Jeevan’s Malawi trip, 22 March-3 April

Major highlights

· We have come up with a work-plan for Khumbo that covers the period between 2 April-2 June 2015. Khumbo is expected to follow this work-plan, write forthnightly report in addition to her fieldnotes, and then attend fortnightly Skype call with one of the Edinburgh based researchers (the work-plan is attached for reference). We can expect Khumbo’s next report on 17 April, and then one of us will need to connect to her on Skype on 21 April.
· We were able to meet several key people in the aid business, DFID and USAID health advisors; the Director of Planning and Policy at the Ministry of Health; the Deputy Director of SWAP Secretariat at Ministry of Health; Director of Reproductive Health Unit; meeting with the Director of three major contractors/organisations (Marie Stopes International/BlM, Client Health Access Initiative, PACHI) and one NGO called DAAP (that implemented a DFID funded project in Dowa district). In addition to these, we had brief encounters with others in these offices. We need to continue to carry out interviews with intermediary organisations as well as those in the government on the theme of outsourcing of technical assistance as well as managing projects both as a discourse (i.e. how they perceive this) as well as a practice (i.e. how they do it). 
· We now have resource mapping file that lists every single project in Malawi. I think we need to give sometime to think about how might we be able to use this. To me, some of the questions include: why was this exercise undertaken in Malawi (and in Nepal, although there has been an initiative to map it with AMP in Nepal)? How does the MoH use it?  We know that this exercise was undertaken in Malawi as a way to track budget/finances, and was carried out by the experts from CHAI together with MoH, and now an ODI Fellow (Economist) who sits at the Ministry manages it. This resource mapping has been going on for about 4 years now. Given the proliferation of projects, it appears, mapping is a way to ‘know what exists, who is doing what, and how are resourcing flowing’. 
· While aid funded projects have a longer history of working outside of the government system, through various contractors/intermediaries, this was more pronounced in Malawi after the Cashgate scandal. While USAID never puts money into government’s account (not a pool donor), DFID started to do the same after the Cashgate scandal in Malawi- thus, it spends it aid budget outside of the government system. However, for donors, this working ‘outside of the government system’ has to be aligned with ‘working with the government’ when they work within the Health Sector Plan/Strategy of the Government of Malawi- MHSP. The effect of cash gate seems quite significant in the way aid is being channelled in Malawi. Whether the aid goes through within the government system or outside of it, they ‘ought’ to be aligned to the national policy/programme—whether and how they align is an empirical question, but the talk of coordination and harmonisation means that there ought to be some translation work. 
· My crude understanding of how aid is spent is as follows: direct grant to pay for services (e.g. to pay to deliver family planning services, or to pay to buy it, UNFPA or BLM); pay for technical assistance, which basically means advisory service (to pay for the salaries of technical staff hired to carry out ‘functions’, e.g. several advisors who sit at the government offices, or at donor offices, or at the offices of intermediaries), or ‘management services’ such as coordination of projects/programmes and financial management (e.g. CHAI). The donors play a key role in brokering the relationship between global polices/institutions and national polices/programmes, and they often take services from a range of different intermediaries to do that. Then, the donors again put their resources in the name of technical assistance where they hire contractors to provide advisory support to implement those national policies/programmes. Contractors bring management as well as subject/technical expertise. Decision making in the government system thus appears to be a negotiation between the bureaucracy as well as the influence of donors through contractors. With several intermediaries involved in policy, planning, coordination and implementation, it is a complex web of responsibilities where the question of accountability seems an important one. Donors don't just give money, they also attach several conditionalities as well as mechanisms of accountability through M&E and reporting systems; donors create their own parallel system to ‘support’ through technical assistance. Intermediary organizations have ‘brand’ that reflects their expertise, experience and networks, and have own apparatus to implement projects; they bring expertise (capacity seems an important component here) and are considered to be ‘transparent’ and ‘efficient’ by donors when compared to government agencies. Not all intermediaries are same, some are local (that are more close to the community) while others are international (they bring comparative insights as well as networks/influence); they are also guided by ‘values’ as well as ‘value for money’/business motive; a substantive part of development aid goes to pay rent to these intermediary organisations; their expertise has costs attached to it, and the health benefits are also calculated in terms of how much money does it cost to save a child/mother. There is cost attached to everything. The boundary between donors as well as intermediaries are blurred, as intermediaries themselves are a part of a chain of brokerage, who then sub-contract to other agencies. Aid industry has to balance, value for money and pressure to deliver results; results, costs as well as evidence seem to guide much of the work of projects. It is individuals who connected different institutional set up, organisations, projects, programmes, working groups etc—some of these are more stable or fluid than others. 
· Not all intermediaries do the same type of work. So, their role and functions are different. CHAI, in particular, seem to have taken up the role of a ‘coordinator’, a classic category of intermediary organisation. 
· The field of implementation of projects seem quite messy and complex; with several actors, both local as well as international, as well as various government departments/officials. The question remains, how do the government make sense of this messy world of implementation. Different organisations seem to be doing different interventions in different parts of the country, and government is ‘informed’ and ‘consulted’. The question of how does the whole i.e. ‘policy or plan’ is linked to parts i.e. ‘projects and programmes/activities’ ought to be explored. 

