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Abstract 

Background

The COVID-19 epidemic in Malawi involved almost 90,000 recorded 
cases and 2,638 deaths. In response to early concerns about 
vulnerable older people in rural areas, we developed ‘Kuteteza’: a 
COVID-19 mitigation response project. Clinicians, public health 
professionals, and researchers collaborated with government and 
district-level staff in two Southern Malawi districts. Interventions 
included supported ‘shielding’ of older people – minimising social 
mixing whilst having their daily needs supported. Additional 
mitigation strategies included provision of masks, handwashing 
stations, and soap. Government partnerships allowed additional 
support for vulnerable groups. We present the findings of a realist 
project evaluation, assessing the feasibility of this approach.

Methods

We collated anonymised descriptive data on Kuteteza procedures and 
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conducted qualitative structured observations in villages involved in 
the initiative. We carried out three focus groups involving community 
members, frontline health staff, and volunteers in each setting. These 
provided deeper insights into experiences of the pandemic and 
impacts of the intervention, including suggested opportunities during 
future outbreaks.

Results

The project involved 25 villages across two districts, with 1,087 people 
over the age of 60 voluntarily participating in ‘shielding’. Supplies of 
food, water, and cooking fuel were mostly arranged within the family. 
In Kuteteza villages, the handwashing stations and soap were widely 
used, and there was awareness and some observance of COVID-19 
prevention measures. The project, including the provision of supplies, 
was greatly appreciated by communities, but wider contextual 
constraints – namely widespread economic insecurity – presented 
persisting challenges. Suggestions for improvement largely 
concerned project enhancements and extensions.

Conclusions

Through effective stakeholder engagement and contribution to 
national response strategy, the Kuteteza project helped raise COVID-
19 awareness and supported populations at a critical time in the 
pandemic. Kuteteza approaches were welcomed locally and may be 
incorporated in future epidemic responses. Supported ‘shielding’ 
should be paired with government-led measures to mitigate economic 
hardship.

Plain Language Summary  
During the COVID pandemic in Malawi, cases were seen first and most 
often in the cities. Serious concerns were raised about how the 
pandemic might affect more rural populations, with poorer access to 
healthcare, greater income insecurity, and higher numbers of older 
adults (aged over 60 years). In an effort to prevent the worst of the 
expected impacts for older adults living in the villages, we formed a 
partnership of health workers, researchers, and policymakers, setting 
up the 'Kuteteza' response project (meaning ‘to protect’ in the 
Chichewa language).  
 
The project worked with community members in 25 villages, 
supporting communities to enable 'shielding' of older adults: 
minimising their social mixing whilst also providing items such as 
handwashing stations, masks, food parcels and regular supplies of 
soap. Volunteers and health workers engaged with residents, 
spreading evidence-based information about COVID and feeding back 
community insights. This paper describes the results of a project 
evaluation – reporting numbers of villages and people involved, 
observations from participating villages, and insights from community 
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members in focus groups.  
 
One of the mains strengths of the project was in how the team 
worked together and with communities themselves, making sure 
actions were in line with national and regional policy and guidance 
and that it could quickly adapt to evolving needs as the pandemic 
progressed. We recommend these approaches for future responsive 
health projects, and present the outcomes of our evaluation for 
learning and discussion.
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Introduction
Malawi saw its first cases of severe acute respiratory syn-
drome coronavirus 2 (SARS-CoV-2) in April 20201: these 
constituted a small wave in July–August 2020, which was 
then followed by larger waves in January–February 2021, 
July–August 2021, and December 2021–January 20222. Case 
numbers were relatively high with over a thousand cases per 
day at the height of the second and fourth waves, and over 
85 000 confirmed cases nationally by February 20222. Epi-
demiological patterns of the disease were like those seen in 
the rest of the world, with case severity and mortality rates in 
increasing with age, and higher in males than females3,4.

The main disease epicentres in Malawi were the urban cit-
ies of Blantyre and Lilongwe, which experienced the highest 
numbers of confirmed cases, hospitalisations, and deaths from 
COVID-19, particularly in the first three waves. Of the 61 846 
confirmed cases by November 2021, approximately 50% were 
in the cities of Blantyre or Lilongwe, with 46% of the 2302 con-
firmed deaths in Malawi from COVID-19 also occurring in 
these two cities5.

Following initial importations to Malawi and the spread through 
largely urban events, which drove the first wave, there was rela-
tively more transmission to rural areas across the country in 
the third and fourth waves3,6. Concerns here lay in the often-
severe barriers to healthcare access in these regions as well 
as in the much greater presence of older adults in these areas, 
with over 90% of Malawi’s elderly population residing in rural 
communities7–10.

In Malawi, the government implemented a coordinated mul-
tisectoral approach to COVID-19 response through establish-
ment of operational clusters that comprised of multidisciplinary 
experts and development partners11. The protection cluster was 
specifically mandated to prevent and address the impacts of the 
COVID-19 outbreak through coordination and support to advo-
cate for inclusion of specific rights, needs and vulnerabili-
ties of susceptible groups including older adults12. This cluster 
was led and coordinated at the central level by the Ministry of 
Gender and UNICEF, and its activities were implemented in col-
laboration with various social protection partners at national, 
district and community levels. The cluster activities included 
providing policy guidance, risk communication and commu-
nity engagement, and social protection support (e.g., cash trans-
fers, food items, and protective equipment)13. Whilst the overall 
objectives of the cluster included addressing the needs of older 
adults as one of the vulnerable groups, no specific activities tar-
geting older adults were indicated or budgeted for in the first 
national COVID-19 response plan.

Public health approaches to preventing the spread of  
COVID-19 must be multifaceted and context-aligned for maxi-
mum effectiveness. One proposed element of such a public 
health approach is ‘shielding’: limiting the contact between 
those at high risk of developing severe disease (such as older 
adults) and the general population to reduce the number of severe 
cases in the population, thereby also protecting health systems 
from undue pressure14–16. This could be arranged in various 
ways, such as at individual household or neighbourhood 
level, with the key elements of the approach including provi-
sion of adequate facilities and maintenance of minimum living 
standards for shielded individuals and the separate isolation 
of any potentially affected individuals away from others as 
soon as possible17,18.

There has been some evidence on the ‘shielding’ of certain 
vulnerable groups, particularly early in national COVID-19  
epidemics18–20, but no global consensus on its role in the pan-
demic response. Controversies surrounding the use of ‘shielding’  
in high-income countries have occurred due to concerns 
around the exclusion of the most vulnerable, and serious 
consequences of increased spread in settings where large  
numbers of high-risk individuals are brought together21. It is 
therefore evident that any adoption of ‘shielding’ approaches 
must be carefully considered, locally contextualised, and 
must only be implemented in a fully participatory way with 
empowered community engagement throughout22.

Expert guidance on the subject from the Social Science in 
Humanitarian Action Platform (SSHAP) partnership18 emphasises  
the need for situational adaptation to allow co-development 
of any such interventions, together with community mem-
bers; the importance of informed choice, with the option 
to ‘shield’ being open to individuals and their families and 
households; and the need for cross-sectoral management 
throughout. They recommend that ‘shielding’ should be part 
of a wider response that ensures basic water, sanitation and 
hygiene (WASH) facilities, COVID-19 awareness and services, 
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safeguarding, and data collection to allow the assessment 
of any benefits and potential risks18.

