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Mid Term Review (MTR) of the programme of Work for the Malawi Health Sector:
Specific Terms of Reference for the Team Leader

Background

The Government of Malawi in collaboration with Development Partners finalised the
six-year Programme of Work for the Health Sector in 2004. The basis for this plan was
the Essential Health Package (EHP) which entails a minimum package of services to
be provided free of charge at point of delivery to all Malawians.

The POW has been implemented at the national and district level since October 2004
with financial and technical support from the Government of Malawi and
Development Partners.

The agreement to finance and support the programme of work was formalised in a
memorandum of understanding using a SWAp (Sector Wide Approach). This has
provided a common framework for health sector planning, budgeting, financing,
financial management and reporting and monitoring and evaluation as well as
agreement on both yearly and midterm reviews. In line with this provision, a Mid
Term Review (MTR) of the Health Sector Programme of Work (POW) is being
proposed. This review will incorporate key health sector and other relevant reports
from other sectors from the financial years 2004/2005-2006/2007. The Mid Term
Review will be the primary focus of the Joint Health Sector Annual Review meeting in
September 2007.

Aim of the Mid Term Review:

The overall aim of the review is to assess the progress made in reaching the purpose of
PoW, i.e. ensuring increased availability of quality EHP services as well as increased
Utilization of EHP and Other Health Services

Specifically, the MTR is expected to:

1. Assess progress in meeting POW output targets and trends towards meeting health
outcome targets as stipulated in the SWAp ME&R framework

2. Assess progress and achievements in the implementation of the pillars of the POW
and related health sector policies and strategic plans in the delivery of the Essential
Health Package

3. ldentify resource and capacity needs as well as constraints in implementation of
POW

4. Review financing modalities, harmonisation, alignment and the systems that have
been developed to coordinate and implement the SWAp POW.

5. To identify and propose relevant policies that would accelerate achievement of
POW goals and objectives.
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Key areas for the Review:

1. Progress in achieving the pillars of the POW and related health sector strategic
plans in delivery of the EHP in the context of wider government reforms and
other influencing factors beyond the health sector.

1.1.To review the relevance of each pillar of the POW in relation to achievement
of health sector goals and objectives

1.2.To assess progress towards setting up systems and structures necessary for
implementing the POW/EHP

1.3.To review the working relationship with other ministries/Institutions to
ensure effective implementation of the POW [Including the following; Ministry
of Finance, Department of Human Resource Management & Development
(DHMRD), Ministry of Local Government, Office of the Director of Public
Procurement (ODPP and NAC)]

1.4.To assess contribution of Public Private Partnerships in achieving POW outputs

2. Progress in meeting output targets

2.1.To assess progress made against midyear and Annual review milestones

2.2.To assess progress made against SWAp Monitoring Evaluation & Research
framework targets during the first three years of the POW implementation (to
the extent possible).

2.3.To assess performance of individual districts against selected indicators.

2.4.To assess whether progress in POW pillars is leading to more equitable local
health services meeting the needs of the poor and vulnerable population

3. Resource and capacity needs as well as constraints in implementing the POW

3.1. *To re-assess the cost of the POW implementation in the light of current
disease burden, type and volume of intervention and macro economy

3.2. To assess the level, appropriateness and sustainability of health care financing

3.3. To project resources available from Government of Malawi (GoM) and
Development Partners (DPs) for the remaining phase of the POW and to
recommend strategies to close the financial gap

3.4. To assess the capacity of the MOH and DPs to implement the POW taking into
account any ongoing work.

4. Financing modalities and harmonisation and alignhment within the SWAP
framework
4.1.To assess the effectiveness of the financial modalities of each partner (GoM,
Pool and Discrete donors) to the health budget during the first three years of the
POW implementation

4.2.To assess the level of partners’ harmonisation and alignment of operational
requirements in line with the Health SWAp MOU

4.3.To assess the extent to which DPs, MoH and GoM have harmonised their
Planning, Monitoring and Evaluation activities in line with the Health SWAp
MOU.
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4 .4.To assess the extent of harmonisation of M&E activities with other frameworks
such as MDGs, MGDS, NAC’s M&E and MOLG’s M&E.

4.5.To assess the effectiveness of the SWAp Governance structures and review
process in promoting harmonization, coordination and collaboration and
reducing level of effort amongst all stakeholders (ie Health sector review group
constituencies)

5. Policies for accelerating achievement of POW goals and objectives
5.1. To assess the relevance of current policies in achieving the POW goals and
objectives view of the above
5.2. To recommend areas for future policy formulation

Structure of the Review

The Mid Term Review is the responsibility of Ministry of Health with support from all
partners supporting the implementation of the Programme of Work. It should be seen
as an integral part of the health sector SWAP process. The overall responsibility of
the process will be with the Secretary for Health.

The SWAp secretariat shall coordinate the MTR process supported by the Health
Management Information Systems (HMIS) Unit. The Steering committee for the MTR
will be the Monitoring and Evaluation and Research Technical Working Group within
the SWAP Governance framework. The review shall be carried out by the external
consultants who will be supported by the relevant department personnel. The
consultants may need to be teamed up with individuals identified from among the
Health Sector Review Group constituents.

The draft Mid Term Review Report will be presented for discussion at the 2007 Joint
Annual Review conference. The final report shall be presented circulated to the
senior management committee and all constituents of the Health Sector Review
Group.

Proposed Methodology for the Review
The evaluation team will:

1. Review appropriate documents & reports including but not limited to the
following:

The Health SWAp MOU

Health SWAp Midyear Review Reports

Health SWAp Annual Review Report

Health Sector Annual Reports

HMIS Bulletins

The POW and EHP Documents (2004-2010)

Minutes of Technical Working Group meetings

The Health SWAp Monitoring &Evaluation & Research Framework

S N OO0 T
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and Indicator matrix
Annual Implementation plans (and also DIPs, ZIPs, CHIPs and HIPs)
Copies of Service level Agreements
Financing Agreements for sub-vented Institutions
Expenditure Reports
. Audit Reports
DHS 2000 and 2004
National Health Accounts
Multi Indicator Cluster Survey (MICS)
Welfare Monitoring Survey Report
Road Map for Reduction of MM
National HIV/AIDS Strategic Framework
Country wide Situation Analysis report on HIV/AIDS services
HRH Strategic Framework
MGDS
. Food Security Monitoring Report (MVAC)
Relevant Policy/Guidelines documents

XE<SECTYNODOS gAY

2. Consult all major stakeholders at different levels of the health sector
including the following:

a. Meetings with Head of Departments, Units within the MoH and
other relevant GoM Ministries, Health Professionals Regulatory
bodies and Departments such as MoF, MoLG among others

b. Visits to selected Zonal, District Health and District Assembly
Offices as well as a sample of health facilities as may be necessary.

C. Meetings with other Health SWAp Partners including CHAM
Secretariat, Development Partners and Non Governmental
Organizations

d. Meetings with Chairpersons of Various Technical Working Groups of
the Health SWAp and attend ongoing /specially convened TWG
meetings.

Outputs

The main output of the review shall be:

a) an executive summary of not more than 10 pages

b) a draft main report with evidence based recommendations.
The team leader shall submit the draft report to the MOH and HSRG by 10" of
September 2007.

Team Composition
A core team of consultants will be required in the following areas.

The team should be comprised of experts in
1. A team leader who will be an expert in Public Health Policy, Health Planning
,M& E and SWAps
2. HR/institutional development expert
3. Pharmaceuticals (systems in particular) expert
4. Public Health experts to review the delivery of the EHP.(x2) This will include
review of equipment and infrastructure.
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5. A health economist/ Financing expert with strong public health backgrounds
and understanding of health equity issues and have worked within a SWAp
environment.

6. Procurement specialist

7. Financial management specialist.

Duration of the assignment

The review team will be expected to carry out the review in August and September
2007, and have a draft report ready for presentation by the Team Leader at the Joint
Annual Review meeting to be held at the end of September 2007.

Specific Tasks for Team Leader

The Team Leader will take overall responsibility for the fulfilment of the Terms of Reference
by the Mid Term Review Team and team members will report to the TL. The Team Leader
will ensure that specific tasks of all other team members are clarified and that team
members perform their expected roles in accordance with the ToRs. The Team Leader will
propose the layout of the MTR final report, propose a programme of work to accomplish the
task, and will produce the MTR final report in accordance with the TOR. The Team Leader
will ensure that all the Consultants work as a team and interface with each other to produce
the consolidated draft report by 10" September 2007.

The Team Leader will be available to present the findings and recommendations of the Mid
Term Review Team during the Annual Review of the health SWAp to be held 25—28"
September 2007.

The Team Leader will coordinate the finalisation of the Mid Term Review report based on
comments and inputs from the Mid Term Review Steering Group and Annual Review.

Reporting

The Team Leader will liaise directly with the Director SWAp Secretariat. The Steering Group
for the Mid term Review will be a Task Force chaired by the Director SWAp under the
Monitoring and Evaluation and Research Technical Working Group within the SWAP
Governance framework.