· Government officials in the Ministry as well as in various offices spend a considerable time ‘in meeting’ with donors and donor funded projects/organisations. Much of their time goes in attending meeting after meeting with donor and representatives of organisations. There are always people waiting to meet outside of government offices/officers (waiting for audience). Donor agencies and intermediaries funded by them have to work within the government (or end up working within the government system). This clearly shows that there is quite a lot of communication between them, and meeting counts as a major part of work. 
· We revisited the overall progress with our work in Malawi together with Khumbo, and looked at our case study projects in details.  RBF case study is on hold for now; we learned that the project is now extended for another two years and an evaluation is now being done by Heidelberg University. The Director of RHU does not see any issue that we study this project and values documentation of this work, and thinks the resistance may have been due to change in staff at RBF; the Chief of Party of RBF is out of the country so we could follow up with the Director of RHU later in May or June.  RBF access shows something bigger about responsibility/accountability; there is space in between donors, government and contractors. A couple of projects funded by DFID, one on family planning/reproductive health and another on nutrition, seem quite interesting, and we now have access to study these in details. We met with the Directors of each of these two projects, and visited their field site. The nutrition project has similar model to that of Suaahara in Nepal although it is run on a small scale, funded through CHAI to local NGOs who implement it. The project on family planning focuses exclusively on delivery of family planning services throughout the country through Marie Stopes International. We didn't visit Malawi Scotland Anesthesia Project in Blantyre, as Cyril was away, and I feel that this particular project might need some discussion at some point; it has a very different model. AMAMI, an association of midwives, runs aid funded projects and we have been looking at a couple of projects run by them, Helping Babies Breathe and Saving Mother’s Lives, that focus on training of midwives and supportive supervision; we learn that a few actors (like Address and Ann Phoya) are involved in a number of initiatives and projects, and their relationships seem very critical in several of these projects. It's a very simple model of capacity building. If needed, we feel that we could look at PACHI’s evidence for action project where they synthesise evidence for accountability at the local level. 
Jeevan’s notes from the trip
I made this shorter trip since there has been a longer gap of our trips to Malawi, and there has been little progress with our work on the ground in our absence; this is a major issue that we need to resolve. 
Monday, 23 March 15

We were picked up by KCN, and Khumbo had come to the airport to pick us up, and this time we stayed at Kiboko Town Hotel, as we felt that it would be easy for us to move from the center of the town with availability of taxis etc. 

We had a meeting with Dr Rabson Kachala who is the Deputy Director of SWAP Secretariat as well as lead on Scottish Government funded projects at the Ministry at KCN. He told me that he was busy, meeting one donor after the other including a Japanese delegation as well as DFID. He came to meet us at KCN. We also observed that a Japanese delegation he met was there at KCN at the time of his visit. 
My notes from this meeting aren’t very detailed (please see Khumbo and Pam’s notes for details). This meeting took place in the form of a meeting than an ‘interview’ where he kept speaking once we introduced ourselves. Health was decentralised in 1998, and there are 29 DHOs and 5 zonal offices. Annually, they have JAR (Joint Annual Reviews) together with all external development partners (or EDPs). There are various policies and research programmes; there are both pool and discreet donors; USAID is discreet donor. Resource mapping is a major exercise and we can access this document from his department; it is based on self-reporting so there are some errors. It was done to get an understanding of the overall budget in the health sector. Health budget has clear budget codes including for maternal and child health. Resource mapping has been done over the last 3 years. 

Projects begin with the signing of agreement between the donor and the GoM; it is guided by the foreign policy of the two countries. There are MOU signed on joint financing and harmonisation of work. Various ministries, Justice as well as Finance, have to be involved. 

Work on Maternal and Neonatanal health is based on milestones; there are specific partners and best practices are shared amongst partners. Ann Phoya manages a project on sustainable rural nurse to retain human resources (I think this is the one funded by SG). The focus is on training and produce community midwives who can go back and work in rural areas.  The focus is very much to make this discreet project a policy at the national level after evaluation and best practices. Different firms are invited to carry out evaluation; this time they have invited University of Aberdeen to do the evaluation. The idea is that after the evaluation, they may make policy.
He said something about RMNCH and Unicef working in 12 districts. (There is some meeting taking place on Friday, 31 March??).

RHU is responsible for coordination of all the interventions; the Ministry looks at policy level issues; they coordinate through technical working group and subcommittees.
There is some new RBF type project using the result based model being piloted through the support from USAID/SSDI through Abt Associates. After they do the evaluation of this one, eventually this would help to upscale and make a policy. We need to find out more about this project.
Donors need to have an exit strategy. Country like Malawi need development partners. 

There were few visitors from SG, Joanna Keating and Ian….. who visited rural nursing project.  There is some new programme being discussed on exchange of Malawian nurses with Japanese nurses.

Overall, this meeting was helpful to get to know Dr Kachala, and get some understanding of the health system. 

I then, arranged an appointment with USAID with its MNH Specialist Evelyn Zimba. I am still unable to get through to Save the Children and Pachi. 