‘Kuteteza’ (meaning ‘to protect’ in vernacular Chichewa) was 
a project using community engagement and participation in 
villages across two districts of Southern Malawi, to combine 
‘shielding’ approaches with wider COVID-awareness, and pro-
vision of WASH and basic facilities for those in most need. 
In building a coordinated response involving researchers, 
environmental, Public health, and government teams, and com-
munity members on the ground, we developed an engaged, 
multi-component approach to protecting those potentially 
most at risk in the population from the direct and indirect 
harms of COVID-19 in Malawi.

In this study, we evaluated the feasibility of the use of a 
mitigation response strategy that included supported ‘shielding’ - 
minimising social mixing whilst having daily needs sup-
ported by social networks - for older adults in rural Malawian 
communities in the context of the COVID-19 pandemic 
response. We present the findings of a realist evaluation of 
these approaches incorporating quantitative and qualitative 
components.

Methods
Setting and study population
The project engaged with stakeholders at three tiers: national, 
district, and community levels. Nationally, we collaborated with 
the Department of Disability and Elderly Affairs and engaged 
with the Ministry of Health, through various national commit-
tees involved in the COVID-19 response. At the district level 
we worked particularly in Blantyre and Mangochi districts, 
both in the Southern region of Malawi, engaging with exist-
ing District Health Organisations, contributing to regular fora 
and responding to expressed needs at this level. In view of the 
responsive nature of the project to the emerging pandemic, 
districts selected for inclusion were on the basis of exist-
ing research and organisational networks, to allow effective 
engagement with health systems and rapid project rollout.

Blantyre, the economic capital of Malawi, has a population of 
about 800,264 and a relatively high population density com-
pared with other cities in the county. Mangochi district, also 
in southern Malawi, has a mostly rural economy driven by 
agriculture and tourism, with an adult population of around 
516, 97610. At the community level, we worked in twenty 
villages across Blantyre, located in rural areas outside the city 
limits. Mangochi district, has a mostly rural economy driven by 
agriculture and tourism, with a population of around 610,239. 
Here, the intervention focused on five villages surrounding 
the district’s town centre. In both districts, community mem-
bers worked with project volunteers to identify residents over 
the age of 60 who – with their consent – were then included 
for (voluntary) participation in the study.

COVID response project
The project involved three phases, described below.

Phase 1 - A cross-sectional mapping exercise of COVID-19 
stakeholders at national and district levels. This helped us to 

understand the need for a COVID-19 response in rural areas, 
with particular attention to protecting those with a high risk of 
severe outcomes. Identification of key individual and institu-
tional stakeholders also helped us to ensure the programme 
of activities was contextually relevant and coordinated 
within wider public health and COVID response work taking 
place in Malawi at the time.

Phase 2 - Co-development and implementation of the Kuteteza 
package, together with community representatives and health 
workers. The intervention involved mitigating population-
level morbidity and mortality from COVID-19 disease in 
rural areas of Malawi through a programme of supported 
‘shielding’ with the assistance of community health workers, 
known in Malawi as Health Surveillance Assistants (HSAs), 
and village volunteers.

The Kuteteza programme included the following activities:

• Preparatory work, training local volunteers in community 
engagement approaches and COVID-19 information 
and building communication links in each district 
between researchers, HSAs and volunteers.

• Awareness-raising involving spreading of basic, evidence-
based COVID-19 information through posters and 
leaflets in public spaces.

• Voluntary self-identification of older people in each 
village – defined as those aged over 60 years – wishing 
to participate in the programme.

• Supported rearrangement of living spaces for these 
individuals and provision of basic necessities (food, 
water, etc.), to allow ‘shielding’ within a household 
area, minimising contact with the rest of the community. 
The two above steps were implemented across the 
whole study area following a local pilot in one 
village, with small adaptations as necessary prior to 
rollout.

• Provision of handwashing stations (Veronica buckets) 
to all 'shielding' households and regular provision of  
soap for use at these stations.

• Provision of face masks to public, for use in public 
transportation, health clinics, etc.

• Liaison with government departments and national 
committees to target available emergency resources 
(food packages) to most vulnerable residents in 
participating villages.

Phase 3 – Evaluation of the interventions using both qualitative  
and quantitative approaches. Results of this evaluation are  
described in the current paper.

Evaluation study design
We utilised a case study approach to qualitative inquiry to help 
us understand experiences of the ‘shielding’ initiative, identify  
any challenges, strengths and potential areas for improvement. 
A prospective ecological evaluation of the implementation 
was used to collect information on the process and outcomes,  

Page 5 of 27

Wellcome Open Research 2024, 9:24 Last updated: 25 NOV 2024



including understandings around COVID-19 and community 
and individual-level actions aimed at COVID-19 risk reduction. 
Details of evaluation methods are provided below.

Data collection
Quantitative data
Team members compiled an anonymised listing of village 
residents aged over 60 years who participated in ‘shielding’. 
For each participant, we collected information on proposed 
‘shielding’ arrangements and on arrangements for the provi-
sion of basic necessities (food, water, medicines, etc.) and 
alternative care for dependents, such as infants, where necessary.

Aggregated data on the total numbers of suspected and con-
firmed cases of COVID-19 among individuals entering the 
project were collected through HSAs. We also collated data on 
the number of community engagement activities conducted and 
quantities of items distributed to measure uptake of the strat-
egy and other approved interventions (e.g., use of masks) in 
the community.

Qualitative data
Assessment methods included structured observations in each 
district and village, and district level focus group discussions 
(FGDs), involving residents, community volunteers and health 
surveillance assistants. Participant recruitment began on 20th 
September 2021 and data collection started later in the same 
week, on 24th September.

Table 1 summarises the qualitative tools and areas of 
evaluation.

The focus group discussion (FGD) guide, additional data 
collection tools, participant information sheets and consent 
forms can be found as Extended data23.

Ethical considerations
The original project was a piece of responsive public health 
work. ‘Shielding’ was implemented as part of the public 
health response to COVID-19, in close collaboration with the 
Ministry of Health and local health authorities. Participation 
in ‘shielding’ elements was voluntary, and no information was 
required from those who opted into ‘shielding’, other than 
access to anonymised population level data. In terms of the 
qualitative evaluation, focus group participants were required 
to provide written informed consent, which was collected by 
trained field workers, and all data and documents were kept 
under the custody of the principal investigator in a locked 
cabinet, located in a restricted-access area. A named safe-
guarding lead was in place throughout the project, with vari-
ous avenues of contact for participants to report any concerns, 
and structures for appropriate referral of any such reports. The 
project was sponsored and approved by the local ethics com-
mittee (College of Medicine Research Ethics Committee; 
COMREC) in Blantyre, Malawi (P.01/21/3246) on 7th July 
2021.

Data analysis
Quantitative data
Data collected through dedicated, pre-tested, paper-based 
case report forms designed by the research team were entered 
onto an electronic database by dedicated data clerks. Descrip-
tive analysis was conducted using R24. Categorical variables are 
expressed as totals and percentages, while continuous variables 
are expressed as means, and defined by 95% confidence interval 
and standard deviation.

Qualitative data
Focus groups were conducted in Chichewa and facili-
tated by Malawian research team members. All focus groups 
were audio recorded (with consent from participants) and 

Table 1. Summary of qualitative data collection tools and their aimed areas of evaluation. FGD, focus group discussion; HSA, 
Health Surveillance Assistant.

