce stigma-reduction 

discussions (CARE and WV); 
• chronically ill exchange visits where clients can see that they 

are not the only ones who are infected. (CRS). 
 

 
 
 
 
 

Condom demonstrations at  food 
distribution points



 

 
chronically-ill issues 

The case studies in the trip reports brought to light the following 
challenges and concerns faced by chronically ill persons which 
should be considered in chronically ill programming: 
 

• stigma--as discussed above; 
 
• availability of HIV testing. Limited access to voluntary 

counseling and testing and lack of confidence in VCT 
services remains common; 
 

• change in appetite and diet. The chronically ill need a 
nutrient-rich, balanced diet, and may only tolerate certain 
foods or small frequent meals. This may change family 
routines, workloads and spending patterns - growing one’s 
own vegetables is one way to help with this. Chronically ill 
beneficiaries noted that it would be helpful to include cooking 
oil, mealie meal and milk in food baskets; 
 

• increased medical costs. Individuals with TB or AIDS-
related illnesses are required to spend a large amount of 
their income on transportation, treatment fees and 
medications not provided by (or available at) clinics which 
may put pressure on the household’s limited resources; 
 

• reduced capacity for work. A reduction in work capacity is 
likely to further erode the income base for the household; 
 

• inability to collect food aid. Those receiving food aid are 
sometimes too weak to get to distribution sites; 
 

• decision-making around child bearing. Prospective 
parents face the need to weigh the desire for children 
against the risks of HIV transmission to the newborn child. 
Information and access to nutritional support may help 

people make sound decisions; 
 

• feelings of isolation. Many chronically ill find joining 
support or outreach groups to be helpful. Some even 
becoming care-givers and community sensitizers to help 
reduce the sense of isolation; 
 

• concerns for their children and family after their death. 
How and when to disclose status to children and family is a 
major challenge to the chronically ill. One way to reduce this 
stress is to be enrolled in support programs that care for the 
family at least to some degree after death. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

HEPS production and food aid 
commodity issues 
 
The 20-member Loures Widow’s Group in 
Mongu began HEPS production in 2003 
through a local grant which allowed them 
to receive training, make an exchange visit 
to another Diocese to see production, and 
purchase a mixer. They produce small 
quantities mainly for community members 
who are caring for sick adults, 
malnourished children, and pregnant and 
lactating women.  Below is the recipe the 
Mongu group uses:  
 
 
 
High-Energy Protein 

Supplement (HEPS) Recipe Used 
in Mongu 
 
Ingredients 
25 kg mealie meal 
8 kg milk powder 
15 kg soya beans 
4 kg sugar 
 

(soya beans and milk are bought in Lusaka and mealie meal and sugar is 
purchased locally) 
 

Preparation Method 
 
1. Boil the soya beans until soft  
2. Dry the beans in a shed for 2-3 days 
3. Take the dry soya beans to be ground  
4. Mix the soya bean flour with the dry 
ingredients (milk, mealie meal, and sugar) using 
a 25 kg mixer and rolling it 400 times 
5. Weigh 1 kg units and package the HEPS 

 

Sale Price 

1kg of HEPS is sold for K 2,500 
 

While the types of commodities used for food aid to the chronically ill 
was not identified as an issue of research for the team, some 
discussion of appropriateness of commodities arose in the trip report 
and is worth mentioning here.  
 
 
 
Kazungula District, Chikozya FDP (CARE) 
commodity comments 
sorghum beneficiaries complained that sorghum gave them 

stomach cramps; sorghum must be pounded 
before consumption, which is time consuming. 
Most beneficiaries reported trading sorghum for 
maize which is easier to process. 

bulgur wheat demonstrations were required to show beneficiaries 
how to cook bulgur wheat 

pinto beans took too long to cook, some claimed even took two 
days,  consumed excessive energy to prepare and 
many households (hhs) still have not cooked the 
beans 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 
 
complementary programs 

Besides information dissemination (discussed earlier), examples of  
complementary program being undertaken in conjunction with  
C-SAFE food programming at the project sites are:  