Tuesday, 24 March 15

We had a meeting with Ruth at DFID at DFID’s Office, which was located with the British High Commission. Khumbo didn't arrive on time to join the meeting, so it was JS and PS.
She is the DFID health advisor for HIV/AIDS, FP and Nutrition. Prior to this she worked at CHAM as its executive director, and before that she worked for the government in community development. She has more than 15 years of work experience in this field. She has excellent networks, her colleagues, classmates as well as church/neighbours. When she was hired by DFID, she feels that her network got her the work. In her position, she needs to know people in the health departments/ministry as well as in the ministry of justice and finance; and knowing people means that she can go and request people for processing her work. 
Health is a major part of DFID’s work under human development. DFID has been supporting Malawi for a long time through SWAP and MHSP. The ‘cash gate’ scandal changed everything. Prior to cashgate, DFID was a pool donor, it would put its support in the basket fund. But, after the cashgate, DFID now channels its fund differently. It no longer puts its resources through the government’s financial system. Drug and equipment supply is supported through HIS (International Health Sciences). DFID provides technical support through Options to MHSSP, 110 Million (check/confirm) to support essential heath care and maternal and child health is a part of this. DFID was asking a question: how else can it support Malawi through targeted support? So, a project was signed with MSI to increase access to FP, and this is implemented through BLM. DFID funded projects in FP include, a joint funding with Norwegians from 2009-2015 (a joint partnership agreement with FICA) and a separate one on its own from 2012 to 2018 (co-down contract). The second project is based on targets and results. DFID-MSI-BLM. The focus of this project is to reach the young, hard to reach and the those in remote areas. The model is static center and out-reach clinics.  BLM has its own clinics and that it also runs clinics with the private sector (blue star clinics).  There is voucher scheme, and people are given vouches to access services. 
There is doughnut hole, and that many people miss out to access FP services.  Service delivery is carried out by BLM. Commodity procurement is through UNFPA, who supply to government and CHAM facilities. Susan Clapman, when she was DFID Advisor, was very much interested in maternal health, and DFID would like to do more in the field of material health. It was at that time, government and CHAM signed sub-agreement with a focus on material and child health initially (learned that government is not paying CHAM for its services saying costs are too high, and has created tension between CHAM and MoH). Fertility rate is very high, its common to see a woman aged 25 with 6 children. 
DFID is supporting nutrition through a project called “scaling up nutrition’ through CHAI; they also support Unicef for education and communication strategy. CHAI works with a number of NGOs in the country, DAPP, Drem, Concernworldwide and Partners for Health. The model is integrated one, with focus on WASH, HIV, nutrition, environment, FP etc. They have community health workers. It is more of a pilot; when they were to reach 500 households on energy saving stoves, they reached 5,000.
DFID has a result framework for M&E. They do spot checks, monthly and quarterly meeting, and regular reporting against indicators.

There are 5 staff members in the health team at DFID including her; they are very busy managing projects and making field trips. 
She spoke about importance of networks; she feels that she got this DFID job mainly because of her networks; she has friends/classmates/ neighbours/ relatives as well as church acquaintances in different places, so when she goes to the Ministry of Finance or Ministry of Justice, its very easy for her to get work done.  
Having met Ruth, we came to KCN, and worked together with Khumbo on what we have learned so far on RBF, Amami and also on Cyril. We have learned quite a lot about RBF except a few details, we have gathered information on Amami from interview with Flemming and also based on Khumbo’s visit; the impression one gets here is that this project is  primarily based on training and supportive supervision to build the capacity of nurses; we have very little information on Cyril’s project/Malawi Scotland Anesthesia Project, which seems more like a group of doctors from Scotland working with Cyril to train Anaesthesits. I wonder if this qualifies as a case for our study, but seems to be more like an outlier, a different model of development aid on transfer of knowledge/skills/capacity. 
We went to the Ministry of Health, to meet with Dr Kabambe, who unfortunately wasn't in his office. This does not seem very surprising given the busy nature of his work. We met briefly with Rabson, and he introduced us to Poora Mazumdar, who gave us a copy of the resource mapping in USB pen drive. Poorna is an ODI Fellow (economist) who is stationed at the MoH for 2 years; she manages the resource mapping at the Ministry, which was prepared by CHAI. Then, we met with Trish, who had come to our workshop; she spoke to the secretary and eventually arranged a meeting for us with Dr Kabambe for next morning. While walking at the corridor or the MOH, it is possible to see several ‘expatriates’ working in the offices. 
Wednesday, 25 March 15

We had meeting at the Ministry of Health with Dr Kabambe at 7.45am; this was his first meeting that day. The meeting highlighted how maternal and child health is located within the broader field of HIV/AIDS and Malaria, and how it would be important to keep the broader focus. He spoke about the role of contractors and discreet projects, and how his and his staff time is spent on meeting after meeting. 
HIV/AIDS is the number one challenge in Malawi, and the major risk factor is sexual intercourse. It takes 37% of government’s health budget, and almost 95% funding for this comes from donors, mainly through Global Fund and PEFAR. As he spoke about health challenge, he asked if we had SPA document, and then asked his assistant to get a couple of copies of SOA for us. 1.1 million people are in need of ARVs, but only a few are able to get it. Mother to Child transmission is a major challenge. It means it is also a major challenge to new-born health.  PMCT. Mother to child transmission is a major challenge, and this is growing. The policy in Malawi is that all mothers are tested for HIV virus; the idea being that the child can be saved. From 30,000 the number has been brought down to 10,000, and has been achieved through donor support. He wanted to ask us if PMCT model is the best or most effective model. How is it aligned to the needs and expectations. How should it be reviewed, and how are they delivering, and how are they partnering.
Number two challenge is Malaria that takes about 17% of the overall health budget. It's a major issue for those who are under 5 and pregnant mothers especially in the South and those close to the lake shore area. About 70% of mother and children get affected by Malaria.  We should talk to people in Malaria programme to get further details. Donor support 80-90% of Malaria work. There is free treatment as well as initiatives to provide sleeping nets, and treating reservoirs. There are a number of issues, how are these programmes running, modalities, transaction costs, compare/contract modalities