Activity Participants and details Topic areas

Structured observations Assessments carried out on walks around 
village, incorporating key sites in the village 
and events – e.g. schools, places of worship

COVID-19	risk	reduction	actions	underway	in	village	
environment: 
-	Presence	of	Ministry	of	Health	approved	information	
and awareness materials 
-	Availability	of	handwashing	stations	around	the	village 
-	Mask	wearing	amongst	residents	and	others. 
Following	of	additional	COVID-19	prevention	guidance

Village level focus groups 
(Two in each district – four 
in	total)

Village residents – including older and 
younger	members	of	the	community	(12	
participants	per	FGD)

Communities’	perceptions	around	COVID-19	risks	and	
responses	taken,	considering	influence	of	the	Kuteteza	
project in shaping these 
Assessment of intervention approaches and 
implementation including strengths, challenges, and 
opportunities for improvement

District level focus groups 
(One in each of the two 
districts)	

District HSA teams, health volunteers, and 
village	chiefs	(9–12	participants	per	FGD)

Assessment of intervention, approaches, and 
implementation, including strengths, challenges, and 
opportunities for improvement
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Table 4. Summary of care arrangements for 
dependents of shielded individuals across Blantyre 
and Mangochi.

DEPENDENTS (n (%))

Blantyre Mangochi

Remain with shielded person 355	(98.6) 238	(94.8)

Made other arrangements 5	(1.4) 12	(4.7)
*	360/478	in	Blantyre	and	251/267	in	Mangochi	had	dependents

Table 2. Summary of participants in Blantyre and Mangochi.

BLANTYRE MANGOCHI

Total villages 20 5

Total individuals 
shielded 

746 341

Total individuals 
with data 
available 

478 267

Mean age 75	(95%	CI:	
73.2–77.4,	sd	8.8)

72.3	(95%	CI	
71.2–73.4;	sd	9.0)

Gender Female	64.6%	 
Male	34.4%	 

Unknown	1.0%

Female	55.9% 
Male	43.0% 

Unknown	1.1%

Table 3. Summary of provision arrangements across Blantyre and Mangochi.

WATER (n (%)) FOOD (n(%)) MEDICINES*  (n(%)) FIRE/FUEL  (n(%))

Blantyre Mangochi Blantyre Mangochi Blantyre Mangochi Blantyre Mangochi

Adult family member 157	(32.8) 184	(68.9) 158	(33.1) 190	(71.2) 39	(39.4) 65	(94.2) 153	(32.0) 185	(69.3)

Adult non-family member 0 1	(0.3) 0 1	(0.03) 3	(3.0) 0 0 1	(0.3)

Child family member 261	(54.6) 16	(6.0) 250	(52.3) 19	(7.1) 41	(41.4) 3	(4.3) 256	(53.6) 16	(6.0)

Child non-family member 0 1	(0.3) 1	(0.2) 1	(0.3 0 0 0 0

Unknown 60	(12.6) 65	(24.3) 69	(14.2) 56	(21.0) 16	(16.1) 1	(1.4) 69	(14.4) 65	(24.3)
*	99/478	in	Blantyre	and	69/267	in	Mangochi	known	to	need	medicines

subsequently transcribed and translated into English by 
research assistants prior to uploading onto NVIVO for analysis  
by three members of the research team25. While researchers  
had institutional access to NVIVO, an free, open-source  
alternative -Taguette – is also iavailable. Observation notes were also 
translated and entered onto NVIVO for analysis. Reflexive 
thematic analysis was used for analysing all the qualitative 
data as it is a well-described method and relatively easy for 
multiple researchers to work on together (with discussions of 
themes and codes as they developed)26. Its theoretical flex-
ibility also made it suitable for the current evaluation, with 
multiple sub-questions under investigation and different data 
sets from the two data collection methods used. Researchers cre-
ated initial codes, then brought these to a group discussion for 
development and refinement and co-development of key 
themes with reference to the original data.

All qualitative and quantitative data were anonymised to  
preserve participants’ confidentiality and held on secure  
systems with access limited to only the necessary subset of 
researchers.

Reflexivity statement
The reflexivity statement can be found as Extended data23.

Results
Quantitative findings
A total of 1,640 individuals across 20 villages in Blantyre 
and 5 villages in Mangochi identified themselves as being 
over the age of 60 (Table 2). This included 1,138 individuals in  
Blantyre (69.4%) and 502 in Mangochi (30.6%). Of these, 

1,087 – 746 in Blantyre (68.6%) and 341 in Mangochi  
(31.2%) – agreed to participate in ‘shielding’ (Table 3).

Individual-level data were available for 478 individuals  
(64.1%) from Blantyre and 267 (78.3%) from Mangochi. 
The majority of the participants were female in both districts 
(61.3% overall), although gender participation was slightly 
more balanced in Mangochi than in Blantyre (Table 2). Of 
these, the mean participant age was 75 years in Blantyre and 
72.3 in Mangochi. A total of 99 participants (20.7%) from 
Blantyre and 69 (25.8%) from Mangochi needed medication  
to treat chronic conditions (Table 3), and 471 (98.5%) 
and 239 (89.5%) participants in Blantyre and Mangochi 
respectively, had dependents under their care (Table 4).
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The uptake of ‘shielding’ varied by village, ranging between 
32.8% and 100% across villages in Blantyre and between 
45.7% and 98.8% in Mangochi villages (Figure 1). Across both 
settings, supplies of food, water, and fuels such as charcoal 
or firewood for the cooking fire were mostly arranged within 
the family. Still, there were important differences between 
the districts in this area. While in Mangochi, water, food, and 
fuels were supplied by adult family members in approximately 
70% of cases, and medicines in 94.2% of those who required 
them, in Blantyre most supplies were arranged by children 
in the family. In more than 50% of participant households in 
Blantyre, children had responsibility for supplying basic 
necessities to the ‘shielding’ individuals, including medicines.

Throughout the duration of the pilot, 120 individuals in the 
‘shielding’ scheme presented with symptoms compatible with 
COVID-19 and were tested for the disease: 102 in Blantyre 
and 18 in Mangochi. Among these, 2 cases were confirmed 
in one village in Blantyre. Both cases resulted in death. There 
were a total of 28 deaths among those ‘shielding’ in Blantyre, 
including those caused by COVID-19, and 30 in Mango-
chi. As these data were collected in an aggregated form 
to protect the privacy of villagers, it was not possible for 
researchers to disaggregate these findings further.

Qualitative findings
Observations 
Observations revealed that stations were available and in use 
at most households, although the regularly distributed soap 
bars were less ubiquitous. Questioning revealed that these 
tended to run out quickly as they were used in households 
for purposes other than handwashing (e.g. laundry). Masks 
tended to be worn when traveling outside the village, to the 
health centre for instance, but were seen much less during 
day-to-day life within the village. An exception to this was in 
gatherings, where some adults wore masks. Gatherings were 
mainly outdoors, and a degree of ‘social distancing’ was also 
seen in some places such as schools. Handshakes (usually 
important in Malawian tradition) were replaced for many but 
not all, by fist/elbow bumps as a concession to COVID 
guidance. Researchers conducting observations did not find 
‘COVID awareness’ materials (posters and leaflets pro-
vided by the project) on display in public areas in either of 
the districts, although volunteers were seen wearing branded 
T-shirts in both districts.

Focus groups
General perceptions of the project
When asked about the project in general there were posi-
tive responses from focus group members including residents,  
community leaders, and health volunteers in the villages where 
the project took place. Focus group participants expressed  
gratitude for the awareness spread by the project of  
COVID and prevention measures, but particularly for the  
resources – handwashing buckets, soap, and masks required  
forcommunities to protect themselves against COVID.

“The people understood the project … when they came and gave 
the elders those pails and soap it is when it showed that this 
project is helpful. So, it also encouraged other people includ-
ing the elders… plus looking at the other things brought up 
like maize flour and relish, it gave encouragement that these 
people are taking care of the elders.”