 
ARVs 

The Ministry of Health is beginning to distribute ARV drugs in Mongu. 
The program is intensive in terms of manpower, procedures, drugs 
required and patient compliance. Before clients are put on ARVs, 
they are counseled and undergo a range of tests. It is well known 
that they must eat a nourishing diet so the referral mechanism to C-
SAFE is very appropriate for food-insecure patients;  
 

referral systems  
All three agencies use both internal and external referral 
mechanisms, including health centers and community-based 
organizations, like CRAIDS and SCOPE OVC;  

 
condom distribution 

This is being done at distribution sites and more discreetly by the 
targeting aids. In Livingstone Urban, CARE could not distribute 
condoms free of charge because it would have undermined a 
condom marketing program of another agency (Society for Family 
Health) so they have concentrated condom distribution on the 
underserved rural population; 
 

Orphans and Vulnerable Children (OVCs) 
In Mongu, children of chronically ill patients who have died are 
targeted under OVC activities, if the children and household are 
verified to meet C-SAFE criteria;  
 

crop diversification and seed multiplication 
WV distributes vegetable seeds to chronically ill and other groups, 
with the aim of improving the nutritional status of beneficiaries. 

Sweet potato vines and cassava cuts are also distributed for crop 
diversification; 
 
 

nutrition activities  
CRS has a complementary nutrition activity in Mongu, which is 
supported by its SUCCESS program; 
 
WV organizes nutrition clubs. At the nutrition club in Kaumba FDP, 
Monze District, WV trained two members on 1) entrepreneurship, 2) 
roles and responsibilities of members, 3) self-reliance of club 
members, and 4) how to empower the CIs and orphans in the 
community; 
 
The club’s 15 members contributed K2000 each, which was used to 
start an income-generating activity. They bought raw materials 
(chitenge and cotton wool) and began making children’s dresses and 
knitting jerseys. They sell their products at K5,000 and K7,000 
respectively. The profit made from this activity will be used to start a 
poultry project as well. WV provided the club with vegetable seeds 
for gardening. The seeds received included rape (10g), tomato (20g), 
cabbage (5g), onion (10g), beans (250g), carrots (25g), and okra 
(25g). The club plans to sell the vegetables, with a primary objective 
to improve the nutritional status of the community. The first market 
linkage is to be created in the community with the surplus to be 
marketed in town, which will help create sustainability. WV will help 
to identify markets for the club. There is also a nutrition club at 
Namuseba FDP which has planted sunflower seed (with hired labor), 
weaving baskets and poultry rearing. 
 
Another nutrition group established in the village of Mplot outside 
Mazabuka, is carrying out-growth monitoring and developing a 
communal garden. They have received basic training on vegetable 
growing from the WV agriculturalist and will be supplied with a pump. 
The vegetables will be supplied to chronically ill and other vulnerable 
households within the community. The surplus produce will be sold 



 

to further develop the community garden and supply seeds for future 
growing seasons.  
 
This is an intentional effort to shift beneficiaries of C-SAFE’s 
strategic objective 1 (SO1) ‘maintaining and improving the nutritional 
status of targeted household’ to its subsequent objective (SO2} of 
‘improving the overall productive assets of this specific village and 
the surrounding community.’ 
 

discharge criteria 
It was found that two NGOs had discharge criteria for TB clients 
(CARE and CRS) and one (WV) did not. CRS discharges TB clients 
immediately after the TB treatment is completed, while CARE allows 
a 3-month grace period after the client completes the TB treatment. 
The 3-month grace period is intended to ease the household (hh) off 
food aid. The monthly visit to the health center to collect rations 
allows health center staff to monitor the patient for relapse. WV does 
not discharge TB patients yet, as TB patients’ households are still 
considered vulnerable and other coping methods for former TB 
patients have not been identified.  

 
exit strategies 

WV is the only one of the three NGOs that articulated clear post-C-
SAFE exit strategies. WV’s food for chronically ill is implemented as 
part of the organization’s standard community development concept 
called the Area Development Program (ADP), which includes an 
array of long-term activities. In this case then, WV exit strategies 
include: 
 

• Food for work, that will leave people with some assets;  
• Formation of farmers clubs, that enable small-scale farmers 

to get loans and increase their production, 
• Community capacity building in project proposal writing and 

entrepreneurship, 
• Seed multiplication, which will empower farmers to produce 

their own seed, and 
• Income-generating activities such as nutrition gardens. 

 
 
 
CRS and CARE strategies appeared less distinct, but all three were 
in the process of discussing and developing exit strategies which 
would be built into their final year proposals (FY05) of C-SAFE. This 
enhancement would shape their Development Assistance Program 
(DAP) proposal-a proposal intended to provide longer-term 
development support.  
 
