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KM had exchanged emails with MN arranging for a meeting, the meeting was scheduled on Monday, 17th November 2014, but MN was busy with some other things and he called and rescheduled the meeting to be on Friday the 21st November, 2014 and below is how the meeting transpired. 
MN: welcome once again as I said I shared your work, the presentations that your team gave us with my technical team in London and our supervisors, they had a number of questions as I outlined in my previous email. One of it was the workload involved and the design of the program and the effort required.

So could you clarify to me exactly  what this exercise is going to involve, in terms of  the levels of effort required from our side, we understand the program we have read the presentations, and all that ,but we would like to see if you could walk me through on what you are going to do, in terms of the activities. You have talked about visiting the districts, visiting health facilities, have seen something like talking to donor, stakeholders and beneficiaries, who is going to do all this work?  How is it going to be done? I know what you are going to do but I just what the activities involved.
KM: yea, I understand, we are doing a case study and we have selected options , that means we are going to do what everything option does, this means going to districts, visiting beneficiaries, attending meeting , in short studying options in details. We went to Balaka and Dedza, in Dedza we managed to interview with RBF coordinator but in Balaka we didn’t since we bumped with people your colleagues, they had a meeting and they came with a contractor. But basically that’s what we are going to do in details, studying options in details, reading the documents that you have, attending meetings. We will also visit the infrastructures, talk to the contractor and also visit the beneficiaries.
MN:  I will provide all that information you are looking for but the decision to allow you  to study options in details, like you have put it it’s not made by this office it is made by options London, and KfW who is the donor,  so based on our meeting today they came back with all those questions and I told them that am meeting you today and will ask and get back to them, based on what you have told me I will get back to them and  they will let you know if you  they are going to allow you to  study the program in details.  The reason to why  it is like that  is very simple 1)  This is a donor funded program unlike other programs this is discrete funding in the sense that KFW  gives money to Malawi Government but its directed to if you call it commercial bank it doesn’t go straight to options. It’s like KfW send money to this program  and it manages this program directly and  in a sense that even if you want to buy anything, or if you come as a consultant, I cannot hire you because KfW needs to give that objection to hire you,  and that’s how KfW manages the program. We cannot authorize you to study the program unless KfW sings it off, that is the challenge right there and based on what you are telling me let me share with my technical team and KfW as and unless they give an objection or if they will allow to study in details I will come back to you and that is the criteria that I wanted to clarify with you.
KM: On that we are not evaluating anything we just want to learn from you how donor money is utilized till the end user that’s a mother and a child in hospitals. We don’t want to evaluate , we want to learn from you so may be if you could clarify to them since they may have fear that we will evaluate them.

MN: No, actually I have already clarified that it is not an evaluation; it is just a case study, 
KM: Yea it is a case study.
MN: Yea I have clarified that but the concern is there that even if it is a case study, there could be a   level of effort required, for example if my team is going to the field that means they have to inform you, if you need information somebody need to give you information, for example if you go to the field and you have few questions on where you did not understand somebody has to be there to clarify. It’s not that we are worried about the evaluation; no it is the level of effort required. For example if you tell me that you need to interview your donor tomorrow, I need to organize a meeting with my donor and organizing a meeting with the donor who closely manages the program without informing them in the first place that means i will be cornered with questions on where this is coming from ,  if I say khumbo would like to interview you and they will ask what are they doing and me saying they have this other case study they have been doing it for close to a year now,  and  lastly they will ask who approved that case study?,  the kind of closeness with the donor is so tight and I know because I have worked for other NGOs  where when the donor gives you money, it is your money and you can do ABCD with it , for example PSI  Or JHPIEGO  you have that autonomy but for this program it is  difficult since were are not an NGO we are just technical advisors , in the sense that they are not seeing us as implementers, you understand, the level of closeness with donors is very tight that even a meeting  like this one has to be reported, that I met khumbo and these were the discussions and the minutes, I understand they know it is not an evaluation but a case study but still they have questions.
KM: On that, if they will allow us to study in details, about the costs of transportation if we going for meetings or maybe if you conducting trainings, if you will inform me I will be organizing my own transport, I will be using KCN vehicle but you need to inform me on time so that I should be having time to arrange for transport.