Number three challenge is maternal issues which takes about 25% of the health budget. So, together, Malaria, HIV and maternal issues take up 80% of the health budget. In 1990 Malawi had a very high maternal mortality rate of 674, then due to HIV it went over 900 in 2000. In 2015, it went down to 374. HIV explains a lot on this decline as well as the increase in 2000. Target was 155, and we missed the target. Under 5 mortality is high, 520. There are so many players working in this field, to bring down maternal and neo-natal death. They are also working to improve quality of care.  Some initiatives are encouraging mothers to come to facility, which has gone upt0 to 89%. Despite this morality rate remains high. Quality of care remains a key issue, a key challenge. It would be great if we look at the work of different organisations, their institutional set up. Donors, NGOs and private organisations are doing work. SSDI-services is also doing some work.  He encouraged us to start from a broader view, and look at transactional costsm and administrative costs,  which he feels are too high.  Donors have allocated TAs, what eventually ends up.  ¾ goes outside through discreet funding for projects. There are those who have done well.  All facilities are overstretched. One meeting after another. Donors and organisations want to do discreet work, run projects after projects; he would like them to work through basket fund approach. Donors probably feel that our public accounting system is not good, so that is the reason why they put money through outside system. So many of them, doing the same.
We then spent the day at KCN working with Khumbo. 

We managed to arrange a field trip with BLM, and then with CHAM to go to a district named ‘Dowa’.

Also, we managed to get an appointment with BLM and CHAI’s country directors. 

Still unable to get through to Save the Children and Pachi. Decided to revisit the case studies, as follows:

Amami, Scotland Malawi Anesthesia, BLM, CHAM and RBF; if needed we can consider Evidence for Action project of Pachi. CHAM project has similar integrated focus on nutrition like Suaahara, but it is not very big like Suaahara in Nepal.
Arranged meeting with Fannie on 31 March at 2pm at RHU.

Cyril is away from Malawi, and wont be back for a while (not until we leave Malawi), so we wont be going to Blantyre.
Thursday, 26 March 2015

Left for Dowa district at 8.15am. We reached at Mpolena town to visit a static clinic of BLM. Located in the main road, it is coloured in white/blue. It looks like any other clinic, with a  reception that lists costs associates with services available there; the consultation is free. I was struck when I saw the mission of BLM was to encourage private sector participation. We met the clinical officer of the centre Mr Ganet who knew of our visit, but wasn't very forthcoming. Having spent a few minutes in his office talking about the static clinic and the outreach clinic, we were advised to visit the out-reach clinic which was taking place about 40 kms away from there, in a village called Mbingo. We made it to Mbingo village health sector, which was a big health center (see pictures). The BLM out-reach workers, 5 of them, were working inside a room in the health sector. The room was used for FP and Anti-natal clinic by the health facility. They run this clinic every month in this health center, and the next one will be taking place on 24 April. There is an agreement between the health center and BLM to allow BLM to run these clinics. A large number of women were seen to be waiting outside the BLM clinic, and a nurse was assisting them. I managed to speak to a staff member of BLM, inside the pick up jeep of BLM; other staff were busy providing services, and we decided not to interrupt their work. He works in different districts, who has been with BLM since 2008. This out-reach clinic runs once a month; starts at/around 9am and runs till late afternoon. They see about 100 people everyday. The staff work as per their target to reach out to as many people as possible. It is not difficult to reach the target. They have RHAs who help bring people to the out-reach clinic. People are provided with FP services, and people are also given counselling on FP options. This pickup is used to travel to different out-reach clinics, and they carry all the necessary equipment and devices in the jeep. This work is providing a very good service to the community; people trust the service provided by BLM since it is known for providing confidential and quality service. RHAs are not staff members of BLM, but work on a contract basis; they get commission per client/device basis. They are also paid allowance on the day of the clinic and also for a couple of days to bring people into the out-reach clinic. RHAs work with HSAs in the villages. The clinic workers keep track of number of service users as well as number of devices distributed. 