The Team Leader contract will be issued by DFID. The main point of contact for contractual
issues will be Comfort Khembo (DFID, Health and HIV and AIDS Programme Manager).
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Terms of Reference for each key area of the POW
Human Resource

1. To review the appropriateness of the staffing norms in the POW by level of service
delivery
2. To appraise the current staffing level and relate them to the human resource
requirements for the sector.
3. To appraise the equity in human resources distribution including hard to reach
areas.
4. To examine the package of incentives.
5. To examine the progress and institutionalisation of the training and deployment
policies.
6. To comment on the support to training institutions and progress made in meeting
targets or potentially meeting targets.
7. To propose projection of human resource needs for the remaining period of the
POW based on HR strategic plan.
. To review progress in setting up of HRHMIS.
. To assess progress made in achieving targets of the 6 year training plan and
Emergency Human Resource Programme (EHRP)

Nele.)

Pharmaceuticals Technical

—

. Review the progress in forecasting, procurement and distribution and supply of
drugs for the financial year

Review the integration of supply system

Review reports on drug availability at all levels of health care

Validate the quantification date and methods and whether projections are valid.
Review the quantification to date and the supply chain manager

Review the implementation of the CMS improvement plan.

Assess the adequacy of the proposed minimum set of pharmaceuticals, supplies
and sundries for the delivery of the minimum health care package by levels

N VAW

Health Infrastructure and equipment

1. Review the progress in the implementation of the Capital investment plan.

2. Appraise any guidelines related to infrastructure development and equipment.

3. Propose recommendations for the remaining period of POW and beyond,
particularly the requirements for upgrading of Health Centres and new
construction.

Delivery of Essential Health Package (EHP)

1. Review the progress made in the implementation of the EHP to date.
a. At district level (inputs, process and output)
b. At national level (performance of technical programmes in carrying out
their core functions).
c. At community level
2. Critically assess the content of the plans of the disease technical programmes in
support of the EHP.
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3. Review the progress, challenges/constraints in strengthening the partnership with
the private sector ( CHAM, BLM etc, )

4. To assess the extent for which Service Level Agreements are contributing to
access of EHP by the rural poor

5. Assess if financing patterns correspond with delivery of EHP package

Financing

1. Review the initial finance estimates of the POW including costs and resources
available

2. Project costs and resources available from all sources for the remaining phase of
POW and recommend strategies to close the gap,

3. Critically assess the flow of funds from sources to service delivery points, and
propose ways of improving the transfer of funds.

4. Review financing implications for service level agreements

Financial Management

1. Review the financial management systems at headquarters and district levels

2. Review progress on the financial management improvement plan

3. Assess level of implementation of recommendations from the audit. (in
relation to the improvement plan.

Procurement

1.

Review progress on the institutionalisation of the procurement function at district
central hospital and MoH headquarters. (The functioning of IPC’s).
Review progress of the Procurement improvement plan in relation to

recommendations of the procurement audit.

. Review progress in the implementation of the procurement plans

Planning and Monitoring

1.

2.

No

Review the implementation of the integrated supervision check list at district
level.

Review existing data sources (household surveys, DHS etc) in terms of data
collection on utilisation, consumer satisfaction for users/non users of health
services and propose strategies for next POW period

. Review the appropriateness of the SWAp Monitoring indicators and the targets

with particular reference to increasing the amount of segregated data (by gender,
socioeconomic groups)

Review the progress made with HMIS, its use and appropriateness and relevance in
terms of numbers and choice of indicators given the workload at each level of
service delivery.

. ldentify and assess the appropriateness of the mechanisms and tools put in place

to improve the planning capacity for the delivery of health services in the
Districts and Central Hospitals

Review progress in the setting up and functioning of zonal offices.

Review the applicability of the provisions in the SWAP MOU and other instruments.
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Decentralisation

1. Appraise the appropriateness of the proposed changes made in the organisational
structure of health care delivery in the districts in light of the objectives of
Government Decentralisation Policy and POW including the restructuring of the
Local Government systems.

2. Examine to what extent inter sectoral collaboration at the district level has
facilitated timely and orderly implementation of the POW

10
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INCEPTION PLAN MATRIX

Information required

| Responsibility

| Questions

Objective 1: Progress in meeting output targets and trends towards meeting outcome targets

1.1 To what degree have output targets
expected to be met by this time actually
been achieved

EHP consultant
M&E consultant

What progress has been made against mid-year and annual review milestones?
What progress has been made against SWAp Monitoring and Evaluation & Research
framework targets during the first three years of the POW implementation

To what degree does achievement of POW indicators have a real impact on progress
towards achieving the MOH’s mission?

1.2 What are trends towards meeting
outcome targets?

EHP consultant
M&E consultant

How well is progress towards meeting output milestones leading the POW to achieve its
outcome and impact indicators?

To what degree is progress in POW pillars leading to more equitable local health
services that meet the needs of poor and vulnerable populations?

1.3 How equitable is performance across
districts in meeting selected targets?

EHP
M&E

Look at selected indicators, how well do districts compare with each other in terms of
performance?

What are the factors leading to strong and weak performance?

How equitable is performance of the health sector in terms of reach into all communities
in Malawi?

How equitable is the performance of the health sector in terms of reaching those most
in need, in particular women and children?

1.4. What progress is being made in
improving performance of national
technical programmes?

EHP
SRH Team

How well have national technical programmes performed in carrying out their core
functions?

How relevant and effective are the disease technical programme plans, in terms of
achieving EHP targets?

How well are national technical programmes being implemented throughout the
different levels of service delivery?

Objective 2: Progress in achieving the pilla

rs of the POW and other health sector strategic plans in delivery of the EHP

2.1. How relevant is each POW pillar in
relation to achieving health sector goals
and objectives?

M&E consultant

Can health sector goals and objectives be easily mapped into the different pillars?

Are there gaps between those interventions emphasised through the pillars and POW
when compared to overall health sector objectives to be achieved?

What other pillars or interventions would be required to ensure all objectives are met?

2.2. How well have those systems and
procedures necessary to supporting the
POW been set up and are operating?

M&E consultant

M&E Systems

What are the basic elements of the current M&E system and how well are they
integrated ? Do they meet international standards for a robust HMIS?)

How well is the integrated supervision list working at district level?

How valid and reliable is data collected through existing data sources?

How well are the specific HR needs for the HMIS met - and are there steps that can be
taken to improve this?

What progress has been made in institutionalising the HMIS at each level of service
delivery?

11
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M&E Consultant

Pharmaceutical
consultant

Procurement
consultant

Planning Systems

Dru

Procurement and Logistics systems

g Supply systems

How appropriate has the choice of indicators, and number of indicators been within the
HMIS, given the workload required at each level of service delivery?
How well do the disease specific programmes integrate with the HMIS?

How is this data being used effectively for planning and monitoring purposes?

How appropriate are the SWAp monitoring indicators and the targets therein, especially
in light of increasing segregation of the data (by gender, socio-economic groups etc.)?
What are, and how appropriate are, the mechanisms and tools put in place to improve
the planning capacity in Districts and Central Hospitals?

How well do annual plans, annual budgets and annual reviews link internally and to the
PoW.

How well is forecasting, procurement, distribution and supply of drugs operating? What
are the strengths and weaknesses of the current system?

How well have the systems been integrated?

How reliable are drug supplies to all levels in the health system? What have been the
factors behind stock outs?

To what degree are pharmaceutical supply projections valid?

How well has overall supply chain management worked to date, and in particular
quantification.

What progress is being made in implementing the Central Medical Stores improvement
plan?

How likely is the proposed minimum set of pharmaceuticials, supplies and sundries
going to be sufficient for the delivery of the minimum EHP at all levels?

What progress has been made in institutionalising the procurement function at district
central hospital and MOH headquarters?
What is the broad estimate of proportion of procurement using government systems vs
parallel systems?
How well is the Procurement Improvement plan achieving the actions recommended in
the procurement audit?

o What improvements have been made since the procurement audit, and

what are the major areas that still need strengthening?

What are the strengths and weaknesses to current procurement plans in terms of how
well understood they are, levels of authority and fit with national procurement policies?
Are there relevant procurement reforms going on at central government and if so is the
health sector linking in with these?
How well are the bilateral/multilateral partners organized to support procurement

12
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reforms across government?

2.3. To what degree are relationships
with key MOH government partners
helping or hindering effective
implementation of the POW?

Institutional
Development

¢ What are the key relationships between line ministries and other governmental bodies
(NAC, ODPP etc?)

* How functional are the Service Level Agreements with each of these partners?

*«  What are opportunities and constraints to operationalising fully the SLAs?

* How could relationships be further strengthened?

¢ Where SLAs do not exist, how are relationships mediated and how well are they
functioning?

2.4. To what degree has the
decentralisation process helped or
hindered the effective implementation of
the POW?

Institutional
Development

« How appropriate have been the proposed changes made in health care delivery in
districts?

¢« To what extent has inter-sectoral collaboration at the district level facilitated timely and
orderly implementation of the POW?

¢ How far has progress been made in setting up zonal offices to support the
decentralisation process in the health sector?