MN: okay, I will provide this information that you will carter for your own logistics and transportation  etc, this info will be  passed on but the final objection will come for KfW, like I said options is a pilot program, so we as implementers, and our donor want to watch closely how the pilot goes because if it performs very well, then there is  a potential to scale it up, so in the process they are specific evaluations that were planned for the program specific case studies that are being done, at the moment we have masters students that are doing  case  studies as well for the program , so they are a number of case studies and evaluations that were  already agreed on and preplanned and given that  if we are to add on a new case study  still the team, my technical team has to give their objection  in addition to KfWs objection to the case study. So what am going to do is to clarify these things that you have told me about the logistics and the level of effort and reemphasize the fact that it is a case study and not an evaluation, hopefully by next week I will be able to give you feedback on their decision since I already told them that you need to start off with your work. Now, regarding the size are you going to be alone or they are other people who are working with you?

KM:  am going to be alone.

MN: Okay so, it is going to be you?
 May be out of curiosity, how many programs did you select?

KM: we planned four but for now we will start with two. Options and Malawi Scotland Anesthesia project.
MN: Which one is that? Who is the donor?
KM: Catherina Dundee

MN: okay she is an individual?

KM: Yea, it is run at Queen Elizabeth only and the one heading it is Cyril goddia he also attended the inception workshop.
MN: okay, from my own interest.

KM: But if you want to know the whole four, we also have Malawi integrated child survivor project and SSDI.
MN: okay SSDI are doing results based financing but I do not know if they have started yet.

Okay that good but please walk me through the activities just in case when we’re are putting up the case we need to be clear on how to help you. So feel free to provide additional information or anything that you want to add. So that when am informing my team I need to have additional information.
KM: okay, so maybe I will ask questions and get the detailed information as soon as we get consent from KfW.

MN: You can ask any question if you want but it will not matter until KFW gives us consent.
KM:  I just wanted to know the criteria that you used when selecting the districts and health facilities to do RBF?