The health facility staff were busy in their usual work, providing services to the people. It was a busy health facility, with a number of people coming and going. SSDI, a programme funded by USAID jeep came and a few people got off from the jeep and went to a meeting with the health workers. There were a number of SSDI posters in the walls of the health facility; the posters were on nutrition and focus on maternal health (see pictures). Khumbo and Pam spoke to a couple of women. I went to speak to women at the back of the health facility, who were living in waiting homes. There were about 30 women in total, both pregnant women and their guardians who were there ‘waiting’ to deliver. They would stay there for 6-8 weeks before delivering the baby. Government has encouraged people to come to these waiting homes, so that women don't deliver at home or on the way to the health facility. All the guardians were women. Once delivery, mothers would go back to their homes the very next day, unless complications would appear. They feel that the health facility has fewer staff for a large number of patients. The staff stay near to the health facility, in government built houses. Sometimes the pregnant mothers find it difficult to get appointment. Health workers are helpful, but sometimes they are rude, and don't provide good quality service unless complained. There are only 3 waiting rooms, that have been shared by all the pregnant mothers and their guardians; this is not enough for women. They would spend their time waiting behind the health facility. They bring ‘corn flour’ from home to make ‘Nsima’ but would then look for vegetables/beans and meat and firewood in the nearby places. They cook and eat at the waiting homes.  They are aware of importance of nutrition and source of nutritious food, but they cant always find enough protein to supplement their diet. Health centre does not provide anything else to them apart from the waiting home; they are there to wait to deliver and then go home. There is very little interaction between the health center and those waiting except when they walk a few yards to visit the health center. These women spend their days watching visitors at the health facility and managing their cooking/cleaning. No visitor would come and talk to them; they see people come and go. Most of them are about 1.5-2 hours away from the health facility.  HSAs give them advice in the village, and tell them to go to the health facility for delivery. PPH not an issue; whenever there is an issue, they get an injection in the health facility. Pregnant mothers don't always get anti-natal check up as nurses are often busy attending patients. If a child is malnourished, the health centre gives them peanut butter. They have heard that other health centres in the nearby area have been given Soya porridge, but they haven’t got it. 
Then, we met with the clinical officer at BLM static center. By the time we returned to him, he didn't have clients to visit him. In a month they run out-reach clincs for 12 days in 12 places. RHAs are not paid workers but are paid for the days they work in the form of allowance, and also get paid incentives. RHAs also give counselling to clients who come to visit the outreach clinics. RHAs work with HSAs. There are about 3 blue star clinics, that are managed by the head office of BLM, they don't report to the static center. They get supplies from warehouse. They have targets per year, which they divide into targets per quarter as well as per month. BLM has a department that does public advocacy and radio/tv campaigns. They sometimes work with Redcross and World Vision on FP issues, and take part in stakeholder meetings regularly. BLM clinics are very busy, and often people may have to be turned back and their appointment rescheduled. There are several staff: manager, clinical officer, 2 nurses, and 2 visiting consultants, 4 RHAs and 3 watchmen.  
In our effort to find the NGO, DAPP that works with CHAI on DFID funded scaling up nutrition project, we reached a DAPP shop (they run these Shops selling clothes and other things). We were directed to the project office, which was on the way to Lilongwe, next to the main road. When we visited the office, there were only 3 staff members, all of them were field workers. They didn't know who we were, and why we had come. While we began to introduce ourselves, they began to dial their mobile phone to call their supervisor and manager. Dalitso and Rabson were there when we entered in their meeting room. There are about 15 staff members at DAPP project office in Dowa. The project started with a 6 month pilot/trial; the work of the initial 6 months was appreciated so there was an extension of one year work. It is coming to and end in August 2015, and they don't know about the future of the project. The main focus is on nutrition, and they encourage 6 food crops, and the focus on under 5, PLHA and pregnant and lactating mothers. They distribute supplementary food, porridge. They also train community people on use of fire saving stoves, as a way to contribute to global warming by reducing cutting down of trees. They also encourage vegetable garden at zero costing process. In the second phase, they have added sexual and reproductive health in their work, and have began to make people aware on FP services. In the 3 traditional authorities of Dowa district where they work, there are about 300 volunteers. They follow the guideline on ‘Severe Malnourishment’ (SEMANN?). They use weight and height measurement (BMI), and use tape measurement techniques to identify cases of malnourishment; volunteers are trained in this work. They have trained about 60 volunteers to work on sexual and reproductive health, who take FP services door to door, and refer cases. The field officers work in schools on sexual health as well as to encourage young people to make informed decisions on FP. They have focussed on water and sanitation through the use of tip taps. Backyard garden. Fire stove. The reason why they work through volunteers is mainly to sustain the programme. Through their work they have been able to reduce the incidents of malnourishment in the communities. The idea of tip taps is that diseases such as diarrhoea contribute significantly to malnourishment. Where possible, the focus of the work is to encourage use of locally available resources. 