2.5.How effective are public private
partnerships in supporting achievement
of the POW outputs and outcomes?

Institutional
Development

* What are the main private partnerships engaged in by the MOH?

¢ According to CHAM, BLM and MOH, what have been the strengths and weaknesses of
the parternships?

* How could these partnerships be further strengthened to ensure full implementation of
national strategies and programmes?

Objective 3: Identify resource and capacity needs as well as constraints in implementation of the POW

3.1 What have been the financial
needs, as well as constraints in
implementing the POW?

Financial
management
consultant 1

Financial
management
consultant 2

Finance and Accounts

« Review the initial finance estimates of the POW including costs and resources available

* Project costs and resources available from all sources (GOM and DPs) for the remaining
phase of the POW and recommend strategies to close the gap

¢ Critically assess the flow of funds from sources to service delivery points, and propose
ways of improving the transfer of funds

* Review financing implications of service level agreements

Financial Management

¢ Review the financial management systems at headquarters and district levels

* Review progress on the financial management improvement plan

¢ Assess the level of implementation of recommendations from the audit, in relation to the
improvement plan

3.2. What have been the human
resource needs and constraints in
implementing the POW?

Human resource
consultant 1

Human resource numbers

e How appropriate are staffing norms in the POW by level of service delivery?

* How well do current staffing levels fit with the human resource requirements in the health
sector?

13
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¢ How equitably are human resources distributed throughout the country, and in particular
in hard to reach areas?

¢ What is the projected human resource need for the remaining period of the POW, when
considered against the HR strategic plan?

¢ What progress has been made in setting up the HRHMIS for tracking HR for health?

Human resource training and incentives

¢ How appropriate and effective is the package of incentives provided to health workers?

* How well are training and deployment policies being institutionalised throughout the
health sector?

* How appropriate and effective is the support being given to training institutions?

* How well is training of health workers progressing towards meeting targets?

¢ How likely is it that targets will be achieved for the 6 year training plan and the
Emergency Human Resource Programme?

3.3. What have been the infrastructure
and equipment needs and constraints in
implementing the POW?

Infrastructure and
Equipment
Consultant

¢ What progress has been made on the Capital Investment Plan?

* How appropriate, effective and efficient have the guidelines for infrastructure and
equipment been to date?

¢ What are the requirements for upgrading Health centres, or constructing new health
centres, for the remaining period of the POW?

¢ What other infrastructure and equipment requirements are there for the remaining period
of time?

Objective 4: Assess financing modalities and harmonisation and alignment within the SWAp

4.1. How effective have the financial
modalities of each partner (GOM, Pool
and Discrete) been for supporting POW
implementation?

Health financing
consultant

* What have been the relative and absolute strengths and weaknesses of the different
modalities?

* How could current modalities be improved and streamlined to ensure greater effectiveness?

* What is the broad balance between aid instruments in use?

* What is the broad estimate of on/off budget sector financing?

4.2. How appropriate and sustainable is

Health financing

* In light of the Malawi’s macro-economy and projected performance, is current and project

the current level of health care consultant health expenditure appropriate and sustainable?
financing? * What needs to change or improve to increase both approrpriateness and sustainability?
* Is there one unified budget covering the whole of the sector spending ?
* Is there one unified budget covering the EHP /POW spending?
4.3. To what degree are partners’ Governance * Are operational requirements fitting with MOU agreements? If not, where is there not a
operational requirements aligned and consultant good fit and why?
harmonised as per the Health SWAp
MOuU?
4.4. To what extent have DPs, MOH and Governance ¢ Are all activities planned and funded by different stakeholders captured within the POW and
GOM harmonised their planning, consultant monitoring reports?

monitoring and evaluation activities as

* Are sector partners using the POW monitoring reports for their reporting needs or are they

14
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per the Health SWAp MOU?

carrying out additional monitoring excercises ?
¢ Where is there divergence from the POW and why?

4.5. To what extent have M&E activities
been harmonised with other frameworks,
such as the MDGs, MGDS, NAC's M&E
and MOLG's M&E?

Governance
consultant

M&E consultant

¢ Do the POW indicators reflect MDG targets and are results reported on effectively?

* Are POW indicators reflected in the MGDS? How are they captured in GOM reporting?

¢ How aligned is the HMIS with NAC’s M&E requirements? What improvements could be
made?

¢ How aligned is the HMIS with the MOLG’s M&E? What improvements could be made?

4.6. How effective are the Health SWAp
Governance structures, partnerships and
review processes in promoting
harmonisation, coordination and
collaboration, and in reducing
transaction costs across all stakeholders.

Governance
consultant

¢ How applicable have the Health SWAp MOU provisions been in practice?

¢ Is there clarity regarding the roles, responsibilities and comparative advantage of the
various governance structures (clarity both amongst members of these structures and
when viewed by the GoMalawi departments and other stakeholders)?

¢ What are the strengths and weaknesses of current governance structures?

¢ Is there clarity regarding the roles, responsibilities and comparative advantage of the
various partnership fora (clarity both amongst partners and when viewed by the GoMalawi
departments and other stakeholders)?

¢ What are the strengths and weaknesses of the various coordination mechanisms?

* How well have different stakeholders harmonised their health SWAp review processes to
date?

¢ How well is the health SWAP integrated with coordination mechanisms for HIV?

Objective 5: To identify and propose relevant policies for accelerating achievement of POW goals and objectives

5.1. How relevant are current policies
for achieving POW goals and objectives?

Whole team

¢ Based on findings from the analysis provided to the above questions, are the
policies/strategies ?currently in place appropriate and effective for achieving the POW?
* What are the key bottlenecks and gaps in policy?

5.2. What should be considered for
future policy formulation?

Whole team

¢ What recommendations would the team make to solve bottlenecks and fill in gaps in
policies as they now stand?

15
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ANNEX 3:
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Hon. Marjorie Ngaunje, M.P.

Mr.Chris Kang’ombe
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Mr Geofrey Chirwa
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Mrs Ngulube
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Mrs Stella Sagawa
Mr. S.P. Chembe

Malawi Government Partners,

Minister of Health

Secretary for Health

Director of Finance and Administration

Director of Finance

Controller of Accounting

TA, Senior Financial Management Specialist

TA, Senior Financial Management Specialist
Internal Audit Department, MOH

Director, Preventive Health Services

Director, Planning

Deputy Director, Planning (HMIU)

TA, HMIU

Acting Director, Clinical Services

Acting Director, Nursing Services

Director, SWAp Secretariat

Deputy Director, SWAp Secretariat

TA, SWAp Secretariat

TA, Department of Planning,

CHRMO

Assistant Human Resource Management Officer, HR Unit
TA HRD, HR Unit

HR Unit

TA, HR planning

TA, HR management

Chief Systems Analyst

Chief Procurement Officer

Principle Procurement Officer

Director, Reproductive Health Unit

Deputy Program Manager, Reproductive Health Unit
Technical Adviser on Maternal and Newborn Health, RHU
Programme Manager, National Malaria Control Programme
Director, TB Control Programme

HIV / AIDS Unit, MOH

Deputy Director, Community Health Sciences Unit
Data Manager, Expanded Programme on Immunisation,
Programme Officer, Child Lung Health Programme
Head, Epidemiology Unit, CHSU

Principal Nutritionist, Nutrition Unit, MOH
Programme Manager, Skin and Leprosy

Executive Secretary, Health Services Commission
Chair, Health Services Commission

Deputy Secretary, Health Service Commission

Lilongwe

Mr. Randson P. Mwadiwa,

Mr. R. A. Kampanje
Dr. Naomi Ngwira
Dr. Alfred Nyasulu
Mr. B.Y. Mganga
Mr. R.A. Perekamoyo,
Mrs. Fiona Kalemba,
Mr, Willie Samute
Mr. Ligomeka

Dr Bizwick Mwale
Mr. Zimba-Bondo
Mrs E Makhole
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Accountant General, Ministry of Finance

Director, Aid and Debt, Ministry of Finance

Deputy Director, Aid and Debt, Ministry of Finance
Chief Accountant (Project Manager IFMIS), Ministry of Finance
Assistant Budget Director, Ministry of Finance
Assistant Parliamentary Draughtsman, Min. of Justice
PS for Public Sector Reform, OPC

Director of Local Government Services, MOLG
Executive Director, National Aids Commission
Director, Management Services, DHRMD

Assistant Director Management Services, DHRMD
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Director of Finance and Administration, CHAM
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USAID
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African Development Bank/MOH

DFID, Health and HIV Advisor

DFID, Deputy Health Advisor

DFID, HIV Programme Officer

DFID, Health and Governance Advisor
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World Bank, Health and HIV Coordinator
GTZ Health

GTZ Consultant
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Department of Community Health, College of Medicine
Senior Accountant, College of Medicine

Asst. Finance Officer, College of Medicine

Project Accountant, College of Medicine
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Principal, Kamuzu College of Nursing

Director, Malawi College of Health Sciences
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Asst. Registrar, Malawi College of Health Sciences
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Ms.Rose Kolola Dzimadzi
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Zonal Supervisor, Northern Zone
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Asst. Zonal Officer, Northern Zone