MN:  On the districts? We did a baseline study which was conducted; initially we did a feasibility study before the baseline. There was a feasibility study that was done to see the needs within the particular newborn health sector in Malawi, so feasibility study came up and indentified gaps within newborn and maternal health. Now after the feasibility study they had a round table meeting between Ministry  of Health, the government of Malawi, Norwegian, KfW to review the findings from the feasibility study and one of the things that came up was that the stuff morale, the stuff were being underpaid hence understaffing within the health facilities and even those who were underpaid they were demotivated to do the work, you find the other hospitals had a gap of maybe 40% health workers, and they were doing work for 100% ,they were doing more but they were paid less. So they said how could we motivate these staff because if we say that donors  are going to train one million health workers in Malawi , this can take us 5 years but  they thought of what can be done in a short period of time to ensure that staff are motivated, they had a number of meetings but that time I was not here they had a couple of meetings and roundtable discussions , and then that’s how the team which was designing this came up and propose results based financing because it has a component that motivates health workers. When we give them bonuses  we basically saying you have 40 but the health facility need a 100 and you have done work for 100 people,  if you do work for 100 people will give you a package and that is what we calling an incentives, we understand that you working for so many people although the salaries are very low will give u a reward or an incentive, The feasibility study showed that they were gaps in equipment, they were  also gaps  infrastructure, they were also gaps, transportation, money for upkeep. Well a number of things came up that why we have infrastructure component and money used to buy delivery related material and transportation, and that’s why we are also looking at the demand side whereby we give women cash transfers. So feasibility study was done and then they had a design team that design this program, they had people from the government and the donors, that was the whole part, in terms of selecting the districts, the ministry had looked at its data from all districts of Malawi  and they looked at the districts with relatively high maternal and child deaths, so we looked at  all these districts where maternal death were high and  initially the districts that were proposed were sent to the donor and the donor actually approved those districts, however just before the program started off USAID  through SSDI came  also and they said they want the districts which we had  already selected and because theirs was a program and ours was a pilot the government called the donors back to the table and said you need to shift and we identified these districts and one of them was Nkhotakota, Kasungu, I will double check, when USAID came back and say they want the same districts then called us back and  say yours it’s a pilot and you want to taste of which we are not sure of the results but this people  are coming in with a program that is fully grown. And we moved to our current districts of Balaka, Dedza, Ntcheu and mchinji, so the problem which we had they also had high maternal mortality but this was a second thought of the ministry, because the other donor was moving there and as we know because of politicians ministries are influenced by politician and they told us that we cannot have KFW and USAID project in the same district and others have no donor so it will be unfair to have one district with all donors and the other with none. So briefly that’s the background of the selection.
KM: okay, I just want to know the difference between a pilot and a program since you repeatedly saying yours it is a pilot, is it different from a project?
MN: it is very different, ours we don’t call ourselves so much as a project because this is an innovative idea which is being tested in Malawi, let me tell you more about the results  based financing  ,RBF is a financing mechanism that pays for results, as simple as that ,we results oriented and it is a new model that has  worked in a number of countries, counties like  Rwanda have tested it and they have proved that their health indicator have improved because they attributed payment to results ,  countries like Burundi  ,Liberia and Tanzania, have tested it and it is also working, so RBF  it is a financing model that pays for the results,  so it has to be verified and after the verification and then  we pay for the results,  RBF is new in Malawi and we cannot assume that because  RBF worked in Rwanda and its going to be the same thing in Malawi, no because every country has a unique settings, culture, norms etc. so this program is a pilot because it is one of its kind in Malawi, and it is  also one of its kind in the districts since it is new and nobody has ever implemented RBF  in Dedza, Balaka, Ntcheu or mchinji. So it is a new model and if you go to one of the districts and ask it is new to then and we are not covering a 100% even within Dedza were not doing all health facilities we selected a few. We did baseline studies and put indicators for the whole district. This is a pilot because it is a new model and it is being tested. So we have not yet come up with the conclusion on the project impact but by the end of the project we want to tell that we piloted RBF Malawi and that’s why we have gone through a lot of phases since we have not come up with a final blue print of how RBF works in Malawi.
KM:  I just want to know about the sustainability of results based financing.
MN: I always get this question by the way but in my opinion, I look at sustainability in three dimensions. Political will, institutional capacity and financial capacity.
1) Political will:  we as a program if we say that results based financing is supposed to be sustainable in Malawi then there should be a political will to take up the model so that the government of Malawi,  If ministry of health  say that all programs in Malawi should be financed through results based financing, so the first stage is political will is there political will to sustain the model?  My answer is yes there is a political will to take it up financially to sustainability, and at the moment there is political will since we’re are based in Reproductive Health unit, we using government structures, government employees paid by the government and by putting the government at for front shows there is a political will and am sure it will survive both at national and district level. At national level the RHU and at district level the DHOs, DHMT, DCs are all able to support us.