We were joined later by the field supervisor, and after sometime by the chairperson as well as the programme manager and the administrator of the project. There was a clear hierarchy at DAPP; the moment seniors would come, the junior staff members would pass to seniors. 

The approach is house to house. Field Officers and volunteers in their catchment area visit individual households and carry out registration of target groups (household with under 5, pregnant and lactating mothers), they screen those who are malnourished through this (I have the form they use for screening). They give health education on nutrition and refer severe cases to health centre that require urgent attention.   They follow up those households to see/check if there has been changes. The M&E work is very much based on the form. Field Officers are training in FP; who go to the communities and give health education. The approach is integrated. They also work with HIV infected people by forming their support groups, so that they can help each other—the idea of self help is very much there the project modality. The idea is that they eat what they grow so that they get required nutritional supplement, and also that they sell to make some cash. They also work with the existing structures in the district and the village, through various committees, so that their work is sustainable after the project gets over in Aug 2015. The material support provided is only vegetable seeds. 

The model of the project is very much based on negotiation between CHAI and DAPP.  They have regular meeting with CHAI, and also through CHAI to other project partners of CHAI, for e.g with DREAM. 
Friday, 27 March 2015
We were scheduled to attend a research seminar organised by at KCN from 9-11 and meet Address at 11am before going to meet BLM and then to visit the field sites of DAPP. As we reached KCN, we were invited to meet Address in the meeting room at 9am instead; however, the meeting never took place as Address was busy in the management meeting sorting out the student strike. This meeting with Address is important for us, as we need to discuss with Address about support to Khumbo to facilitate her for fieldwork. Address told us that she would meet us on Saturday as she will be busy again from Monday. In the meantime, Khumbo went to attend the Pachi research seminar (see Khumbo’s notes). We learned later that there was another meeting of Scotland Malawi Partnership that morning from 9-11 at KCN, and people including Ann Phoya and Flemming (contacts we know); we learned that Ann Phoya has now taken as the Chair of Amami from Address. Flemming would be going for supportive supervision (as a part of HBB and SML) on Monday to the North and then on Wednesday to Blantyre; we are looking at possibility for Khumbo to go to Blantyre so that she can do some additional fieldwork too. What I learn more and more is that a few people are closely associated with foreign aid KCN is also a site of inflow of foreign aid as we later learn from BLM that they are collaborating with Save the Children and KCN in a project looking at adolescent health. 
We had scheduled meeting 1pm with BLM’s (BLM is the Malawian version of Marie Stopes international) country director, Nicky Mattews. Having made a visit to one of BLM’s clinic which was mistaken as the office of BLM, we went to BLM’s office in City Center. It was a gated compound, with private security guards, a usual feature in offices as well as middle class houses in Malawi. The receptionist took us to meet the Country Director upstairs, DFID logos were visible in copiers, laptops; and a few people were seen to be working in their computers as we moved upstairs in an open plan office. We spoke to Nicky for about 50 mins on BLM’s modality of work in Malawi.
BLM’s main areas of work is FP and abortion. Abortion is not legal in Malawi, and that BLM has to work within legal limits. They provide about 50% of overall FP services in Malawi through their ‘static’ and ‘outreach’ centres.  BLM provides services. It is with DFID funding and funding from other donors that BLM has started to expand its activities, and has now become one of the biggest programmes after Bangladesh. BLM’s core model is to use the profit from work in the UK and Australia, to support and fund activities in developing world. It's a social business than a development project. The model of work is based on a programme, and more recently BLM has started to take funding from donors to support different bits of their programme of action. BLM does not take funding for discreet activities, but draws on funding to support its overall programme of action. More recently, they have tried to be innovative and have begun to work in partnership with other development organisations such as Save the Children, KCN and Flemina? (could not get the name fully). BLM’s model is based on sustainability of its services so there is fee attached to the services although FP devices as distributed free of cost on certain days such as women’s day etc. BLM has been providing services in Malawi, but it was only recently that they took funding from donors, which has helped them expand their work through outreach work. BLM reaches most people through their outreach work than through static clinics; about 80% people are reached through outreach clinics, about 15% through static clinics, and only about 5% through private Blue Star Clinics. BLM is a social franchise; and they also work through private blue start clinics. 
DFID likes BLM’s work because BLM charges for services; this is good for sustainability of the programme. Without donors, out-reach work will have to be cancelled. 

BLM does provide trainings to health workers and MoH, but its main focus is service delivery. They focus on tangible services. They also work with CHAM. They take part in working group and sub-committee meetings at RHU/MoH.

The chairperson of BLM is the permanent secretary at the Ministry of Health, which makes it very easy for BLM to work.  
M&E system is to count the number of family planning devices distributed etc, and also CYP (Couple Years of protection). They have a database called click.  (meaning of CYP need to be explored further, which is a unit of measurement in FP globally). 
They piloted an incentive package in the form of vouchered, but didn't find it very effective; this has been abandoned. 

They work on targets; there are BLM overall targets, and then each district has a target and likewise all the clinics have targets. It is based on performance model. 

In addition to outreach from the static centers, there are 16 additional outreach teams who keep running out-reach clinics. They might to stay overnight in the sites, and sometimes raise tent to run clinics if suitable physical facility cannot be found. 

People will pay to get quality services; the focus is very much on quality services.

Unsafe abortion contributes significantly to maternal death; about 1/3 of maternal death in Malawi is due to unsafe abortion. Traditional methods are not the healthiest. One major issue is that women start giving birth at a very early age, and by the time they are in their early 20s, many have several children. 
BLM does not make explicit link between maternal morality and family planning, and they do not collect data on how FP has contributed to maternal morality or health. They work in harmony with the MoH, and see their role as filling the gap i.e. to provide FP services.  

They work in the communities, mainly to create, demand through RHAs, reproductive health assistants. There are about 400-450 RHAs throughout Malawi. They are given FP training by BLM, and their main role is to refer people to outreach clinics, and also distribute 2 types of FP devices. There is a discussion going on at BLM at the moment, whether they should mobilise RHAs to introduce implant. 

Supply is from UNFPA; DFID gives money to UNFPA who then give to Central Medical Trust. MSI keeps a global buffer stick. 
More recently, BLM has begun to work with development partners; they don't have to work with partners or they didn't do, but they do now. They have leanred that delaying the first child is very important; so education as well as working with Adolescents is very important.  Now they are working with Save the Children and this organisation called Fealmna on this.  They are going to try out the model of peer to peer education. The funding comes from NORAD.

They have 570 staff, and are organised in different teams/departments. 

MSI is the biggest supplier of FP supply.

BLM has to respond to a RFP issued by DFID to run this project on ‘access to FP services’. The model is very much BLM’s, and DFID gives targets for the amount of services delivered. The model is based on reimbursement. 

BLM does not offer allowances; many organisations in Malawi do. This makes it difficult to work. BLM is thus seen not as a development organisation. 

My impression is that BLM is more like a service delivery organisation on FP services. Its focus is less on other aspects such as capacity building or advocacy, but more on delivering services. It is not clear if BLM is advocating for changes in abortion law in Malawi. BLM’s model is to charge for services, so that there is sustainability. BLM is doing what a government department is expected to do in many other countries; they are doing the job of the government. To carry out this work, there is a cost attached to it. Government- DFID-BLM-BLM clinics-RHAs- community/women. The focus on targets and lines of accountability seem very straight forward. The value added is the quality of services. 
In the afternoon, we made a trip to DAPP office. DAPP runs this project with DFID funding, through CHAI in Dowa district. We met field officers and the programme management and went to village the ‘community’. The word community is used again and again; community is out there, its away from the office. We take 2 4x4 jeeps and go to an interior village called Chauwa, about 10 miles  from the office. The road is very bad. We were greeted by a few people from the village, and many children. We were taken to show a vegetable garden managed by a support group of PLHAs called Kamatula. It was a vegetable garden (see picture), and people who greeted us with a song were all PLHAs, most looked undernourished, and they were officials of the support group, one of them had a notebook in the hand. They grow vegetables, and eat some of that and sell the rest, so they can earn some money. It was an orchestrated visit; a field officer has already reached the village, and had prepared for our visit. 