Zonal Health Officer, Head of Southern Zonal Support Team
Zonal Technical Assistant
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Programme Officer (M&E) Central East Zone, Salima

Acting Director, Zomba Central Hospital

Chief, Health services Administration, Zomba Central Hospital
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Matron, Zomba Central Hospital

Specialist Ophthalmologist, Kamuzu Central Hospital
Director, Mzuzu Central Hospital

Medical Officer, Mzuzu Central Hospital
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Mr. Jim Mutafya

Mr. Kitson V K Musani
Mr. Sifu Nyasulu
Various staff

Dr George Mwale,
Tom Chisale,
Stephen Polela,

Mr. Thomas Makiwa

Procurement Officer, Mzuzu Central Hospital

Principle Accountant, Mzuzu Central Hospital

Hospital Administrator, Mzuzu Central Hospital

Mzuzu Central Hospital (Maternity, Pharmacy, etc)

Director and team, Queen Elizabeth Central Hospital, Blantyre
Chief Hospital Administrator; Queen Elizabeth Central Hospital
Sr Asst HRMO, Queen Elizabeth Central Hospital

Principal Accountant, Queen Elizabeth Central Hospital

Central and Regional Medical Stores

Mr. | Zingano

Mr. M Juma

Ms Christine Phiri
Mr. Nyirinidi

District Level Interviews
Dr A Maida

Mr C A P Kalemba

Mr Kambiya

Mrs Violet Kamfose
Dr. Moses Ngwira

Mr. Charles Chapalata
Mr. Chavinda

Mr. Kasonda

Mr. Andrew Musomali
Mr. Andrew Mhcago
Mr. Musanyaibere

Mr. Mkandawya
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Mr. Chalusa

Mrs. Towela Maud Kumwenda

Mr. Darwin Mungoli

Mr. Helton Walutundu Gondwe

Mr. Benson Mbale

Mr. Stanley Fusani
Mrs. Mary Kamuyanja
Mr Solomon Mpawa
Ms Flora Mphaya

Mr D. Newa

Mr Mvula

Mr Sekani Meja

Mr. Lomosi

Mrs. Caroline Banda
Village Health Committee
Safe Motherhood Committee
Dr Theonest Bugingo
Sr. Rose Guevarra

Sr. Teresita Cheung
Agnes Mpamang'ombe
Annie Mwanza

Mr. Charles Makanga
Mrs. M.Kabambe

Dr Chimota Phiri

Mr A. Mhangu

Mrs Mhome

Mr Kalimbuma

Mr Malauzi

Mrs Sandramu

Mr. Albert Mbowe

Mr. Kambeni

Mrs. Ngwata

Mrs. Kapenda

Director, Central Medical Stores
Procurement and Stores Manager, Glocum
Northern Regional Medical Stores
Northern Regional Medical Stores

District Health Officer, Lilongwe District Health Office
District Commissioner, Lilongwe District Assembly

Clinical Officer in Charge, Kabudula Rural Hospital, Lilongwe
Acting DHO, Dowa District Hospital

Deputy DHO, Dowa

Accountant, Dowa District Hospital

DHO, Rumphi District

District Health Office Administrator, Rumphi District

District Commissioner, Rumphi District Assembly

Director of Finance, Rumphi District

In-Charge Bolero Health Centre, Rumphi District

Medical Assistant, Bolero Health Centre, Rumphi

Asst. Environmental Health Officer, Bolero Health Centre
In-charge, Mzuzu Health Centre

Nursing In-Charge, Nhkata Bay Hospital

Hospital Administrator, Nhkata Bay, Hospital

Asst. Procurement Officer, Nhkata Bay, Hospital

Asst Accountant, Nhkata Bay, Hospital

Acting Accountant, DHMT Zomba

Senior Accounts Assistant, DHMT, Zomba

Clinical Officer I/C, Matawale Urban Health centre, Zomba
Reg Nurse Midwife, Matawale Urban Health centre, Zomba
Senior Clinical Officer, Matawale Urban Health centre, Zomba
Environmental Health Officer, Ntchisi District Hospital
Medical Assistant, Chinkhwili Health Centre, Dowa
In-Charge, Mponela Rural Hospital

Accounts Assistant, Mponela Rural Hospital

Mwandauka Village, Mponela Rural Hospital

Mwandauka Village, Mponela Rural Hospital

Medical officer, Mtengowanthenga Community Hospital (SLA Dowa DHO)

Adminstrator, Mtengowanthenga Community Hospital

Acting Hospital in Charge, Mtengowanthenga Community Hospital

Matron, Mtengowanthenga Community Hospital

Chief Community Health Nurse, Mtengowanthenga Hospital
District Commissioner, Blantyre District Assembly
Director of Finance, Blantyre District Assembly

District Medical Officer, Blantyre DHMT

Chief Clinical Superintendent, Blantyre DHMT
Administrator, Blantyre DHMT

Deputy Administrator, Blantyre DHMT

Deputy Accountant, Blantyre DHMT

Human Resource Management Officer, Blantyre DHMT
DHO, Kasungu District

Hospital Administrator, Kasungu District

Hospital Accountant, Kasungu District

Catering and Supplies Officer, Kasungu District Hospital
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Meetings Attended

Human Resources TWG

Monitoring, Evaluation and Research TWG
Financial Management and Procurement TWG
Drugs and Medical Supplies TWG

Health Donor Group
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1. INTRODUCTION AND BACKGROUND

The overall aim of the Mid-Term Review is “fo assess the progress made in reaching the
purpose of the POW, i.e. ensuring the availability of quality EHP services as well as
increased utilization of EHP and other health services”.,

This section of the report addresses Objective 1 and contributes to Objective 5 of the
Terms of Reference (TOR) for the external review.

The Joint Program of Work (POW) 2004-2010 is the first joint health development
framework within which the nascent Malawi health SWAp operates. It was developed
through a highly consultative process involving all major stakeholders including the
various Directorates of Central MOH, the District Health Teams, other health related
sectors of Government, Collaborating Partners (CPs), NGOs — notably the Christian
Health Association of Malawi (CHAM), which provides nearly 26% of health services in
Malawi (CHAM cites 37%-40%), and health related civil society organizations.

The POW was formulated on the foundation laid during the implementation of the 4™
NHP and is the contribution of the health sector to the achievement of the goals and
objectives of the Malawi PRSP 2002, its successor, the Malawi Growth and
Development Strategy (MGDS) and the MDGs.

Although Malawi has made significant progress in addressing its high burden of disease,
its health indicators remain at unacceptable levels, with some vital indicators such as
Life Expectancy and Maternal Mortality Ratio actually worsening over the past decade or
so. In view of the prevailing constraints such as gross under funding of the sector; the
severe human resources crisis that resulted in the closure of many rural health facilities;
frequent stock-out of basic essential drugs and the generally dilapidated, inequitably
distributed and under-equipped rural health facilities, a conscious decision was taken by
the Malawi Government and its collaborating partners to adopt the delivery of an
Essential Health Package (EHP) as the main vehicle for achieving the mission and goal
of the Ministry of Health. Effective delivery of this prioritized and limited package was to
be the core business of the MOH over the 6-year plan period covering 2004 to 2010.

On the basis of available local and international data, the major causes of morbidity and
mortality were defined and those conditions and diseases that contribute most to the
heavy burden of ill health and premature death were selected for priority attention. A
second level of prioritization was undertaken through the selection of a limited set of
core interventions for each of the 11 selected conditions. These sets of evidence-based
and cost effective interventions constitute the Malawi EHP. The POW also elaborated
the 6 Pillars that would support the effective delivery of the EHP, including a
comprehensive SWAp Monitoring Framework to track progress on a biannual basis, with
a midterm review and an end evaluation

Consensus on the content of the EHP and its Pillars was achieved only after nearly two
years of extensive consultations before the costing was undertaken. The POW is being
implemented under a SWAp which is in turn guided by a Memorandum of Understanding
signed between the Government of Malawi MOH and most of the key health CPs - UK
DFID, the Norwegian Government and the World Bank being the being the founding CP
signatories. The EHP and its pillars are listed below.
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COMPONENTS OF THE EHP AND ITS PILLARS
Essential Health Package

Vaccine Preventable Diseases

Acute Respiratory Tract Infections

Diarrhoea, including Cholera

Adverse Maternal and Newborn outcomes, including Family Planning
Malaria

Tuberculosis

HIV/AIDS & STI

Schistosomiasis

Malnutrition, including Micronutrients

Eye, Ear and Skin infections

Common injuries, accidents and trauma

The Pillars

Human Resources Development

Pharmaceuticals & Medical Supplies

Essential/Basic Health Equipment

Infrastructure Development

Routine Operations at service delivery leve

Central Operations, including policy & systems development

The Malawi health SWAp operates under both pooling and discrete funding modalities.
The total cost of the POW (EHP and the 6 Pillars) was calculated at US$1.5 Billion
(US$22.p.c./p.a) over 6 years but this was subsequently reduced to US$735 Million by
the MOH “after a reality check of absorptive capacity” and limited resources. This
amounts to US$17 per capita per annum compared to the US$34 p.c. estimated in the
report of the Commission on Macroeconomics and Health' for delivery of an EHP
excluding ACT and ART.