Health volunteer, district level focus group, Mangochi

“P 10: We just want to thank you, thanks a lot. In the village we 
face a lot of challenges so don’t stop, continue, thank you.

P 3: We thank you because some people just speak but you 
have given us like masks, soap, buckets.

P 8: We thank this organization that you have listened to our 
problems and you will pass (on) the message

P 6: We thank you because nowadays even at the funeral when 
they see a bucket, they wash their hands unlike in the past.”

Local residents, village level focus group, Blantyre

Perceived benefits of the project
As indicated above, the elements of the project most posi-
tively commented upon were the addition of resources, over 
and above the awareness-raising and information components 
of the project. Focus group participants clearly explained how 
provision of these resources – soap, handwashing buckets, 
masks, and provision of food parcels for a subset of the most 
vulnerable through a government initiative – made it pos-
sible to enact the widely recommended COVID prevention 
measures.

“Even for us who are taking care of the elderly people, it is 
a great thing that you are giving us soap, it is hard to have 
soap in the village … it could have been difficult for us to also 
buy soap, the price of soap nowadays has gone up”

Resident carer for an older adult family member, village level 
focus group, Blantyre

“that time they started giving the food baskets it was helpful 
that the person will know when I eat this, I will do this”

Health volunteer, district level focus group, Blantyre

Suggested changes to the project
Alongside an appreciation for the various resources provided, 
there were frequent calls for more of these resources. Residents 
raised the issues of buckets breaking requiring replace-
ment, and soap which was insufficient for all the purposes for 
which it was used.

This linked with a wider issue, again cited by many  
community members, volunteers, and staff, of a general  
scarcity of resources, which added complexity to the work of the 
project. A particular aspect of this, cited by many, was that of food 
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Figure 1. Percentage	of	eligible	individuals	that	participated	in	‘shielding’	during	the	COVID-19	pandemic	across	villages	in	Blantyre	(a)	and	
Mangochi	(b).
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security for older adults who were being encouraged to ‘shield”  
in their homes.

“when you take soap and you give them, you find that the 
whole day she hasn’t eaten anything the whole day, and you 
say ‘here is the soap’”

Health volunteer, district level focus group, Blantyre

Many focus group participants proposed donations of food 
and other resources to support the ‘shielding’ older adults:

“the elders were saying … apart from the fact that you are giv-
ing us soap, pails, but food is also needed in this moment 
since we are not travelling”

Health volunteer, district level focus group, Mangochi

“Considering that some elders do not have guardians and they 
have maybe a small (vegetable garden) or a field, right. So maybe 
there could be a plan to give them fertiliser and seeds, since 
maybe it is hard to give them maize flour... so that they might 
eat in the future.”

Health volunteer, district level focus group, Mangochi

It was apparent from residents’ narratives how food insecurity 
prohibited some elderly individuals from ‘shielding’. In a con-
text where insecurity was common, not all elderly residents had a 
named carer to consistently support their daily needs as intended 
in the project plans. In some cases, older people themselves 
had responsibility for their grandchildren, thus staying at home 
for protection against COVID presented additional problems. 
An older adult community member explained:

“…we are staying from morning without any food. With the money 
problem, you would search in the house and say, in the past I 
would keep money in here, maybe K20, and a school child is ask-
ing you ‘granny, give me K50 so I should buy freezes at school’, 
and you tell them, ‘where do I get it? I don’t have (money), 
I am just living without doing anything.’ … there are elders just 
staying, some do not have children, some lost their children, 
they don’t have anyone to assist them.”

Older adult community member, village level focus group, 
Mangochi

While the government partnership that enabled food pack-
ages to be delivered to some of the most vulnerable individuals 
was acknowledged, in reality many of the older adults 
involved in the project experienced economic scarcity and 
did not receive this support.

It was striking that this insecurity was not limited to older 
adults. Carers also brought up the need for food to support them-
selves in their work. One resident carer in Blantyre explained: 
“You have not eaten, then you will say am tired of caring for 
the patient because the body is weak.”

Volunteer recommendations
In focus groups, community volunteers, who were not paid 
for their time but received mobile phone credit to assist in their 
work, frequently requested more ‘benefits’ of various types, 
for their work on the project. Requested benefits included 
soap and buckets, as older adults received. One volunteer, in a 
village level focus group in Mangochi, stated: “I think the vol-
unteers should also have buckets … they are supposed to lead 
by example”. Another, in Blantyre suggested, “like us volun-
teers, we distribute soap and we receive airtime … but we need 
also soap so that we can wash”. Other suggestions for ben-
efits included mobile telephones to further aid communica-
tion and bicycles to fetch medicines or transport older adults 
to health centres, should this be necessary. Finally, there were 
suggestions of incentives such as refreshments during train-
ing sessions, and more high-profile venues for the sessions. 
As one focus group participant explained: “in Chichewa they 
say if you want the cow to give you more milk, you have to give 
enough food so that it can give good milk”.

The second category of recommendations from those involved 
in the running of the project was an extension to the scope of 
the project, in terms of participants, staff, and villages involved. 
Inclusion criteria were questioned by a few, who clearly val-
ued the benefits afforded by the project so highly that issues 
of equity around which populations were involved were seen 
as very important. A member of a district level focus group 
explained: “There are 5 pilot villages. There are so many villages 
complaining that they also have grandparents who are just 
staying and struggling, they are also old they also need that 
same assistance.” Greater clarity around the selection proc-
ess was a further recommendation from a few participants. 
This also applied to the selection of the subset of participants 
deemed particularly vulnerable, and to whom government 
food parcels was distributed.

“the distribution of that food: the list was shortlisted and 
some were left out but they were supposed to give to every-
one or five kgs to each and everyone could be happy. The list 
was shortlisted and still other people are still complaining, so 
this could sorted: it’s better that they should be given 5kgs but 
everyone should be given, that’s all.”

Health volunteer, district level focus group, Blantyre

Further suggestions regarded the inclusion of those with cer-
tain chronic illnesses, and of additional volunteers, to cover 
wide geographical areas more easily.

Discussion
In this study, we aimed to evaluate the feasibility of a  
COVID-19 prevention and awareness initiative, engaging  
communities throughout, to optimise protection for those most 
vulnerable to the disease. The initiative included community 
engagement activities aimed at community health workers and 
village residents, the distribution of basic WASH items, namely, 
bucket-hand washing stations and regular soap supply, and the 
promotion of a voluntary ‘shielding’ strategy among those aged 
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60 and over to minimise exposure to the virus amongst those at 
greatest risk.

The initiative was widely taken up in both of the districts in  
which it was implemented, with more than half of residents  
in the majority of the villages opting into ‘shielding. This ‘shielding’  
required arrangements to ensure basic needs were covered   
through a designated carer arranged by families and  
communities themselves: responsibilities which in a proportion of 
cases were taken on by children of the household.

Qualitative evaluation found the project to be well-received 
amongst community members, with a range of positive feed-
back. The project successfully foregrounded community par-
ticipation and local partnerships in its approach. A key challenge 
was that of structural limitations inherent to the setting – largely 
related to financial scarcity – which at times made it difficult 
for participants and volunteers to fully engage with plans.

Economic challenges in these settings were foremost in the 
minds of participants. While individuals were grateful for the 
intervention and keen to be involved, food and fuel insecurity  
and related issues restricted their capacity to effectively shield. 
This scarcity was also reflected in the response to resources  
supplied: even soap provided for handwashing tended to run 
out quickly as it was used for a variety of household pur-
poses, and participants commonly requested that the project  
extend to supply food or financial support.