Then, we made another 20 miles trip to another village called Chinoowa, a model village according to DAPP field officers. It was far, and the road was difficult. The field officer wanted us to see it, because it was far, and it was supposed to be a model village. As we approached the village almost after 45 mins drive, we were greeted by around 50 village men, women and children. It was a major event in the village with the entering of these two 4x4 jeeps, which had NGO workers plus a few visitors. It wasn't clear to me what they thought of us; it does appear to me that they thought that we represented the ‘authority’ and we were there to learn about the village and listen to their problems (and take an action, by helping them). We were escorted to a plain field, vehicles were parked on the side—we were welcomed to dance with the people, we took pictures, the field workers took pictures. Then, I saw a number of chairs were kept in a long line for the visitors as well as village leaders (all of them men). We sat in the front chairs, NGO workers sat with us and then there were a few village leaders in the chairs next to us. The volunteers were standing under the tree, wearing the green and white DAPP t-shirts (see pictures). Two male volunteers and one female volunteer were there. It was a function, a  formal one, which was prepared by NGO together with the locals for us. I don't think none of this was necessary; and I felt that it was an orchestrated event; such events are organised to welcome guests. I am not very sure if people would welcome us if we had gone to the village on our own, or just walking instead of taking vehicle. Khumbo has notes of the meeting of the actual function that took place in front of the community based organisation building. We were there in chairs while the people from the village faced us, sitting on the floor. They were watching NGO workers and a village leader speaking; the people in the village could watch but not ask/question; they would answer questions. One or two children were picked to show that they were malnourished. We were taken on tour of the village, showing tip tap, village garden and energy efficient stoves. The NGO workers became our default translators; they would try and translate back and forth. The tip tap (see pictures) seemed to be like something that was fixed for our visit; the concept sounded great. It would mean when someone came out after going to toilet, could wash their hand without having to touch their hand (using their leg, they could press a stick, attached to the bottle with a string, which would tilt the bottle to release water). The vegetable gardens were there, and small plants of spinach were there. Stoves were there. We were, during that time, doing what development workers/visitors, would do. NGO workers were very committed; the volunteers were local and unpaid. NGO workers came from different parts of Malawi, and had rented room nearby to their office. The job was difficult to reach out to interior villages either walking or on bicycle.   
Have arranged meeting with Andrews at CHAI, and also with Evelyn Zimba at USAID. 

Saturday, 28 March 2015

Had meeting with Address at Kiboko around 2.30. Discussed various issues including:

· we spoke to Alfred about sub-contract and need to send invoices; after this, PS and JS spoke to Alfred and he will send invoices.
· spoke about the progress we have made so far, including the status of different case study projects;

· spoke about supporting Khumbo, and that we are putting a mechanism to support her through fortnightly skype as well as fortnightly reports (strictly enforced);
· Address introduced us to Pachi’s new CEO; Pachi’s Option funded Evidence for Action project is facing management challenges; Address in board of that organisation. 

· Address will speak to Fannie at RHU, and try and get a sense of RBF. She is the main person according to her who can give access etc.
Monday, 30 March 2015
Meeting to develop a work plan for Khumbo at KCN. We came up with a list of tasks and deadlines for Khumbo so that she can be closely supported. This has been agreed with Khumbo. Khumbo will have to take initiatives and regularly report to us. 
Meeting with CHAI’s country director and deputy director (who moved from Christian Aid in February 2015) at 2pm at his office. We went to meet the office of CHAI, which was located in a building where a couple of other offices such as SSDI, JHU-CCP was located. CHAI has a very well kept office, with big space and nice furniture. They have HQ in Boston. We met with Andrews, the director and MacDuff, the Deputy Director (the latter I had met, when he was at Christan Aid, as the Country Director in my last visit). Both are Malawian. CHAI is involved in different things in Malawi. 
CHAI has a long history of working in Malawi, since 2006.  Its work started with procurement related to paediatrics and HIV. In 2008 it changed its portfolio from Clinton HIV/AIDS, then it started to work on rotavirus vaccines and others, together with WHO. It worked with Unicef on providing point of care. The big project they are doing is on human resources for health i.e. training of midwives with funding from Norwagians; they are working to train 1000 nurses. 

CHAI’s approach is to assist the government in planning and policy, and then calling right partners for delivery; its strength is analysis and is to show the problem. We identify the problem, and offer our assistance in making the problem visible and addressing it through coordination of different agencies/interventions. 
Working with Unicef on RMNCH; focus on MNH and nutrition. Working closely with MoH. The focus is on treatment of HIV positive and malnourished children using CMAM (Community based management of acute malnutrition). The focus is on how can partners coordinate, so that they can find out treatment gaps. They are assisting RHU to write their new roadmap; and also assisting to make the central medical trust work. They identify who is good at what, and work accordingly by giving responsibility to those actors. RHU is not very effective in coordinating activities, so there is a major problem with coordination of activities of different agencies; coordination should be done by RHU but CHAI works to coordinate various activities. CHAI is a trusted partner of MoH, and has a very good knowledge of how the health system works and brings all the partners together to coordinate their interventions/expertise. 
Tuesday, 31 March 2015

Meeting with Evelyn Jimba at 12.30 at USAID office. This meeting took place at USAID office, and it takes about 10 mins to go through the security at USAID’s office, it's the same in Nepal too. The barriers and security go to USAID’s office to visit someone is a good metaphor of how USAID operates in the country. 
We met with Eveyln at the office of the Director of Health, who had just been in Malawi for the last 7 month. USAID is a major donor, and is involved in lots of different things with different partners. They support the government, and work through partners. The focus is on preventable maternal and child death. The focus is on basic obstetric and comprehensive care. They work to prevent PPH, through SSDI, they did a pilot on misoprostol through health workers and not through HSAs. They found that mothers brought misoprostol with them to the health facility and not use it. 