While participants did not report a distinct exit strategy for CRS, CRS 
in Mongu benefits from the fact that the HBC program for the 
Diocese was in existence before C-SAFE started. The main 
difference in approach has been that C-SAFE targets households 
whereas the HBC targets individuals. The HBC program hopes to 
receive assistance from a CRS project  (SUCCESS) that will 
continue assisting the chronically ill post C-SAFE. 
 



 

  
SSUUCCCCEESSSSEESS  AANNDD  CCHHAALLLLEENNGGEESS  OOFF  TTHHEE  EEXXCCHHAANNGGEE  
EEXXEERRCCIISSEE    
 
All participants felt the exercise was worthwhile and that it was a 
personal and professional development experience, particularly in 
terms of specific issues surrounding programming for the chronically 
ill (targeting, selection criteria, stigma, referral systems, and 
discharge criteria).  
 
The participants had various expectations before the trip. One 
expected to uncover other best practices to compare with his 
agency’s practices. This same respondent expected that other 
agencies had better programs than his, but after the trip felt a new 
sense of accomplishment and pride about his own agency’s work. 
One participant expected that all C-SAFE agencies were using the 
same selection criteria, targeting practices, referral systems, 
complementary programs and discharge criteria, and however found 
this not to be true. The expectation of uncovering best practices was 
seen to be only partly met, because the participant felt that there was 
not enough time to really understand the different implementation 
approaches. 
  
Participants said they had already begun sharing what they learned 
with their agencies, either through recommendations or actual 
implementation. One agency immediately took steps to strengthen 
their referral systems, which they hope will also improve their 
targeting process. While one participant awaits this final report 
before sharing with other members of his agency, he already has 
plans to improve dissemination of information on HIV and AIDS and 
Positive Living at FDPs, including introduction of health tables and, if 
possible, drama performances during food distributions with the aim 
of reducing stigmatization. 
 
Two participants said that their perception of chronically ill 
beneficiaries changed, one being impressed by the openness of 
those living positively. Participants said that the chronically ill that 

they visited, most being community role models, were happy and 
open in sharing information with the mission; however one client was 
reported to be visibly uncomfortable talking with the team. 
 
While overall the exercise was seen by participants and their 
supervisors as positive, some shortcomings and areas for 
improvement were mentioned:  

• one participant felt that key burning questions surrounding 
the complementary nature of food aid were not answered; 

• several participants felt that more time at each project site 
should have been scheduled; 

• it was noted that field visits should only take place during 
work days, as partners are unavailable for meetings on 
weekends; 

• it was suggested to include C-SAFE members from other 
countries; 

• one participant felt that some saw the exercise too much as 
a fault-finding trip, rather than a mission of discovery; 

• it was felt that the reporting procedures could have been 
simplified and standardized aiming to capture the main 
points. 

 
 
 
 
 
 
  
  
GGOOOODD  PPRRAACCTTIICCEESS  AANNDD  FFUUTTUURREE  OOPPPPOORRTTUUNNIITTIIEESS  
 
Many good practices with regard to food aid programming for the 
chronically ill, including problems and opportunities that arise 
alongside these practices, were identified in the exchange reports. 
These are found in the table on the next two pages. 
 
 



 

 
 

CI good 
practice  

problems/opportunities/comment 

health tables – 
information 
dissemination at 
FDPs, using 
tables on which 
are placed  
condoms and 
books and posters 
with HIV/AIDS 
information 

- community workers (Chikozya FDP, Kazungula 
District – CARE) found that the older generation felt 
uncomfortable collecting condoms from the table as 
they don’t want their children and grandchildren to 
watch them because then they will know that they 
are still sexually active.  For this reason, the 
coordinator told the community that her house is 
open for condom distribution also, allowing people 
to collect condoms in privacy;  

- one targeting aid felt that FDPs are not effective in 
distributing condoms and disseminating information 
on HIV/AIDS as the communities are more  
concerned about getting food at those times; 
perhaps more interactive/entertaining dissemination 
(drama or music ) would help in this case; 

- condoms are exposed to direct sunlight at tables, so 
need to be kept in boxes; 

- married people may consider using condoms to be 
proof of adultery; 

- neighborhood health committee (NHC) who work 
the tables may need support in terms of transport to 
distribution sites, teaching materials, and 
identification (such as t-shirts) 

cooking 
demonstrations 
at FDP 

- inroduces new and varied ways to cook  
C-SAFE supplied foods for optimal nutrition 

involving 
influential 
community 
members on 
issues regarding 
HIV/AIDS and 
stigmatization  