Volunteers’ perspectives reflected these issues. Economic 
incentives (and the provision of material items) were often 
cited as recommendations for improving the work of volun-
teers engaged with the project, highlighting that volunteers 
were operating within the same settings and subject to the same 
environmental stressors as other community members.

The challenges brought by COVID in Malawi, on a back-
ground of extreme scarcity and already-stretched health systems, 
related in part to managing the COVID disease burden whilst 
also mitigating its indirect economic and social effects11. 
There is ample evidence of the COVID-related impacts on 
livelihoods and commodity prices, and subsequent food 
insecurity27,28. Results of a national survey found that 82% of 
participants feared going hungry following COVID-related loss 
of income and price impacts29. Malawi also experienced wors-
ening of various health and social outcomes due to COVID 
including mental health conditions, suicide, teenage pregnancy, 
and gender-based violence30. Participants of a qualitative 
study in Somalia felt the indirect economic and social out-
comes to be the main impact of the pandemic31: a perspective 
echoed in participants’ responses in Malawi.

To mitigate the worst of the indirect effects of COVID, the 
Malawi government put in place an expanded programme of 
cash transfers and related financial safety nets, and a stringent 
national ‘lockdown’ was resisted11,30. Whilst the financial meas-
ures did have a protective effect, a recent evaluation asserted 
that a scaling up of such measures was required to further 
protect at-risk populations in Malawi28.

Coetzee & Kagee use the theoretical domains framework to 
describe how ‘environmental context’ constrains individu-
als’ abilities to adhere to COVID prevention measures such as 
social isolation in low- and middle-income countries32. This 
also explains how immediate concerns such as finding food and 
income are prioritised above seemingly less important threats 
such as that of COVID. The medical anthropology literature 
even before COVID sheds further light on tensions between 
underlying structural limitations and individual medical con-
cerns. In a landmark paper, Kalofonos powerfully exposes 
the challenges arising during the external provision of medi-
cal solutions (antiretroviral medications for HIV) in an envi-
ronment characterised by food insecurity in Mozambique, 
highlighting the social risks of overlooking deeper inequi-
ties in health and wellbeing whilst exclusively tending to spe-
cific medical concerns. In terms of COVID specifically, Stoler 
and colleagues have revealed how water insecurity in 23 coun-
tries compromised COVID responses, accentuating existing 
inequalities.

The Kuteteza project – incorporating a team of Malawian 
and international colleagues and working in partnership with 
national and district level structures in Malawi – made efforts 
to take these wider contextual factors into account throughout  
its planning and implementation. Despite limited resources,  
provision of basic resources alongside health messaging was  
prioritised, and cooperation with the Malawi government allowed 
for food packages and additional resources to be targeted to 
optimise equitable distribution. In this context however, the 
available resources proved insufficient to cover the extent 
of the need within communities.

Singer and Rylko-Bauer, describing the direct and indirect 
impacts of COVID in terms of structural violence, highlight the  
need for global health approaches with an “orientation  
toward prevention and preparation”, which address wider health 
determinants33. Key to this is a move to real solidarity in the field 
of global health: attention to underlying inequities as well as  
ad hoc responses to emerging health issues. This is the  
globalhealth challenge of our times.

To the authors’ knowledge, this is the first example of a com-
munity-led ‘shielding’ strategy arranged by and sustained within 
the community themselves34. However, our work revealed an 
unintended impact of the initiative. In Blantyre, care for the 
shielded older adult was delegated to a child family member 
in more than half of all cases, while in Mangochi child carers 
were in the minority. In both districts, minor dependents who 
were under the care of a shielded individual remained under 
their care out of necessity. The key difference was that in 
Blantyre, the economic capital of Malawi, low-skilled adults 
from rural villages often travel outside the village to find 
work, leaving children under the care of the older adult fam-
ily members. In contrast, the economy of Mangochi, a rural set-
ting, revolves around the lakeshore, making it more feasible 
foradults in the area to remain in their village35. This finding  
strongly emphasises the need to carefully consider a holistic  
approach when responding to public health emergencies, 
and anticipated the impact that such initiatives can have for  
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dependent minors when they are left under the care of an individ-
ual who can become vulnerable in situations such as the COVID- 
19 pandemic.

Future pandemic preparedness plans would benefit from tak-
ing into consideration the impact of both the disease itself on 
the directly affected populations, and the vulnerability of those 
who might be left to bear the unintended consequences. Had 
the COVID-19 pandemic hit Malawi with the severity antici-
pated by early models, minors under the care of the older adult 
could have suffered from the loss of a main carer, while sepa-
rated from parents who might not have been able to return if 
movement restrictions were in place36,37. These complexities 
demonstrate the need for ongoing engagement with communi-
ties throughout all stages of pandemic preparedness planning 
and response to anticipate such unintended effects. 

Strengths and limitations
The community-rooted nature of the project, with simple, clear 
messaging, and implementable recommendations (paired with 
the necessary resources) were a key strength of the Kuteteza 
project. These factors were positively reported on by par-
ticipants and are and in keeping with calls in the literature for 
public engagement and achievable health advice to facilitate 
adherence11,32.

The work faced two main limitations in regards of data col-
lection. From the implementation perspective, and given the 
voluntary nature of ‘shielding’, it was not possible to evalu-
ate how faithfully participants adhered to the recommendation 
of limiting their social mixing. While participants were grate-
ful for the provision of buckets and soap, and adherence to their 
use was evidenced through observation, we could not confirm 
whether participants were indeed ‘shielding’.

While the number of individuals presenting with symptoms 
compatible with a SARS-COV2 diagnosis was low, and only 
two cases were confirmed among our target population, we 
cannot ascertain to what extent ‘shielding’ contributed to the 
low case load. Limitations in our data collection procedures 
also mean it is possible for cases to have been missed. In the 
project, cases were identified through records held by 
HSAs, who are trained in data collection procedures and 
trusted amongst community members38 making case record-
ing largely accurate, but national serological surveillance has 
revealed a SARS-COV2 circulation much greater than that 
reported39. Colleagues have reported that up 85% of par-
ticipants recruited within a Malawian cohort with positive  
SARS-COV2 serology were asymptomatic40. This suggests – in 
line with serological studies and national data – that the number 
of symptomatic cases among shielded individuals in our inter-
vention was likely to have been low, with total infections 
under-reported in our study39,41. Higher than reported circula-
tion of the virus would also advocate for the implementation 
of strategies to restrict exposure of susceptible, high-risk indi-
viduals in the event of the emergence of new SARS-COV2 
variants, in conjunction with other medical and non-medical 
interventions.

Conclusions
In the event of health emergencies, involving communities and 
local health structures in initiatives that contribute to their pro-
tection can effectively raise awareness, ensure the spread of 
scientifically-sound information and advice, as well as ensuring 
that preventative measures are locally appropriate and feasi-
ble. However, the design of any community-led initiative needs 
to be carefully considered to ensure that protecting those vul-
nerable to the emerging threat does not result in unintended 
harms within communities. In this work we witnessed how 
selective lockdowns in rural communities in Malawi could 
have resulted in children being left with the burden of having to 
care for older adult relatives, for example.

Community health workers are trusted healthcare workers with 
often high levels of influence among those they serve and were 
instrumental in facilitating the implementation of this work. 
We would recommend their involvement in future community-
based health preparedness and response plans, whilst noting 
that they may often face the same difficulties as those in their 
local communities and must also have their health, economic, 
and wider needs met as far as possible. Likewise, enhancing the 
use of community-based health interventions through the inte-
gration of community volunteers can also prove an invaluable 
tool in the prevention and early detection of health emergencies.