Delivery of the EHP was to be at the District Health System level, inclusive of the District
hospital and community levels and was to be undertaken through a public-private mix,
principally with CHAM, and with other private not-for-profit service providers. The highest
level of priority has been explicitly accorded to the mothers, children under-5 and to the
poor who live mostly in the rural areas.

2. METHODOLOGY

The approach used for this section is as per the methodology described in the TORs.
Briefly this included document review, site visits to the various service delivery levels
and interviews with key informants. The Review Team met most mornings under the
leadership of the Team leader to coordinate the activities of the various sub-groups,
assess progress and review the plans of work and logistics for the following days.

A parallel UNFPA funded in-depth study of the Reproductive Health component of the
EHP was also in progress and the Leader of the MTR Review Team and one of the

! Economics and Health: Investing on health for economic development; WHO-CMH, 2001
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external consultants assigned to the EHP component of the review had a useful working
meeting with three members of the UNFPA study team including its Leader. Preliminary
findings were exchanged and possible inputs into the MTR Review report were
graciously provided to us.

The main preliminary findings of the MTR were presented (and comments received) at
de-briefing sessions with the Senior Management of MOH chaired by the Secretary for
Health, and separately to the Minister of Health, representatives of the Health Donor
Group and senior managers of MOH.

3. MAIN FINDINGS AND DISCUSSION of the overall EHP

3.1 The content and selected interventions of the EHP are appropriate and in line with
current recommended practice. The package addresses the main conditions that
contribute the bulk of Malawi’s burden of disease and premature death, as well as to
the major problems of significant public health importance to Malawi.

3.2 The absence of community water supply and sanitation from the EHP would appear
to be an anomaly in a country heavily burdened by malaria and diarrhoeal diseases.
It was however, a considered decision reached after extensive discussion based on
the premise that the related interventions were not under the mandate of the MOH
and that the associated supportive activities are already an integral part of the work
schedule of HSAs; and that liaison with other extension workers is part of the HSA’s
schedule of duties and training curriculum. Safe water and environmental sanitation
are also important elements of the sector’s IEC activities'.

3.3 The flexibility that is inbuilt in the annual District Implementation Plan (DIP)
development process allows districts to accord higher levels of priority to specific
components and interventions of the EHP, and/or inclusion of district specific
essential non-EHP conditions that are of major concern to any particular district.

3.4 Concern was also expressed within central MOH about the lack of attention given in
the EHP to other serious emerging conditions, especially non-communicable
diseases (NCD) such as cardiovascular diseases, hypertension, diabetes, mental
health and cancer; while Government expenditure on treatment overseas
(particularly for cancer) was becoming a substantial expenditure item for the MOH
with only a limited number of Malawians able to benefit from this facility. Data on
NCDs in Malawi is scarce; though hospital data suggests an increasing trend in
incidence and fatality rates from NCD.

3.5The EHP has already undergone significant changes as a result of review or
development of new strategic plans of the central programmes. The changes relate
mostly to introduction of new treatment regimens, e.g. artemisinin combination
therapy or ACT as first line treatment of simple malaria, adoption of the policy on
ITNs being free of cost to high risk groups; ART at no direct cost to eligible patients;
etc. These changes are however within the framework of the original POW, their
significant additional cost implications notwithstanding.

With many of the challenges to scaling up the EHP not yet overcome, it may be too
early to consider expanding it at this stage. Home-based care, including palliative
care for AIDS patients is already within theEHP, as are breast, cervical and prostate
cancers within the RH program. Increasing emphasis on promotion of healthy life
styles and possible strengthening of the palliative care component of the current

" EHP Annex 3 — Report on Feb 2002 Discussions on the EHP, MOH
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EHP to include cancers could be an appropriate interim response. Meanwhile, the
evidence base that will guide decision making on whether or not to include NCD in
the Malawi EHP, including the cost-effectiveness of any accompanying interventions,
can be built up.

3.6 The Annual Implementation Plans (AIPs) have in general focussed on the priority
interventions of the EHP components, but with some programmes continue to
include interventions that had NOT been identified as being among the “evidence
based and most effective interventions”. While many of these may undoubtedly
contribute to achieving program targets, the practice goes contrary to the intent of
the EHP, favouring dilution rather than concentration of resources on the identified
priorities. There appears to be a need for closer scrutiny of submissions for inclusion
in the consolidated AIP budget.

An illustrative example relates to the RHU — here it is clearly evident that
maternal mortality reduction through improved access to and use of quality EmOC
services is the priority focus of the RHU; yet scarce human/and or financial
resources are being spent of activities such as Youth friendly services; Harmful
Practices; and Genital cancers; that are not within Malawi’'s “cost-effective
interventions” while the bulk of the allocation for EmOC remains tied up within the yet
to be completed process of releasing the ADB 2 funds.

3.7 There is strong evidence of increasing flow of resources (human, financial, and
material) to the districts, with resulting restoration of zeal and commitment of service
providers. Service utilization rates have consequently increased significantly with
encouraging signs of improvement in some of the SWAp output indicators.

3.8 In spite of the program of sensitization for launching the POW, interviews during the
field visits indicated that the level of knowledge and understanding of the EHP and
the health SWAp were observed to decline rapidly as one moves from the centre to
the periphery. Greater attention should be given to continuous sensitization of health
personnel and the community alike, especially on the principles of integration of
delivery, continuous availability of the EHP interventions to all Malawians; equity and
targeted approach to reaching the poorest and most vulnerable.

3.9 There is evidence of increasing inequity in both health status and effective access to
essential health care, with the overwhelming rural poor bearing the bulk of ill health
and premature deaths’.

3.10 The concept of integrated delivery of the EHP is still more theory than reality in
all the facilities we visited, and programmes such as under-5 clinics, EPI, maternal
care services mostly operate as discrete services on specific scheduled days and
times. While this may in part be due to the HRH crisis, the supervision and support
mechanisms still favour vertical service delivery. DHMT should be encouraged to
move away from the practice of operating on the basis of intervention specific district
coordinators (E.g. EPI, IMCI, FP, Safe Motherhood, STI, PMTCT, etc). DHMTs and
Zonal Support Offices should consider providing the necessary technical assistance
for the progressive integration of services at heath centre and rural hospital levels.

3.11  Public-private-mix through Service Level Agreements (SLAs) is one of the main
strategies for achieving the equity objectives of the POW. A worrying level of
persistence of the “us and them” attitude to the partnership was observed during the

! Equity in Health and Health care in Malawi: analysis of trends, Zere et al; BMC Public Health, 15 May,
2007
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field visit interviews. This was exemplified by the reported delays in commencing the
investment plans of the CHAM partners; the slow pace of increasing the number and
scope of services under the SLA; and even more serious is the reported lengthy
delays (of 7 months or more in some instances) in settling invoices from the CHAM
partners. Central MOH and the SWAp sector review group will need to keep a close
eye on the evolution of the SLA arrangements.

3.12 The 6 Pillars of the POW that are to support the effective delivery of the EHP are
discussed under separate sections of this report.

3.13 Despite the many initiatives already in place to mitigate the effects of the HRH
crisis, HRH constraints seem likely to remain the most critical limiting factor to
attaining the targets of the POW. Many of the districts are implementing diverse
schemes to mitigate the shortage of trained staff; these include providing incentives
for individuals from better staffed facilities going as “relief’ to hard to reach health
centres for periods of 4 weeks at a time on a voluntary rotational basis. This way
many of the health centres that had been closed are now operating. Similarly, the
“locum” scheme which allows staff to work additional shifts with pay within their duty
station has reduced the manning of wards and labour rooms either by untrained staff
or restriction of service. Consideration should be given to providing a special fund
that will enable Districts to engage additional trained staff on contractual basis for
deployment to targeted under-served areas of the country. This could cover the
remaining period of the POW so as to allow for their replacement through regular
employment as the HRH plan bears fruit.

3.14  Current problems with the procurement and supply chain management system
threaten to arrest the momentum that the POW and SWAp have generated. Stock-
outs of critical essential supplies (e.g. Ergometrine, hydralazine, BCG vaccine, ITNs,
STI medicines, etc.) were being widely reported during the period of this MTR. The
review team notes that steps are being taken to address these constraints.

3.15 The refurbishment, upgrading and/or erection of new health facilities are rapidly
transforming the working environment to the benefit of both patients and health
workers. Similarly for utilities, basic equipment, transport and communications. The
capital investment plan should give top priority for construction of new Health
Centres to the most under served areas, in pursuit of the POW’s equity objectives.

3.16  Also widely appreciated by all the districts and health facilities visited as part of
this review is the assurance of increased and regular funding for “Other Recurrent
Transactions” or (ORT). This discretionary facility has allowed for much needed
minor civil works, provision of uniforms, protective gear, expendable supplies for
maintaining health facilities, infection prevention activities, locum and relief schemes
described above, supportive supervision, community maternal death audits, etc.