- in a CRS location, the headman and indunas were 
enlisted to help deal with stigma in the community, 
and drama was used to discuss stigma 

 

targeting the 
chronically ill 
through partners 
e.g. DHMT, RHC, 
and HBC  

- in the Mongu site (CRS), the targeting was done 
through local institutions – the hospital identifies 
clients for the HBC program, and the HBC then 
identifies clients for the C-SAFE food program; 

- CARE in Livingstone District has an MOU with the 
DHMT which oversees all RHCs and HBC 
programs in the district;  

- the DHMT needs to be trained on targeting to be 
sure they understand chronically ill programs taking 
place in their district, to enable them to make 
objective decisions and support those decisions 
when challenged;  

- one nurse at Nyawa RHC received targeting 
training but said she is not involved in targeting. It is 
recommended that those who are trained be 
utilized 

 
involving key 
community 
members on 
targeting of 
chronically ill 

- WV in Monze’s nutrition and food monitors 
sensitized the Relief Committees in the district on 
the selection criteria and the Relief Committees 
working with village headmen then identify the 
beneficiaries  which helps engender a sense of 
ownership by the community 

- community education on targeting must be seen as 
a continuous process, because communities 
continually ask why certain people are not included 
in the food distributions 

- a perennial problem for relief and development 
programs is the use of unpaid volunteers. Targeting 
aids and Relief Committee members are away from 
home on work without receiving any incentives. 
They often ask for incentives or payment 

targeting of 
pregnant women 
with TB 

- CARE in Livingstone automatically includes 
pregnant women undergoing TB treatment in their 
food beneficiaries, which helps cover HIV-infected 
pregnant women  

 

GGOOOODD PPRRAACCTTIICCEESS  AANNDD  FFUUTTUURREE OOPPPPOORRTTUUNNIITTIIEESS



 

referral of TB 
patients to sites 
offering 
Voluntary 
Counseling and 
Testing (VCT) for 
HIV 

- Clients of Nyawa RHC (CARE) are referred to 
Zimba Hospital.  Poor availability of VCT and the 
distance the patient might have to travel present 
serious constraints 

community 
assistance to 
referral patients 

- In Mongu, the community leaders assist the home-
based care program by making an ox-cart available 
to transfer patients referred to the nearest rural 
health center 

grace period for 
families of those 
who pass away 

- At Nyawa Rural Health Center (CARE) when a TB 
client passed away the rural health center 
continued to keep the hh on food rations for 3 
months following the. CARE staff felt that after 3 
months the hh should be removed from food aid as 
to not undermine the extended family care system 
unless there is an opportunity to place the family on 
the register in another category; 

- WV gives a family of a deceased beneficiary a one-
month grace period 

Positive Living 
activities 

- In Livingstone, there are annual awards for Positive 
Living persons. This is a good way to celebrate 
survival and resilience, as opposed to dwelling on 
the negative aspects of being ill; 

- In Mongu, some small grants were given to women 
living positively to start income-generating 
activities, such as selling fish and fritters 

HEPS 
production –  
Mongu (CRS) 

- While market linkages to home-based care 
programs that distribute HEPS are needed, it was 
noted that care should be taken due to the small-
scale production levels. To avoid overwhelming the 
project, an agreed amount of the HEPS required for 
HBCs must be bought from local production and 
the remainder from outside sources;  

- The number of people involved in production may 
decrease when the chronically ill are unable to 
work. The workers must be able to draw water and 
collect firewood, and the mixer must be rolled 400 
times manually; 

- Boiling HEPS requires a lot of energy, and firewood 
is difficult to find; 

- Profitability is limited as the price of the ingredients 
is high and is expected to rise this year; 

- The shelf life for the HEPS produced in Mongu is 
only one month; 

- The Mongu HEPS business is not registered thus 
limiting the group in terms of advertising their 
product 

nutrition clubs 
(WV) 

- Nutrition clubs are multi-purpose, as they 
incorporate income-generating activities, 
empowerment for chronically ill and other 
vulnerable groups, leadership roles, while at the 
same time promoting good nutrition for the 
chronically ill and other vulnerable households 

crop 
diversification, 
seed 
multiplication, 
and vegetable 
gardens 

- These support the higher nutritional requirements of 
the chronically ill, and can assist in providing year-
round food security 



 