Finally, this project evidences the critical role of understand-
ing local contexts in terms of pre-existing and continuing chal-
lenges experienced by communities through their daily lives. 
Health and development interventions – even those in emer-
gency settings such as infectious disease outbreaks – would be 
strengthened by attention to, and action on, these factors.

Ethics and consent
The original project was a piece of responsive public health 
work. ‘shielding’ was implemented as part of the public health 
response to COVID-19, in close collaboration with the Ministry 
of Health and local health authorities. Participation in ‘shielding’ 
elements was voluntary, and no information was required from 
those who opted into ‘shielding’, other than access to ano-
nymised population level data. In terms of the qualitative 
evaluation, focus group participants were required to provide 
written informed consent, which was collected by trained field 
workers, and all data and documents were kept under the cus-
tody of the principal investigator in a locked cabinet, located 
in a restricted-access area. A named safeguarding lead was in 
place throughout the project, with various avenues of contact 
for participants to report any concerns, and structures for appro-
priate referral of any such reports. The project was spon-
sored and approved by the local ethics committee (College of 
Medicine Research Ethics Committee; COMREC) in Blantyre, 
Malawi (P.01/21/3246) on 7th July 2021.

Data availability
Underlying data
The quantitative and qualitative data supporting the conclusions 
of this article are not publicly available due to confidentiality 
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concerns. Limited data may be made available on individual 
request via email to the corresponding author, with requests 
for additional data evaluated by the principal investigator 
on a case-by-case basis.

Extended data
Harvard Dataverse: ‘Kuteteza’ project - additional documents. 
https://doi.org/10.7910/DVN/AKVXEC23

This project contains the following extended data:

• Reflexivity statement

• Focus group discussion guide

• Additional data collection tools

• Participant information sheets and consent forms

• Information materials used in the project

Data are available under the terms of the Creative Commons 
Zero “No rights reserved” data waiver (CC0 1.0 Public domain 
dedication).
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An interesting study and important topic in how to prioritize community-led approaches to health 
interventions. I have included specific comments for consideration below. Thanks for bringing this 
work forward! 
 
The use of the term ‘shielding’ could be clarified in the abstract since it is used as a technical term. 
Consider using quotations in the abstract when referring to it or defining explicitly. 
 
The abstract seems to describe the Kuteteza project itself rather than the evaluation of the project 
as presented in this paper. Revisions for alignment with the qualitative and quantitative methods 
as well as specific study results presented in this paper would be clarifying and beneficial. 
 
I would be curious to know more about the experience of older adults during COVID to further 
justify the focus of the study. Perhaps this could be briefly expanded upon in the Introduction. 
 
I am somewhat confused about the objectives or aims of this study – it could be clarified that this 
paper outlines the evaluation of a previously implemented community-engaged shielding 
approach. Why the evaluation of such an approach is important could be clarified as well and 
incorporated into the Discussion section. 
 
The mention of the FGD and other study tools on p.5 after describing the community level 
engagement seems out of place in the “Study setting and population” section. Consider moving to 
the data collection or another section that is more relevant. 
 
How was the Kuteteza package developed? On p.5, Phase 2 mentions it was implemented but I 
would be curious about detail on how it was developed. This section also refers to “Local activities 
incorporated:…” what does this mean? Are these the activities that the package included? 
Clarification in language and relevance would be helpful here. 
 
A small note but perhaps consider the use of the term “Enumeration” on p.5. Given the discussion 
of community-engaged, participatory work, using the term enumeration somewhat connotes a 
lack of agency amongst the individuals that participated. Perhaps consider using a different term. 
 
On p. 5, how was the quantitative data collected? Were participants involved or was this data all 
collected from secondary data sources on village residence listings? How this quantitative data 
was collected/how individuals were involved would be interesting to expand upon as I am curious 
if participatory or community-engaged approaches to this were incorporated. (Note, I see later in 
the “Data Analysis” section it mentions quantitative data collection – this would be helpful to move 
to the “Data Collection” section of the paper. Were these paper-based report forms pre-tested or 
developed collaboratively with community?). 
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On p. 5 “Ethical considerations” consider the grammar/capitalization of the term “public health”. 
 
Table 1 on p.6 uses the sub-heading “Participants” to refer to two columns. This should be revised 
and clarified. 
 
Was there any incentive to participate? I am curious about how the study was explained to 
participants in the informed consent process – is ‘shielding’ a known term? Was there any 
incentive to participate outside of potential health benefits? 
 
On p.6, why is there mention of Taguette? Since the team used NVivo, it seems odd to mention a 
free/open source qualitative analysis tool. Perhaps this mention of Taguettte could be 
contextualized in language around accessibility or clarify why it is included. 
 
On p. 6-7, is there gender-disaggregated data available? If not, why was the individual quantitative 
data not analyzed or disaggregated based on gender? 
 
Interesting results presented. 
 
On p. 10, second paragraph of the Discussion – this paragraph seems repetitive of the results and 
does not clearly offer a discussion or analysis of the results. Perhaps revise to highlight a clearer 
central point rather that repetition of geography/about the intervention. 
 
I was slightly confused by the Discussion section and it read as somewhat disjointed. I wonder if it 
could be reorganized or streamlined to more clearly articulate the lessons learned and how they 
are related to policy, financial scarcity, future projects etc. The Discussion notes that this project is 
the first example of a community-led shielding strategy – I would be curious to know more about 
what worked well and what didn’t work with the community leading this strategy? It seems this 
section jumps from how the study was received to the challenge of financial insecurity to 
cooperation with Malawian government. It would be helpful as a reader to know how these points 
connect to the overall aim of the paper (which I understand as arguing for the importance of 
community engagement in research) and how the learning from the study is connected to current 
literature about community-led health interventions generally. 
 
I wonder about the sustainability of Kuteteza – what happened after the implementation? Is the 
project still running and the government still providing resources? What considerations for 
sustainability of providing such resources were considered while developing and implementing 
the project? 
 
The Conclusion section was more clear and direct. I wonder about the role of elderly adults 
themselves? The paper argues for including communities so that interventions are context specific 
and not unintentionally harmful and then calls for CHWs to be involved, what about elderly 
people? How can they be involved? Did the evaluation of the study provide insights on what 
worked well or did not work well with engaging this unique population?
 
Is the work clearly and accurately presented and does it cite the current literature?
Partly

Is the study design appropriate and is the work technically sound?
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Yes

Are sufficient details of methods and analysis provided to allow replication by others?
Partly

If applicable, is the statistical analysis and its interpretation appropriate?
I cannot comment. A qualified statistician is required.

Are all the source data underlying the results available to ensure full reproducibility?
Yes

Are the conclusions drawn adequately supported by the results?
Partly
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I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to confirm that it is of an acceptable scientific standard, however I have 
significant reservations, as outlined above.

Author Response 12 Sep 2024
Sepeedeh Saleh 

Dear Dr Chidwick, 
 
Many thanks for your review of this paper, which has now been revised in response to the 
comments.   We have reproduced and addressed individual comments below (reviewer 
comments in italics). 
 
The use of the term ‘shielding’ could be clarified in the abstract since it is used as a 
technical term. Consider using quotations in the abstract when referring to it or defining 
explicitly. 
Response:  Thank you for this suggestion. This has been amended throughout the text.   
 