2) Institutional capacity: Are there systems in place to sustain the program. I must say there is institutional sustainability, in the sense that  we have designated systems if you look at our office it is embedded in ministry of health and we have our  staff based here who go out as  I speak now Twambilire Phiri is in the field, so that  shows  you that even if Matthew or Regan leaves  there is someone within the system who can run the program there is institution sustainability and institution memory, so that is there already , and we think that with that in place with the systems in place with the institutions in place the program will be sustained. 
3) Financial capacity:  We are talking about sustainability, everybody talks about the financial component, will there be money to run the program if KfW leaves or when Matthew goes away when Options as the whole goes away?  Now we believe as a program that if they will be political will and institutional capacity it will carry on, I will give you an example that, there was this other project called National Social transfer program and after it phases and because the government took it up it sustained. They managed to convince other donors, they convinced UNICEF, Irish aid KfW and World Bank and they supported the program right now it is surviving because these people have a lot of money to run the program. If the Ministry of Health likes Results Based Financing and they want it to sustain they can come up with a blue print where they will agree with the Ministry of finance on who will be piloting the program, there are already  systems in place, health indicators have improved, they can look in the eyes of the donor and tell them that if they want to work with the government of Malawi then they need to put the money in this Results Based Financing, because it has been working, it has been piloted. And if there is political and institutional will then the financial component cannot be an issue, because no donor will fund a program that the government doesn’t want, if we are an NGO and we if we have been running a program for 6years when it phases we will go away and when the donor comes in and the government approves then the project continues.
KM: Thank you, you have explained how the idea of RBF came in Malawi, how about globally?
MN: Globally the RBF came from a number of countries, the history of  RBF starts from Rwanda where there is called aid which  is an international NGO piloted  a scheme in Chikungu which is another district within Rwanda ,now also other NGOs world bank, in Africa Rwanda is seen as a birth place of RBF and this was a result  of people looking at systems and asking question that they have been funding the systems for the past 50 years but do not see any  results, what is happening? so people went and say instead of  just be giving people money or fund inputs  without results why don’t we change the game, asking for results, RBF is seen as a game changer in terms donor aid in a sense that  it is not business as usual , before you are a donor u come to Malawi and you meet the government of Malawi they will tell you that this year the health sector needs one billion kwacha, and they say we will give you the money and you will be reporting on what is going on and they ask for the reports and they do not get the reports , they will say it is not as usual we will give you some money if you achieve millennium development goal number 4 and 5.
The other history of RBF has been the World Bank, I do not know if you have heard about output based funding (OBF). OBF has been also brought in by donors because again donors have been funding inputs  for the past 50 years, you come and they give u  a budget and then you are USAID or DFID and you want to fund a project, donors have said no we have to invest our money to results based, in fact  in other countries donors  will   only reimburse after results and they tell you that if you treat 1000 women, will pay for that, and if you had 100 live births and bring the results then reimbursement is done, it is a reimburse process  ,now that way we do not just give money and you treated  15 and  you ask about  the balance back, the background or the history of results based financing has been 1)  for the fact that there have been lapses in the financing mechanism and the donors have woken up and say we have to change the way we are funding government, and that’s y  people like ,world bank, USAID have moved into results based financing, however if you ask me who invented RBF I will say it is not something that was discovered, because  it is like common sense for example if you ask me, why were donors doing this why were they not doing this, if am a donor and am funding your project I will expect the results, RBF is to some extent common sense since it is like telling someone that am paying you for results but it was organized into a mechanism until it was done in Rwanda  and that is where  we go back to Rwanda and Burundi and started saying I saw this  common sense idea and then started piloting the idea and now it has started working, also documenting it and the two  African countries became the pioneer of Results Based Financing, but the model itself is common sense.  RBF is not only in health you can do results based financing in health ,education  or in agriculture, and you can tell the workers that if you give me results on ABCD then I will give you a reward, and if you give me results I will give you a salary, you can tell your employee that I will be giving you one million but I will not give you one million your basic salary will be 800,000  but if you will work hard and give me results then it will reach to one million. That way they can work extra hard and it is a common sense model that can work in a lot of fields and in a day to day work. It is not a model like somebody who goes into a laboratory do some experiment and come up with the results it is a common sense but it was not documented or tested until Rwanda came up with this.
KM: But it is a good thing we have been to Dedza and Balaka district hospital and so far in Dedza there is a great reduction in maternal mortality, I think if it was to start earlier may be the MDG7 could have been achieved by 75% reduction in maternal mortality by 2015 but unfortunately you are catering only 4 districts.