The section that follows will review each of the components of the EHP in turn.

4. PROGRESS IN DELIVERY OF THE ESSENTIAL HEALTH CARE PACKAGE
Progress made on the SWAp PoW Monitoring and Evaluation Research Indicator Matrix
* is appended at the end of the section.

* Progress Made on SWAp PoW ME&R Indicator Matrix. Ministry of Health (September 2007).
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Vaccine preventable diseases (VPD)

VPD covers those conditions that may be avoided through child immunisation, i.e.
measles, polio, diphtheria, pertussis, tetanus, tuberculosis, hepatitis B and Haemophilus
influenza type B (HIB). The goal of the Expanded Programme on Immunisation (EPI) is
to increase access to immunisation services, provide effective and potent vaccines and
increase demand for the services in order to reduce infant morbidity and mortality rates
due to childhood vaccine preventable diseases.

Progress made towards achieving output targets

The EPI programme’s target was to achieve a 95% DPT+HepB+Hib national
immunisation coverage with at least all districts achieving coverage rate of > 82%; a
measles immunisation coverage of 85% and a dropout rate of less than 10% by 2007°.
Figure 1 below illustrates the progress in vaccination coverage. In general, there has
been a steady increase in coverage rates over the past three years for most antigens,
but the coverage remains short of the targets and the drop out rate remains above 10%.
The number of pregnant women receiving at least two doses of TTV has also declined
steadily since 2003 and is estimated at 61% as of June 2007. The proportion of fully
immunised children shows improvement from population based figures (MDHS and
MICS) to 71% coverage in MICS 2006 compared to 64% as per MDHS 2004. However
these figures fall short of those recorded in 1992 (82%) and 2000 (70%). The long term
trend in EPI coverage is worrying with apparent decline; but over the past three years
there seems to be a reversal in the trends which is encouraging. However, at the time of
the review there were significant stock outs of vaccines at the central level (no BCG and
DPT in central stores) due to procurement problems which if not corrected could
seriously compromise the performance of the programme.

The quality of surveillance has been maintained for Acute Flaccid Paralysis (AFP) and
as of end of 2006 the reported detection rate of Non polio AFP was 1.7 per 100, 000
versus a target of 2 per 100,000. However there has been persistent sub optimal
performance for some districts for both AFP detection and stool adequacy rates. Stool
adequacy for Northern Region is reported to be very poor.

For neonatal tetanus (NNT), Malawi achieved NNT elimination status in 2002 and this
has been maintained. Estimated incidence rate as of end 2006 was 0.01 per1, 000 live
births. However, active surveillance/search visits for EPI target diseases were not
conducted as planned due to problems with disbursement of funds from WHO country
Office

Trends in paediatric Hib meningitis have shown a significant decrease from an annual
incidence of above 30 cases per 100,000 population to less than 5 per 100,000
population by 2005 since the introduction of the pentavalent (DPT+HepB+Hib) vaccine
(QECH sentinel surveillance data). Comparatively, there has been no change in
incidence of pneumococcal meningitis. The decline in incidence is observed in both
urban and rural areas.

> Comprehensive EPI Multiyear Plan 2006 — 2010. Expanded Programme on Immunisation. Ministry of
Health (2005).

29



Malawi Health SWAp Mid Term Review — Full Annexes — January 2008

Figure 1. Progress in immunisation coverage
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Figure 2. Trends in paediatric Haemophilus Influenza B Meningitis
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While nationally coverage rates are generally sustained above 80% for most antigens,
there are regional differences and very few districts have achieved the target set for
measles vaccination. However the number of reported cases of measles has fallen
sharply from 1994 to date as illustrated in figure 3 below.
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Figure 3. Reported Measles cases (Exapnded Programme on Immunisation data)
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To offset the regional differences, the EPI programme started implementing the
Reaching Every District (RED) approach. The programme is targeted towards districts
with DPT+HepB+Hib3 and measles coverage below 80%. The programme started in
Chitipa, Mzimba, Kasungu, Ntchisi, Nkhotakota, Salima, Lilongwe, and Chiradzulu
targeting DHMTs and health centre staff. The programme has since expanded to
Nkhatabay, Mchinji, Dedza, Mangochi, Phalombe, Thyolo, Blantyre and Chikwawa. 1500
health workers have been trained in the RED approach and training materials for Mid
Level Management (MLM) have been adapted and initial training of trainers courses
have been run for 6 districts. These approaches will help reach groups of people
residing in hard to reach areas and some religious groups for example Zion and
Apostolic sects which do not allow their members to have vaccination, and refugees and
migrants in some parts of the country. The presence of such groups may be the
explanation for some of the low coverage observed in some districts®. Additionally,
trainings are planned for cold chain technicians and replacement of some obsolete
equipment is planned for next year. Funds for these activities have already been
sourced and are pending disbursement.

Performance of the technical programme.

The EPI programme has developed a strategic plan called Comprehensive EPI Multi
Year Plan (cMYP) for the years 2006 to 2010”. The plans are in line with the POW and
directly address the bottlenecks and challenges identified through mid year and annual
reviews. If these plans are implemented they are likely to sustain the relatively high
immunisation coverage rates and impact on morbidity and mortality attributable to
vaccine preventable diseases and in the long run impact on infant mortality and
contribute towards the achievement of the MOH’s goals. The plans include detailed
financial gap analyses anticipated and how to address them.

However, so far implementation of the plans has not been without problems.
Procurement of vaccines remains a problem. Previously, the programme has relied on
UNICEF to procure vaccines on their behalf. However, from the year 2007, procurement
of vaccines has had to be done through CMS as per SWAp MOU requirements and

% World Health Organisation Regional Office for Africa (2003). Implementing RED Approach: A guide for
District Health Management Teams.
7 Ministry of Health (2005).Malawi Comprehensive EPI Multi Year Plan 2006-2010
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World Bank conditionalities. Since the change over was initiated late, there has been
delays in getting vaccines into the country. At the time of the MTR, the national store did
not have any BCG and pentavalent vaccine in stock although almost all the districts had
some supplies. Emergency procurement had been arranged and likely the situation will
normalise. However such situations expose the programmes ability to sustain high
coverage of vaccination. Additionally, despite earlier assumptions on cost of the
pentavalent vaccine to which government contributes 20% and GAVI 80%, it has been
realised that the initial assumptions may not hold and that has an impact on the cost of
the EHP.

Lastly, like all other elements of the EHP, EPI service delivery is dependent on the rest
of the pillars of the EHP working and in place. Any major problems in these pillars have
a direct impact on the success of the technical plans for delivery of EPI services.

4.1 Acute Diarrhoeal disease

The scope of interventions for acute diarrhoeal disease includes treatment for
dehydration, preparation for and treatment for cholera outbreaks and treatment of
dysentery.

Progress made towards achieving output targets

Standard guidelines and protocols for the management of all the above conditions have
been developed and disseminated to all service delivery points. In 2005/6, 162 per 1000
under 5 children visited a health facility for treatment of non-bloody diarrhoea compared
to138, 202 and 194 per 1000 children in 2004/5, 2003/4 and 2002/3 respectively®.
However MDHS 2004 indicates that only a third of cases of acute diarrhoea seek care
from health facilities so the disease burden is likely larger than indicated by facility
figures. The target coverage set for the EHP is 20% so the present coverage falls short
of the target. Out of the 350,621 non-bloody diarrhoea cases that were taken to health
facilities for treatment, a total of 1,162 died (i.e. non-bloody diarrhoea death rate of 3.3
per 1000 new cases). There is variation in fatality rates by district and in 2005/6 the
highest fatality rates were reported in Mwanza (9.2%) and lowest in Nkhatabay and
Ntchisi.

Trends in reported cholera cases are depicted in the figure 4 below. The reported
number of cases of cholera has substantially gone down from a high in 2001. The
figures for 2007 are incomplete and likely to go up as the rainy season during which
most cases are reported is not here yet. Several districts, Karonga, Blantyre, Mangochi,
Lilongwe, Machinga, Salima, Chikwawa, and Nsanje have Cholera outbreak every year.
In general the northern region has relatively been free of cholera for the past three years
but this year Nkhatabay and Nkhotakota already recorded outbreaks which have since
been contained. The improvements have been attributed to widespread training of all
health workers at all levels and improved supervision, communication and reporting, and
intensified resource mobilisation.

¥ Ministry of Health, January 2007. Health Management Information Bulletin. July 20056 — June 2006
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Figure 4. Reported Cholera cases 2001 to Mid. 2007
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Progress in improving performance of national technical programmes

Systems for epidemic preparedness and monitoring have been put in place. A National
task force on epidemic preparedness has been instituted. Districts report weekly to the
central level and equipment (emails and faxes) have been provided to all districts to
facilitate reporting. Quarterly supervision and data validation workshops are conducted
and epidemic preparedness meetings and cholera outbreak post-mortem meetings have
improved the monitoring of cholera epidemics.