The abstract seems to describe the Kuteteza project itself rather than the evaluation of the 
project as presented in this paper. Revisions for alignment with the qualitative and 
quantitative methods as well as specific study results presented in this paper would be 
clarifying and beneficial.   
Response:  Thank you for this observation. The abstract has been rewritten in response to 
this comment   
 
I would be curious to know more about the experience of older adults during COVID to 
further justify the focus of the study. Perhaps this could be briefly expanded upon in the 
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Introduction. 
Response: Many thanks for this interesting question. Unfortunately, as more of an 
immediate response to the threat of COVID in the older population, this project did not 
provide the wider background concerning the experiences of older adults in the pandemic 
in Malawi. We agree that this would be a fascinating and important area of enquiry for a 
qualitative research project.   
 
I am somewhat confused about the objectives or aims of this study – it could be clarified 
that this paper outlines the evaluation of a previously implemented community-engaged 
shielding approach. Why the evaluation of such an approach is important could be clarified 
as well and incorporated into the Discussion section.   
Response: Many thanks Dr Chidwick for raising this concern. This has now been clarified 
throughout the abstract and in the background and results sections, and is mentioned in 
the Discussion – for instance at the start of the ‘Strengths and Limitations’ subheading.   
 
The mention of the FGD and other study tools on p.5 after describing the community level 
engagement seems out of place in the “Study setting and population” section. Consider 
moving to the data collection or another section that is more relevant.   
Response: Thank you for highlighting this. It has now been moved as suggested.   
 
How was the Kuteteza package developed? On p.5, Phase 2 mentions it was implemented 
but I would be curious about detail on how it was developed.   
Response: Many thanks for your interest in this. The Kuteteza project was envisioned on the 
basis of proposed guidance published early in the pandemic on the shielding concept as 
applied to refugee camps (https://www.lshtm.ac.uk/media/38941). In view of the breadth of 
local knowledge and experience existing within our team, we adapted the approach making 
it contextually relevant and applicable to rural Malawian settings. A multidisciplinary team 
of researchers worked with in-country Public Health systems and non-governmental 
organisations, and with the Ministry of Health to coordinate the response and avoid 
duplication of efforts. We co-developed plans together with community volunteers and 
community health workers, also engaging the public through community leaders, to 
understand the immediate and evolving needs. The project integrated timely dissemination 
of reliable, evidence-based information regarding COVID-19 and the status of the pandemic, 
and two-way feedback between community members and elements of the community 
health system. A key consideration for the project was to ensure all information and 
materials were distributed in Chichewa, the local language, and that all community-facing 
activities were conducted by local staff, including by village residents themselves when 
appropriate.   We have endeavoured to include the main principles of this throughout the 
paper, and have tried to clarify this in the current version, but the details of intervention 
development unfortunately lie outside the scope of this publication (as you correctly 
identified – the focus of the current paper is the project evaluation).   
 
This section also refers to “Local activities incorporated:…” what does this mean? Are these 
the activities that the package included? Clarification in language and relevance would be 
helpful here.   
Response: Many thanks for this query – the point in question has been rephrased for 
clarity.   
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A small note but perhaps consider the use of the term “Enumeration” on p.5. Given the 
discussion of community-engaged, participatory work, using the term enumeration 
somewhat connotes a lack of agency amongst the individuals that participated. Perhaps 
consider using a different term.   
Response: Thank you also for this point – the text has been revised in line with the 
comments.   On p. 5, how was the quantitative data collected? 
 
Were participants involved or was this data all collected from secondary data sources on 
village residence listings? How this quantitative data was collected/how individuals were 
involved would be interesting to expand upon as I am curious if participatory or 
community-engaged approaches to this were incorporated. (Note, I see later in the “Data 
Analysis” section it mentions quantitative data collection – this would be helpful to move 
to the “Data Collection” section of the paper. Were these paper-based report forms pre-
tested or developed collaboratively with community?)   
Response: Thank you for this request for clarification. Aggregated data were requested and 
collected by project staff from the community health workers and recorded in dedicated 
data forms. While these quantitative data were gathered in partnership with local 
community health workers, community members themselves were not involved in their 
collection. As this project mainly aimed to demonstrate feasibility, such details were not a 
core part of the research and were not classed as part of the participatory elements of the 
project. Vaughn and Jacquez in their account pf participatory research describe the range of 
participatory approaches and the various stages of research at which they might be applied 
[https://doi.org/10.35844/001c.13244].   We are grateful also for your bringing our attention 
to the issue in the data analysis section. This text has now been clarified such that 
descriptions appear in the correct sections.   
 
On p. 5 “Ethical considerations” consider the grammar/capitalization of the term “public 
health”.   
Response: Thank you. This has been amended throughout the text.   
 
Table 1 on p.6 uses the sub-heading “Participants” to refer to two columns. This should be 
revised and clarified.   
Response: Thank you for pointing out this error, which has now been revised.   
 
Was there any incentive to participate? I am curious about how the study was explained to 
participants in the informed consent process – is ‘shielding’ a known term? Was there any 
incentive to participate outside of potential health benefits?   
Response: Thank you for your interest in these issues. Participation in shielding was 
voluntary and compliance was not monitored. The preparatory work and awareness-raising 
component (p.10) lay the groundwork for community understanding of COVID risks and 
transmission, allowing engagement with the principles of shielding. There was no monetary 
incentive for taking part. However, those who identified themselves as over 60 years of age 
and expressed their willingness to minimise their social interactions were provided with a 
Veronica bucket that they placed at the entrance of their home and a cloth face mask and 
were regularly supplied with soap.   
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On p.6, why is there mention of Taguette? Since the team used NVivo, it seems odd to 
mention a free/open source qualitative analysis tool. Perhaps this mention of Taguettte 
could be contextualized in language around accessibility or clarify why it is included.   
Response: Thank you for highlighting this issue. Taguette was mentioned in response to 
Wellcome Open requirements around provision of open access alternatives to any software 
mentioned. The wording around this has been amended but we are open to better ways of 
incorporating this in the text and will raise with the WO editors also.   
 
On p. 6-7, is there gender-disaggregated data available? If not, why was the individual 
quantitative data not analyzed or disaggregated based on gender?   
Response: Thank you for this suggestion. The additional information has been added to 
table 2 and noted in the results. The majority of participants were female in both districts 
(61.3% overall), although gender participation was slightly more balanced in Mangochi than 
in Blantyre.   
 
On p. 10, second paragraph of the Discussion – this paragraph seems repetitive of the 
results and does not clearly offer a discussion or analysis of the results. Perhaps revise to 
highlight a clearer central point rather that repetition of geography/about the 
intervention.   
Response: Many thanks. This paragraph has now been rewritten to resolve the issue.   
 
I was slightly confused by the Discussion section and it read as somewhat disjointed. I 
wonder if it could be reorganized or streamlined to more clearly articulate the lessons 
learned and how they are related to policy, financial scarcity, future projects etc. The 
Discussion notes that this project is the first example of a community-led shielding 
strategy – I would be curious to know more about what worked well and what didn’t work 
with the community leading this strategy? It seems this section jumps from how the study 
was received to the challenge of financial insecurity to cooperation with Malawian 
government. It would be helpful as a reader to know how these points connect to the 
overall aim of the paper (which I understand as arguing for the importance of community 
engagement in research) and how the learning from the study is connected to current 
literature about community-led health interventions generally.   
Response: Thank you for this analysis. The discussion section has been rewritten in line 
with the advice, to add clarity and to improve the communication of the main messages of 
the paper. We agree that this project serves as an example of the importance of community 
engagement in research, but issues of local relevance and engagement with local context – 
including government, health and public health infrastructure in this case – are also 
important here, hence the involvement of these literatures in the discussion.   
 