USAID does not just fund projects, they also bring with them ‘high impact interventions’ and implement them in partnership with various initiatives such as SSDI or other partners. The focus is to pilot different high impact interventions that were tried and tested elsewhere, and then upscale them to policy. In partnership with WHO, Save the Children, JHPIEGO etc and other partners,  they have introduced several packages. They work with US based as well as local organisations. They also fund and support research activities to generate new knowledge in partnership with various organisations. SSDI is a major initiative that is aimed at helping Essential Health Care Package to help reach 90% of the population; SSDI model works within the government system. They work in 15 districts. There was mid-term evaluation that recommended that SSDI should narrow its focus  rather than focussing on everything. USAID is not a pool donor, so it looks at MHSP and supports its plan through initiatives/projects such as SSDI and others. 
Meeting with Fannie at RHU. Fannie appears very tired. She was going on leave from the next day for a month; she wants to focus on her PhD assignments. RMNCH Trust work phase I, which is being coordinated by Unicef, is being implemented; guidelines have been revised and teams have gone out. CHAI works with Unicef on this; JSI is supporting on the training component; a Malawian CSO named Malawi Health Equity Network is a part of it. The funding for this is global, from WB, Norway, USAID. It is working in 10+2 districts with high maternal mortality rate. They also procure ambulances. 
RBF4MNH has got an extension from Oct 2014 for another two years. They have added more facilities in the same districts. The verification is now being done every 6 month than every quarter (just confirm if it's the other way). There have been several attempts to sensitized the ministry, presentation to senior management at the MoH, have taken them to the facilities so that they could appreciate it. The verification work is being done an independent body from Kenya. The major motivation for health workers is rewards; they get 30% for health facility while 70% for health workers. They appreciate this reward, and the reward is used for renovation work. 
Heidelberg University is carrying out evaluation of RBF4MNH project. Matthew is away on leave, and there has been quite a lot of staff changes at RBF, so that might be a reason why gaining access has been challenging. Fannie has no problem that we go and study RBF.

EPOS, a contractor, is now working in the same districts implementing what they called mentorship support programme. It is funded by GIZ. Mentees are selected and they are mentored by qualified mentors for 3 months; the idea is that midwives lack confidence to carry out their duties. Working with mentors gives them confidence to carry out their duties; this is important because many midwives have to work on their own when their fellow staff are absent or away for some reason. 
CHAI has young blood and are active; they were the ones who carried out resource mapping. CHAI offers various technical and managerial support. They are currently supporting RHU to write the new road map. Organisations like CHAI become handy in a situation where donors don't want to put money through the government system, and it takes a long time for disbursement. For example, if you want to organise a meeting in a hotel, it is very difficult to do it through the government system; donors give money to CHAI to run that through the. They pay per diem to the participants, and pay for the hotel/food.
Meeting with Pachi at 3.30pm. This was our second visit; last time we met with Gibson, who had left Pachi and joined an organisation called Citizens Health. We met with Charles, who manages Evidence for Action project, DFID funded with Options as the lead agency together with UCL, Aberdeen amongst others. The project is built on theory i.e. take evidence, when packaged properly, it will influence policy and decision making. The focus is to use existing evidence rather than collecting new evidence. It has to be packaged differently for different audience. They prepare dashboard, and start discussion/debate. They also produce fact sheets, using visuals. They work with Chiefs, and journalists. They are training journalists to report positive cases to improve things. They reach out to young population through website/facebook. They pick ‘heros’ and raise their profile through media. Their focus is on accountability at the district level. They work with youth clubs, and work with those who are too young to be accepted by adults and older to be hanging out in child clubs. They work these clubs to train them to be activists, so that they can react to what is going on in their communities. In the DHO office, they have negotiated with DHO have one focal person. Pachi has field officers, who are based in the HQ, but in one district Balaka, they have an officer who is based at DHO who looks after two districts. The committee costs of about 10 people, and are based at DHO office; they meet twice a month. The major theme of their work has been on blood. The evaluation of this project is taking place, done by DFID. They have their own M&E system. 
They work through committees in districts; for instance, when a mother dies, they initiates debate on what made her die. They talk to stakeholders including DHO. 
They work together with other projects  and initiatives such as SSDI, VSO and have their own other projects such as Maikanda, Momi/EU funded. They are running a project in Lilongwe on assessment of health facilities through the use of mobile phone, with the support from SSDI. 

He feels that project work when you don't have money; then only the districts own projects. Where we have money and vehicles, things don't happen. Often projects are done in hurry, keeping deadlines in mind, and not keeping the concern of the district and people in mind. If we are just focussing on what we intend to do without considering what people or district want, then we might not go anywhere; so we have to be flexible. We need to do what people want for us to be accepted. The more rigid we are, more difficult it is for us to carry out our projects successfully. 
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