However, despite such improvements, maintenance of emergency stocks of supplies to
respond to epidemics is still dependent on discrete donations from UN agencies and
NGOs. This may be a reflection of general supply shortages within the system. A
mechanism to build up and maintain an emergency stock of supplies is necessary to be
able to respond to epidemics timely. Apart from collecting data from reporting sites,
facilities are now generally able to use data collected to plan responses independently
while awaiting support from the central level. Human resource constraints at the central
level have also hampered summarisation of data collected and linkages between HMIS
and IDSR which collects information on cholera outbreaks need to be improved.

4.2 ACUTE RESPIRATORY INFECTIONS (ARI) IN CHILDREN UNDER 5 YEARS
OLD.

The EHP intervention for ARI is case management of ARI in under-fives. The
intervention includes improved recognition of ARI in the home and initial therapy
provided at community level and proceeds through the referral system to include
treatment of severe pneumonia at district and central hospital level.

Progress made towards achieving output targets
An ARI policy has been completed and circulated. DIPs now include specific ARI

activities as per agreed policy. All district hospital and CHAM paediatric units with
service agreements have been equipped with oxygen concentrators for management of
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severe pneumonia. All supervision and planned meetings have been conducted as
planned. A review of nurses’ training curricula was conducted, gaps identified and
trainings conducted for nurse tutors. Underperforming districts such as Nsanje have had
in service trainings for health workers conducted. A total of 1951 health workers have
been trained in case management using the IMCI approach following decentralisation of
training.

Progress has been made in reducing pneumonia case fatality rates at facility level. The
case fatality rates in facilities implementing standard case management for pneumonia
(all district hospitals and CHAM hospitals with service agreements) have steadily
declined from 14.7% in 2001 to 6.6% by the end of 2006°. The general trend in CFR is
illustrated in the figure below.

Figure 5. Trends in ARI case fatality rates (AR/ programme data)
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Reported cases of pneumonia per 1000 population declined from 298 per 1000 to 234
per 1000 in 2004 and 2005 respectively. In 2006, the reported rate was 378 per 1000
population. However, DHS 2004 indicates that only 18% of suspected cases of
pneumonia ended up in health facilities therefore the facility figures given above indicate
only the tip of the iceberg for pneumonia cases'’. The range of reported cases varied
from a low of 167 in Nsanje to 764 in Nkhatabay. However, it is not possible based on
available facility data, to verify whether the observed trends are a reflection of changing
health seeking practices and reporting from the facilities or indeed changes in ARI
disease burden. The observed reversal in improvements may be a reflection of little
progress in interventions at the community level as emphasis seems to have focused
thus far on the facility level.

Despite laudable improvement in case management at facility level which has led to
improvement in case fatality rates, the progress at community level has lagged.
According to the ARI Programme, most of the improvements in case management have
been recorded in facilities previously supported by the Child Lung Health Project which
hitherto has been restricted to public facilities, excluding CHAM facilities which serve a

? ARI programme data
' Ministry of Health, January 2007. Health Management Information Bulletin. July 20056 — June 2006
' Population based data for the review period is only available from DHS 2004 and MICS 2006.
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significant section of the population in Malawi. While efforts are underway to implement
similar interventions in those CHAM facilities which have service level agreements with
MOH (presently 8 such facilities have already been included out of a planned 18
facilities)'?, it is likely that the majority of the underserved rural population in Malawi
which is dependent on CHAM and private facilities still does not have access to
improved case management. In any case, the service agreements have been restricted
to select interventions in maternal and child health. By excluding other interventions and
admission services, the poor who are meant to be beneficiaries of this arrangement,
may be having poor access to effective interventions. To offset this, the ARI programme
is lobbying for extension of Service Level Agreements to all CHAM facilities to effectively
assist the rural masses.

Preliminary evidence suggests that over 50% of deaths at community level from
suspected pneumonia occur without any contact with health workers (IMCI survey 2004).
The present policy envisages HSAs identifying cases of severe pneumonia and initiating
treatment before referral to health facilities. However, not many HSAs have been trained
in the new guidelines and drug kits provided through IMCI have neither been provided
widely enough nor consistently replenished to benefit the majority of the rural
populations except in districts where the Child Survival and Development strategy’ is
being piloted.

Progress in improving performance of national technical programmes

The national technical programme has devised a policy document. The policy is linked to
the proposed Accelerated Child Survival and Development strategy which is in final
stages of development and of which IMCI at facility and community level is a part.
Technical guidelines and policies are in place and supportive supervision is being
provided to service delivery points. Monitoring of effectiveness of current guidelines is
being done by assessing treatment failure rates of different treatments used in managing
ARI. However there is need to complement this with laboratory studies.

The success of the national programme is also dependent on the success of its
community component which is to be implemented through community IMCI. At present
this component has not performed as expected and the roll out of interventions has been
inadequate with only a few districts having oriented community health workers. The
recruitment of HSAs who are the backbone of the community component has started but
has been significantly delayed. At present the coverage of HSAs is estimated at only
about 1 per 3000 population instead of the suggested 1 per 1000 population (Director,
preventive Health Services, Personal communication).

Lastly, the programme depends on the national HMIS for its monitoring and evaluation.
Problems have been cited about the quality of the national HMIS which render its
usefulness to monitor implementation of the programme questionable. Presently, a
parallel system to monitor performance is being implemented but this, just like the main
interventions, only goes as far as the health facility level. To have the desired impact, the

'> ARI Programme briefing.

' Ministry of Health (2007). National Strategic Plan for Accelerated Child Survival and Development in
Malawi. Scaling up high impact interventions in the context of the Essential Health Care Package, 2006 -
2011
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programme needs to know what is happening at the community level. Improvements in
the HMIS are mandatory for the programme to monitor its performance effectively.

4.3 Nutritional deficiencies

The interventions to address nutritional deficiencies originally included growth monitoring
and specific micronutrient supplementation. For severely malnourished children,
inpatient rehabilitation is included in the EHP. Subsequently, community therapeutic care
(CTC) and supplementary feeding for undernourished children have been added. The
management of nutritional disorders has been integrated within normal clinical practice
at facility level and IMCI at community level.

Progress made towards achieving output targets

Community Therapeutic Care (CTC) has been introduced and trainings conducted in
most districts. To date about 50% of the districts are now running CTC programmes in
119 treatment centres using Ready to Use therapeutic foods (RUTF). This has led to
improvements in outcomes for severely malnourished children and plans are underway
to roll out implementation to all districts in a stepped up approach. However, support for
nutrition rehabilitation units by clinicians remains very weak and may contribute to poor
outcomes within these units.

Guidelines for therapeutic feeding, supplementary feeding, and interim guidelines for the
management of acute malnutrition in adults and adolescence have been developed and
disseminated widely. However, clear policies on HIV and infant feeding in terms of
replacement feeding and nutrition management of HIV/AIDS have neither been clearly
articulated nor included in the EHP.

With micronutrient supplementation, coverage for vitamin A supplementation was
estimated at 92% in under-five children and 74% amongst post natal mothers at the end
of 2006. About 97% of targeted children between the ages of 12 to 59 months were
dewormed during the November 2006 Child Health Days campaign™. However, HMIS
data for 2006 — 2006 indicates that just over a third (21%) of the eligible underfive year
old children in the country received the expected dose of vitamin A'®. Performance of
districts was generally good with coverage rates over 80% in most cases but some
districts especially in the northern region (Karonga and Nkhatabay) did not achieve good
coverage. The reach of the interventions was improved through use of all health facilities
as distribution points and in some cases door to door campaigns were conducted to
reach as many targeted recipients as possible.

Exclusive breastfeeding rates continue to improve and the number of hospitals certified
as baby friendly is also increasing. The numbers of underweight and stunted children
have not shown much improvement from population studies. MDHS 2004 estimated
prevalence of wasting, underweight and stunting at 5%, 22% and 48% respectively and
indicate no significant changes over the previous decade. Figures from under-five clinics
suggest declining levels of underweight among children attending under-five clinics from

14 Ministry of Health (2007). Vitamin A Supplementation and deworming report for Child Health Days
20™ to 24™ November
'> Ministry of Health (January 2007). Health Management Information Bulletin. July 2005 — June 2006.
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a high of 21% in 2003/4 to 7.9% by December 2006 (HMIS). However, during the same
period the number of children attending under-five clinics has also declined by about a
third which renders interpretation of observed rates difficult. Regional differences are
also apparent in rates of underweight with districts such as Mwanza recording high
rates.

Delivery of nutrition interventions is integrated within the IMCI approach which potentially
should improve reach of the interventions to most sections of the population. However,
problems in institutional structures for delivery of the IMCI approach including persistent
shortages of supplies and equipment, weak human resource base and poor coverage of
community health workers are likely to result in inequitable distribution of interventions.

Performance of national technical programme.