I wonder about the sustainability of Kuteteza – what happened after the implementation? 
Is the project still running and the government still providing resources? What 
considerations for sustainability of providing such resources were considered while 
developing and implementing the project? 
 Response: We are grateful for the reviewers’ interest in this element of the project. The 
shielding initiative conceptualised as the “Kuteteza” project was incorporated into the 
broader national response to COVID in a pilot that took place across several villages in two 
Malawian districts. It was part of a Ministry of Health-led response package and was not 
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intended as an initiative to be sustained over time, but as an approach to minimising the 
risks of COVID for older adults during high transmission periods. The provision of food 
packages and economic support were the responsibility of the Malawian government, and 
the project did not intervene in these elements. The project did, however, supply soap and 
masks, and supported the dissemination of information materials, which the Ministry of 
Health was free to distribute nationally and beyond pilot villages, again during the acute 
phase of the pandemic. These elements were all sustained during the key periods of the 
pandemic but were not intended to continue beyond these periods and thus sustainability 
in this sense was not planned for. 
 
I wonder about the role of elderly adults themselves? The paper argues for including 
communities so that interventions are context specific and not unintentionally harmful 
and then calls for CHWs to be involved, what about elderly people? How can they be 
involved? Did the evaluation of the study provide insights on what worked well or did not 
work well with engaging this unique population?   
Response: We are grateful to the reviewers for this interesting question. Community 
volunteers, community health workers, and village leaders and residents (young and old) 
were actively engaged in the project from its conception and their input was integrated in 
intervention development and implementation. Village residents were key to ensuring that 
all activities were culturally appropriate, and that health messages could be well understood 
and received, as well as feeding back community perspectives around COVID and the 
project, which were built on as implementation progressed. The paper focuses mainly on 
the feasibility, successes and challenges of this community-based integrated ‘shielding’ 
initiative in Malawi, unfortunately precluding more specific discussion of the successes and 
challenges of engaging with older residents in particular. We agree that this would make a 
useful topic for future exploration.  Once again, we thank you for your engagement with the 
paper and for the thorough and insightful review, which we believe has led to a much-
improved manuscript.     
 
Kind regards 
Dr Sepeedeh Saleh MBChB, MPH, MFPH, DTMH, PhD, on behalf of the ‘Kuteteza’ team  

Competing Interests: No competing interests were disclosed.
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It is an interesting project on how to manage COVID-19 during the pandemic in a resource-
constrained country. My main comments are only about the methods; if possible, examples of the 
materials used to train volunteers, such as posters and leaflets, could be offered as supplementary 
material, making it easier for other communities to replicate the work. 
In the results, the description of the number of individuals should include a rough estimate of the 
total population of the 25 villages, allowing us to assess the overall impact. An additional image 
with a cartogram depicting the villages represented in the study is also beneficial to those 
unfamiliar with Malawi. In table 2, the phrase "individuals with data" is not particularly apparent. 
Table 3 appears to be disordered (the division between Blantyre and Mangochi is not clearly 
labelled). 
Is there a comparison between the characteristics of those who accepted to engage in the 
shielding and those who did not? 
Is it possible to compare the total number of deaths and only deaths due to COVID-19 in the 
villages under the Kuteteza and those without the programme? It would allow estimate an indirect 
effect of the programme.
 
Is the work clearly and accurately presented and does it cite the current literature?
Yes

Is the study design appropriate and is the work technically sound?
Yes

Are sufficient details of methods and analysis provided to allow replication by others?
Partly

If applicable, is the statistical analysis and its interpretation appropriate?
Not applicable

Are all the source data underlying the results available to ensure full reproducibility?
Partly

Are the conclusions drawn adequately supported by the results?
Yes

Competing Interests: No competing interests were disclosed.

Reviewer Expertise: Epidemiological surveillance; infectious disease epidemiology

I confirm that I have read this submission and believe that I have an appropriate level of 
expertise to confirm that it is of an acceptable scientific standard, however I have 
significant reservations, as outlined above.

Author Response 12 Sep 2024
Sepeedeh Saleh 

Dear Dr Cerqueira-Silva, 

 
Page 25 of 27

Wellcome Open Research 2024, 9:24 Last updated: 25 NOV 2024



 
Many thanks for your review of this paper, which has now been revised in response to the 
comments.   We have reproduced and addressed individual comments below (reviewer 
comments in italics). 
 
If possible, examples of the materials used to train volunteers, such as posters and 
leaflets, could be offered as supplementary material, making it easier for other 
communities to replicate the work    
Response: Thank you for this suggestion. Posters and leaflets have now been added as 
supplementary materials.   
 
In the results, the description of the number of individuals should include a rough estimate 
of the total population of the 25 villages, allowing us to assess the overall impact. An 
additional image with a cartogram depicting the villages represented in the study is also 
beneficial to those unfamiliar with Malawi  
Response: Thank you. We appreciate the wish to understand the extent of impact in terms 
of proportions of village residents participating. Unfortunately, due to the poor quality of 
demographic information systems in Malawi and the dynamic and transient nature of 
certain rural populations – with many younger residents working in urban areas for 
extended periods, for example – it is impossible to provide the requested data with any 
degree of confidence. Similarly, mapping of rural villages in Malawi is not available: such 
maps only extend to district level, with maps showing the two districts in question available 
from a range of sources online. 
 
In table 2, the phrase "individuals with data" is not particularly apparent.   
Response: Many thanks for pointing this out. This wording has been altered in the table for 
clarity, and gender has also been added to increase the comprehensiveness of the data 
provided.   
 
Table 3 appears to be disordered (the division between Blantyre and Mangochi is not 
clearly labelled)   
Response: Thank you also for raising this issue, which has now been addressed in the table 
  
 
Is there a comparison between the characteristics of those who accepted to engage in the 
shielding and those who did not?   
Response: Thank you, Dr Cerqueira-Silva, for this question. While researchers agree that 
this would have been useful information to have, due to the need for quick response, we did 
not request any information from eligible villagers at the time Kuteteza was set up. 
Participation was completely voluntary, and the project simply requested those aged 60 
years or over to limit their social contacts on a voluntary basis. We did not, in fact, control 
adherence nor collect any individual information from villagers, regardless of their 
participation status, as this would have required a detailed ethical clearance process and 
the application of informed consent which, at the time of a global pandemic and great 
uncertainty in Malawi, we considered not to be practical.   
 
Is it possible to compare the total number of deaths and only deaths due to COVID-19 in 
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the villages under the Kuteteza and those without the programme? It would allow estimate 
an indirect effect of the programme.   
Response: We thank the reviewer for this pertinent question. Shielding was implemented as 
one of several components of a package, and as a complement to national Public Health 
response measures directed by the Malawi Ministry of Health. All collected data collected 
were anonymised, and only aggregated health data were obtained from Health Surveillance 
Assistants. Hence, it was not possible to disaggregate data between shielded and 
unshielded individuals. As experience in the Northern hemisphere had indicated that 
preventing social contact, and therefore virus transmission, could present an effective way 
of protecting vulnerable individuals, the project was mainly conceived to evaluate the 
feasibility of the approach. Neither the intervention nor the current evaluation were 
designed, or statistically powered, to measure quantitative impacts on COVID-19 case 
numbers or outcomes. 
 
However, we agree that, had time and circumstances allowed, this would have been 
important information to collect. This will be a key consideration should this approach be 
implemented on a larger scale in the future.   Once again, we thank you for your 
appreciation of the paper content and for the thorough and insightful review.     
 
Kind regards     Dr Sepeedeh Saleh MBChB, MPH, MFPH, DTMH, PhD, on behalf of the 
‘Kuteteza’ team  

Competing Interests: No competing interests were disclosed.

 
Page 27 of 27

Wellcome Open Research 2024, 9:24 Last updated: 25 NOV 2024