MN: That’s good feeding back, am slightly new to Malawi, I have been here like only for three months ,previously I was in Liberia for three years for RBF I have looked  at the data and in Liberia we had a tremendous improvement on maternal mortality and in Malawi  I will tell you ,for example in Balaka district I will tell you before results based started the maternal deaths were very high, last year they barely have a maternal death apart from the deaths on  arrival and few other issues also health workers are now aware , the things we do in RBF are not new for instance we tell the health workers that  they should  fill the forms, and that’s what everybody does even in school and we tell them that if a woman dies make sure a death audit is done, those are common sense things, we tell the health worker that make sure that your maternity  forms are filled that’s part of their routine work. If  you go to a health center and ask a health worker that what are your indicators?  They will narrate all of them all the 17 but previously if you ask them why you are here, what is your goal as a health worker? They will not tell you that am here to make sure that women are giving birth safely, women environments are clean, forms are filled collectly. For us it is not a new thing we are just reminding them of their routine work and we assume that if we will remind them continuously even if we pull away but because they have been doing it constantly. People have been asking us why are we doing this, if you hire a health worker why giving her an incentive yet he or she is doing her job? She should be doing it anyway, we are telling them that we know it is their job but RBF before came they were not doing it anyway so why not encouraging them to do it, the assumption is if you they are doing it everyday, it will become part and parcel of them that even if the project phases they will continue doing it. I will give you an example, if you are my employee  and I told you to start work at 8am and if you are coming late as a manager I can do two things either I can threaten you and deal with you with fear that if you do not show up at 8 then I will fire you or I could say that every morning if you show up at 8 you will have some cookies and tea as breakfast and you come at 8:10 no breakfast and do this for a year your mind will be programmed and you will be coming before 8 and even if the breakfast is withdrawn you can still be coming before 8 still it will be in the mind  set. So instead of threatening the health workers to do their job we using an approach that is motivating them do to their job. We do not punish people that if you will not reduce maternal mortality will fire you or we are not going to give you the salary no, but we tell them that if you do more, we are going to give you a reward, and another aspect is that we have shortages of health workers in Malawi if you go to the health facility they have may be 20 deliveries per day so how do you expect them to work through out , it is impossible so why not motivating these health workers by giving them incentives than to grab more people because that is not possible it may take time to add human resource in health facilities, so if these health workers work more and motivate the few workers to work more and reward them so that we achieve the MDGs stated.
KM: yea true, because by the end of the day they will not even know that they have a workload because of the motivation. But it is a good approach because whenever there is a motivation people work hard even in banks I have seen where they put picture in a frame of the employee of the year, they do that as a motivation and if you can be following ever year you will find a different person and people work very hard to compete for this.
KM: I tell you, we do a reward circle, we go to all districts, and we tell them for example last circle you were supposed to receive 4 million kwacha then will tell you that if you achieve all what you asked you to do you will achieve the whole 4 million but if you do less you be scaled up according to what you have achieved and I tell you people work hard in the next circle to achieve more. And they even do more and if they make effort for example  if they say we as Dedza district we are going to  do ABCD to make sure that no woman dies then they get the 100% reward. RBF empowers the health workers to be autonomous; you don’t have to threaten people to work. I will give you the example of Dedza since you have been there they were rewarded and 70% went to staff and the remaining 40% to the health facility, now the model is that  whenever they get the money, the workers need to sit down and decide what they want to buy, now in Dedza they used their money to buy a fridge and a microwave it may be laughable but it is very interesting because the health workers who sit on a shift may be 12hrs they do not have food and  sometimes they do extend the shift since  the one who was supposed to take over is late or something , with this case they may carry food from home put it in the fridge and warm it up in the microwave. Even if they sit there for 12 hours they will be happy since they have food in the fridge which they can later on warm it up .
KM: Actually they did a good thing that’s very important.
MN: They even told us that they were very happy with this development since for the past 7 years they have been requesting for these but the District council priotize on buying drugs, fuel and other hospital related materials. But I see that empowering health workers in maternity section to sit down and discuss on what they are going to do with the money, we are collecting all these stories and were are going to testify that we send money to districts and this is what the health workers did with the money and will be able to say that, would you please apportion aside and give a chance to health workers to decide on what they want. That way the health workers will feel empowered and the district council will be able to say Dedza district hospital we are giving you 3million kwacha for drugs and other things and 1 million kwacha to buy some other things that you may want. In that way if you empower these health workers they may do more.
KM: On that on the 70% that is given to health workers, what about those that are not part and parcel of maternal and child health?