TTHHEE  WWAAYY  FFOORRWWAARRDD  FFOORR  SSTTRROONNGGEERR  PPRROOGGRRAAMMMMIINNGG  
 
programmatic suggestions and observations 

• Chronically ill programming is stronger where agencies have 
provided adequate technical training and backstopping for 
staff in the field who are directly involved with the 
chronically ill; 

 
• The issue of targeting needs a lot of attention as the program 

approaches Year Three. Existing standardized selection 
criteria and targeting guidelines should be 
reiterated/reaffirmed so that all implementing partners follow 
similar guidelines. Written explanation of the C-SAFE wealth 
ranking system should be included to help ensure this is 
understood by all who use it in targeting; 

 
• It is crucial that implementing NGOs explain targeting criteria 

and verification processes to all persons involved in 
implementation, particularly health center and food distribution 
staff, and also when possible to the whole community. It is 
important that community sensitization on targeting is done on a 
continual basis; 

 
• Technical guidance on discharge criteria would be helpful 

and if possible discharge criteria should be standardized 
across C-SAFE at country level; 

 
• Projects are strengthened by the involvement of District Health 

Medical Teams, and a memorandum of understanding between 
C-SAFE and the DHMT ensures  that roles and responsibilities 
are clear; 

 
• A study on the impact of food aid on TB patients undergoing 

Directly Observed Treatment (DOTS) would be useful; 

Comparing those who do and do not receive food inputs∗, 
measure relapse of patients and successful completion of DOTS.  

 
• Training packages for staff and communities on 

stigmatization and discrimination could be specifically 
designed for C-SAFE use. This is an area where working in a 
consortium can be of great benefit, as packages could be 
designed jointly, for all three C-SAFE countries, with tailoring to 
local circumstances and languages. Anecdotes from the 
exchange lead one to believe that there is less stigma and 
discrimination in locations where chronically-ill groups are 
economically active, such as the HEPS production in Mongu. 

 
• Encourage and expand dissemination of information and 

condoms at FDPs during food distributions, and be creative in 
this messaging – eg. health tables and drama presentations. 

 
• Support and expand income-generating activities particularly 

targeting widows and orphans, as the number of chronically ill 
people is rising. In particular, support and expand HEPS 
production projects.  

 
• Food for Work is an important complementary program, which 

can be designed to more explicitly target the chronically ill both 
as beneficiaries and participants. 

 
• Link beneficiaries to other services and programs so that 

they have other support mechanisms in place when C-SAFE 
support ends.  

 
• As the C-SAFE pipeline/consortium has a finite time span, all 

NGO members should have clear and workable exit strategies 
in place. 
 

                                                 
∗ this study is actually nearing completion through CARE Zambia. 



 

exchange activity recommendations 
 

• Participants should split up once at primary field locations so 
that they visit different activities and beneficiaries. This was in 
the original planning but did not occur in practice.  This would 
give a wider breadth of understanding of activities on the ground 
and would make participants’ reports more varied and thereby 
more useful; 

 
• The exchange activity could be geared less toward initial 

discovery and more toward investigation and analysis. For 
example, each NGO involved could circulate in advance written 
documentation covering the facts of their programs and main 
issues to be examined – such as an explanation of their targeting 
procedures and discharge procedures. These could be read by 
participants prior to the trip, so that they could arrive in the field 
with a list of critical questions to examine in more depth the pros 
and cons of the methodology put forward; 

 
• The wishes and feelings of the beneficiaries themselves need 

to come out more strongly in such an exercise. To this end, a 
mechanism needs to be in place, for example the participants in 
the exchange agreeing upon a set of key questions to ask during 
beneficiary visits. Field staff should understand that when 
identifying beneficiaries to interview, each person is 100% 
comfortable speaking openly about sensitive issues with the 
participants; 

 
• One can consider video documentation of such exchange trips, 

as video may be a more powerful medium than print for sharing 
experiences with other parties. Also tape-recorded interviews 
with beneficiaries could be worth considering to get actual 
quotes from beneficiaries for human interest side, rather than 
participant interpretation of what was discussed; 

 
• More analysis of how the exchange experience itself was 

viewed by the participants could be integrated into reporting 

during the trip, and the bulk of the reporting should be 
completed during the actual field visit to avoid using too much 
staff time away from their regular duties; 

 
• Be sure to feed back the findings of the exchange activity 

(this document) with all persons involved in the exercise, 
including staff of the NGOs in Zambia as well as others  
throughout the region, e.g. DHMT, RHC, HBC, NHC, relief 
committees, village heads, and targeting aids.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