MN:  This is a pilot as I said but in advanced RBF programs you put the whole in RBF, but because this is a pilot and now we saying let us start with the maternal and child health, and the nas we scale up where everybody will benefit, it is a pilot and we cannot test everything at the same time. 

In  a perfect RBF model even the director will have to access the results though an action point, if one of your indicators is to do review meetings we will ask you , how many review meetings have you had. How many action plans did u design or even in Lilongwe team the ministry of health will have targets, to answer your question yes only Maternal and Neonatal Health are being rewarded because it is a pilot. The provision is in the long run it will be scaled up in the whole country and all health facilities. So everybody is going to be accountable even the minster.
KM: In case I missed some people, I just want to know all the actors that are involved in the success of RBF and possibly their working relationship. How they do things for this to be successful as it is right now.
M N: This program is implemented by the government of Malawi, and within the government its MoH and within MoH is RHU, so this is a program implemented by RHU and options is just providing the technical support to RHD. So I wanted to clarify that the program is from the government and then technical support from us. The MOH, RHU and when we say they are players like District Health Management Team (DHMT) because it is an extension of MoH and it extends to the health facilities and under health facilities we have the government health facilities and CHAM facilities being part of the program now. It starts from Lilongwe ministry of health to DHMT and to health facility. Then from the health facilities it breaks down to beneficiaries, the pregnant women and new born. From the district because it is run through the government we also have the district councils and they are responsible for ensuring that government programs are implemented effectively. Now from the donor side we have the government of German, the government of Norway , these two governments agreed to put their money in a pool in a bank  which we call KFW and KfW is a German bank that  implements programs on behalf of German government, so we are calling  our donor KFW  but it is just a bank and government of Norway and government  agreed to put money in one bank ,for instance you and me agree to put money at Ned bank and then it starts funding people or projects and then when  they are asked about their donor and they say they are funded by Ned bank.
So briefly those are the major players of course we liaise with SSDI, DFID, USAID and other programs like Action Aid. They are not the major stakeholders though.
KM:  That’s a lot that means I have to meet at least one of the representatives from the actors you have mentioned.

MN: Yes if KFW allows you to study in details. The challenge also is KfW will not allow you to meet government of German, so me my role is to  introduce you to KfW because me I do not talk to  government of German myself they are layers,  for example if am to meet the Norwegian delegation I only do it in the presence of KfW because much as they are funding the pilot together government of the German is the major donor and Norwegian is the side donor so whatever they are doing  German government has a final say, the Norwegian put their ideas through German government , so you cannot meet either of them directly unless KfW authorizes you.

KM: What about meeting the KfW itself?

MN:  it is going to be me introducing you to KfW and then it will introduce you to other partners,  there is a protocol even in districts the DHMT cannot come to me directly if they need  money for cash transfers they need to pass through the coordinator and then to me.

KM:  I just want to know how the project is monitored and evaluated.

MN:  we have a number of evaluations that are ongoing, while some of them have been sponsored by Norwegian government through NORAD, they did a baseline study seeing the indicators and now they are collecting the data and the idea is to inform us whether RBF is working or not, whether they are improvements on MNH, there is some study done by us  with support from university of Edinburgh and college of medicine, so that’s one study being planned.  We have had a number of masters students doing case studies from university of Edinburgh, we hope to do the revaluation in this current phase. And lastly we do routine monitoring we have people like our Monitoring and Evaluation expert that are evaluating the program; he looks at the data on a day to day basis. every month our health facilities submit reports and we have a database system where we monitor the results, for example if Balaka district hospital reported 100 deliveries last month and now have 20 deliveries we track data and we monitor the purpose of the report and as a program we ask questions on a monthly basis on why is this happening.
If they go wrong we ask question, so we do routine monitoring and evaluation, annually we have technical team coming to Malawi to look at how we are progressing as a program.
KM: you mentioned various actors, Monitoring and evaluation Expert.  I just want to know the nature of work involved and working relationship.
MN: well, we have ethnography where myself the program officer leads the team, then we have the technical manager which is the monitoring and evaluation expert, then we have the deputy technical manager the RBF coordinator, then we have finance and procurement manager, then administrative officer then we have district health officer which has just been recruited and then we have the program accountant and the driver. Then we have a part-time consultant. Now on a weekly basis every Monday we meet as a team, to discuss the activities and that is one level of interaction they share the experiences from the field and feedback. Then every week the technical team me, monitoring and evaluation expert and RBF Coordinator  meet to review technical  issues for example if  people are complaining that the indicators cannot be achieved , people are saying cash transfers are not reaching the women or if women are saying cash transfers are not good for them or  if they are bottle necks. Then we also have the finance meeting with the finance manager to discuss about the cash flows in the districts, fraud control mechanism, how to make sure the money sent to the districts is passed on to beneficiaries and etc.  If its promotion then finance manager, coordinator and me sit down to discuss, so the interactions are weekly and they do share the feedback. We usually divide our activities into components, we have the supply side component headed by technical manager and the demand side component headed by RBF coordinator. The demand side is usually women and conditional cash transfers. And if it is dealing with the health facility like the indicators not reached then it is the supply side. Every month the demand side meets the supply side and me am always in the middle, the coordinator will say women are not coming to the health facility and the health workers are not providing quality care, yet were are proving the health care but they are not going to the health facility and then we sit down and discuss how to deal with this issue.
KM: I want to know the criteria for selecting the contractor, did you call for applications?

MN: We did call for applications and conduct the interview. For key positions like my position the donor has to interview you. As a team leader I had an interview with the donor and then the donor interviewed him and after interview, the donor authorized and also the ministry had to give objections. It has to pass through the donor, ministry and options, even if the donor likes the person if ministry does not approve then one cannot be hired. Options , the donor and the Ministry have to approve for one to be hired.
KM: When I went to the districts I saw waiting hostel and extension of a maternity wing. I want to know how you do the structures; do you have the standard structure? And who suggests the structures?

MN: we did an infrastructure assessment and then we came up with the reports and then we did say based on the results from the assessment we sat down and see how to support the health facility. Then our assessment team also did asses the existing structures whether to extend or build a new one because some structures cannot be extended instead we just build new ones. For instance after assessment we saw that Dedza district hospital needed waiting hostel and an extension of a maternity wing. Then after the assessment they recommend what should be done to a particular health facility. On the infrastructure itself we contact PAM (Ministry of Health Infrastructure Department) department which is in charge of the entire infrastructure within the ministry of health to guide us on how to build and give us a plan for a maternity section infrastructures. The ministry of health infrastructure department would now go to the district and contact the infrastructure team at the district level, so we conduct a meeting to brainstorm and that’s where they give suggestions that if we were to do this we should do this way, then we call for a tender for architects and contractors like the white guy you saw when you visited Balaka, they apply for biding, the bid opening ceremony is not even done by us, it is done by  Ministry of Health and  the donor, they sit down and look at the number of bids, review the bids and decide on the best following the biding  standard of Ministry of Health. After the contractors  have been selected we draft a contract and it is reviewed by the Ministry of Health and the donor and they give a go ahead. When the designs are made usually it is the ministry of health designs and they have standard design for everything be it maternity section, staff houses and etc. by the end of the day they will say we us  ministry of health this is our standard design for the infrastructures that you are going to make. That is why you will find same design in different places of different weather conditions. Like Balaka is hot but they have the same design as Dedza with small windows.
KM:  That’s what we saw and I was about to ask.

MN: Exactly, that is the problem of using standard measures, we have received complaints on this but there is nothing we can do unless the DMHT present their views to the ministry us we are just doing what the ministry told us to do.

KM: Thank you very much; I should not preempt everything I will be back for more as long as KFW gives an objection.

MN: You are welcome; I will get back to you by next week.

IMPRESSION
The meeting was very vital and I have learnt a lot of things since MN is a key informant as long as options is concerned, and he was quite eager to provide the information although he told us to get consent from KFW first, this is good from experience some people could have just said I will be able to talk as soon as you get consent from KfW
I have managed to grab at least 40% 0f the information we are looking for. They are some in-depth issues that we cannot get from other actors, for instance on construction I do not think if we could visit the contractor could have been able to tell that the design was made and approved by the Ministry. 