Technical guidelines and protocols for the management of nutritional disorders have
been developed and disseminated but there are still some areas that need clear policies
especially in areas of HIV and nutrition and other micronutrient deficiency interventions
e.g. zinc supplementation which are presently not included among the EHP
interventions. Additionally, the technical programme lacks a clear strategic document to
complement the POW in achieving its targets. Presently, annual implementation plans
are not informed by the original EHP document which does not capture some of the
changes that have been included in the course of the implementation of the POW. This
has implications in mobilising resources for nutrition programmes both at national and
district implementation levels. It is not envisaged that these changes should be included
in the present EHP, but it is important to acknowledge them while concentrating those
interventions which were prioritised at the beginning.

While integration with other programmes has been achieved e.g. with IMCI, the lack of a
clear health sector nutrition strategic document means that specific nutrition
interventions in these multisectoral approaches have not been clearly articulated; this
may result in not achieving the stated goals of the technical programme. Additionally
while most of the targets set in the technical programme documents are supported by
evidence based interventions which have been included in the programme, some targets
such as reduction of stunting levels by 50% in 5 years are not supported by planned
evidence based interventions and appear overly ambitious and need revisiting.

The present plans are likely to impact especially at facility level but not at community
level where most nutritional problems are found. Implementation of nutritional activities
at this level is dependent on functional community structures which presently are not in
place. General weakness of the health system in terms of supplies and equipment,
procurement and human resources are likely to affect impact. Furthermore limited
capacity of the national technical programme in terms of human resource capacity
renders it difficult for the technical unit to adequately plan and monitor interventions
(presently only 9 district nutritionists are in place to provide leadership in nutrition at
district level). It is however encouraging to note that within the multisectoral national
nutrition strategic plans, there are plans to improve the human resource dedicated to
nutrition activities at the community level.

Additionally, being a multisectoral problem, impact of health interventions on nutritional

problems without attendant improvements in other sectors is likely to have little impact.
The cIMCI approach which is multisectoral may address some of these constraints.
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4.4 Adverse Maternal and Newborn Outcomes

Achievement of MDGs 4 and 5 is among the key objectives of the POW. While Malawi is
well on track for reaching and even surpassing its MDG 4 target of reducing Under-5
Mortality by two thirds of the 1990 level by 2015, prospects for realizing its MDG 5 target
of reducing Maternal Mortality Ratio (MMR) by two thirds, between 1990 and 2015, are
not so comforting. At 984/100,000 live births (RHU Annual Report for year 2006 - in
table of indicators); Malawi’'s MMR is still among the highest in the world and well above
the 620 per 100,000 recorded in the 1992 MDHS. Intensive and sustained effort will be
required if MDG 5 is to be realized.

This high level of maternal mortality also impacts negatively on MDG 4, as Neonatal
Mortality (NNMR is 31/1000 and IMR is 69/1000 live births'®) accounts for nearly 45% of
all infant deaths in Malawi, well above the 20%-25% generally reported for the country.

In response to this unsatisfactory situation and as a follow-up to the 1994 Cairo ICPD,
the Government of Malawi created the Reproductive Unit (RHU) in 1997 with the
mandate to coordinate the integration of all RH related activities into a comprehensive a
coherent package.

Over the succeeding years the RHU elaborated the first Reproductive Health Policy for
Malawi; this was updated in 2002 to be in line with the emerging EHP; developed
strategic plans, service standards and guidelines, RH supervisory check lists and its own
supplies and logistics management system.

Dissatisfied with the relative lack of progress in realizing any significant and sustained
improvements in maternal and neonatal health, the RHU, in collaboration with UNFPA,
WHO and UNICEF undertook a nationwide assessment of the availability, access,
utilization and quality of Emergency Obstetric Care Services in Malawi. The report of this
assessment was published in July 2005'" and forms the basis of Malawi’s Road Map for
accelerating the reduction of Maternal and Neonatal Mortality'®, and from which the RH
component of AlPs and DIPs now derive.

Progress towards achieving output targets

Undoubtedly, the most defining achievement in RH so far under the POW is the
establishment of the evidence on the current status of RH services through the 2005
EmOC assessment and the resulting Road Map. The review team was informed that
over 90% of the estimated total budget of the Road Map activities is already secured,
with the entire envelope of the new ADB 4 program (in the form of grants) has been
earmarked for responding to the findings of the EmOC review. CPs such as DFID,
USAID, UNFPA, UNICEF and WHO have come in to assist mitigate the effects of the
delayed conclusion of activation of the ADP 2 funds on the EmOC rollout plan. This
concrete demonstration of commitment has helped to focus attention on the main

16 Malawi Multiple Indicator Cluster Survey, 2006
17 Emergency Obstetric Care in Malawi; report of a nationwide assessment; MOH, July, 2005

'8 Road Map for Accelerating the reduction of maternal and neonatal mortality and morbidity in Malawi;
March 2007
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constraints to achieving a sustainable reversal of the stagnating or worsening maternal
and neonatal survival indicators.

Antenatal Care services have achieved near universal coverage (for at least 1 visit per
pregnancy) for over many years now. The national coverage rate for first visit (in any
trimester) for 2006-2007 FY was 82% compared to 86% in the first year of implementing
the POW. The long-term trend based on successive DHS reports confirms a stable rate
of over 90% consistently. Figure 7 compares these trends based on DHS and HMIS data
sources. The differences are in part explained by the different denominators used for the
two (HMIU have indicated intent to rectify this anomaly in 2007) and from possible
under-reporting through the HMIS.

The chart however masks a situation of marked variation between districts, as well as
some marked variation in performance in individual districts from year to year. These
variations call for more detailed research by the RHU. The average number of visits per
pregnancy is a commendable 3. Encouragingly, this national average was attained by
73% of all districts, while none achieved the national norm of 4 visits. Perhaps the RHU
should now focus its attention on assuring delivery of quality ANC within these three
visits, as there in good evidence that more does not equate to better in this regard™®.

Figure 6. Comparative trends in Antenatal First Visits in any trimester in
Malawi, 2000-2006.
Comparative Trends observed in Antenatal First Visits in any Trimester in Malawi,
2000-2006.
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Delivery conducted by trained personnel is in stark contrast to the situation with ANC
as just over half of mothers in Malawi (40%, HMIS Bulletin, 2005-2006 and 54%, MICS
2006) deliver under supervision by trained personnel (i.e. excluding trained TBAs in
accordance with the international definition). There is as yet no indication that this

' WHO RHR reproductive Health Library / Cochrane Library, 2003 (3)
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seemingly intractable problem is being influenced by the SWAp/POW, mainly as a result
of the delays in releasing the ADB 2 funds earmarked for improving access to EmOC.

Values for this indicator have hardly changed over the past two decades with the MDHS
rates hovering between 54% and 58%, identical to the MICS 2006 rate cited above.
Here again, the January 2007 edition of the HMIS Bulletin (Figure 8 below) shows
marked variation between districts, ranging from 26% to 66%. For the year under review
in the Bulletin, the observation that Lilongwe and Blantyre fell under the 8 worst
performing districts and below the national average rate of 40%, would suggest that
there is more to institutional delivery than physical and financial accessibility or even
technical quality. It has also been suggested the low coverage figures for Lilongwe and
Blantyre may be due to non-inclusion of the large number of deliveries conducted in the
two central hospitals located in these cities.

Of even greater significance is the EmOC assessment finding that only 2% of health
centres (MOH, CHAM and private) met the basic criteria to be designated as appropriate
to provide Basic Emergency Obstetric Care. Action taken since the EmOC review has
resulted in significant improvement 31% at the time of the MTR (RHU presentation of its
Annual Report for 2006/2007) with the additional 29 health centres now fulfilling the
criteria for BEmOC; 48 Health Centres having already identified for upgrading to full
BEmMOC status. It is to be noted that the Malawi package includes care of the newborn
which is conspicuously absent from the UN Signal Functions for BEmOC.

(The UN signal functions for basic EmOC are the capacity to: administer parentral antibiotics, administer
parentral oxytocics, administer parentral anti-hypertensive drugs for pre-eclampsia and eclampsia, perform
manual removal of the placenta, perform manual removal of retained products (e.g. MVA, D&C), and
perform assisted vaginal delivery (e.g. assisted breech delivery, vacuum extraction).

The addition of Caesarean section and blood transfusion to the above 6 constitute the 8 signal functions for
Comprehensive EmOC).

Figure 7. Comparative trends in deliveries by a trained person in Malawi, 1992 — 2006.
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Utilization of Post Natal care services is at a low level of 19% nationally for first visit
within 2 weeks of delivery, with the best performing district for 2006 Chitipa, achieving
only 35%. This national average was well below the 34% and 31% recorded for the
same period in 2004 by HMIS and DHS respectively. Less than 1% of neonates with
complications received appropriate care. This low PNC utilization rate indicates
significant missed opportunities for checking the health and welfare of mother and
newborn, counselling mothers on infant and young child care, HTC/PMTCT, family
planning, EPI, etc.

Use of modern family Planning methods maintained the steady increase recorded in
previous MDHS reports, with 33% of currently married women in the age group 15 to 49
years having used modern contraception. Malawi’s Total Fertility Rate remains at a high
6 children per woman. This does not contribute to a speedy reduction of maternal
mortality and calls for intensified efforts in provision and use of modern methods of
contraception.

The Central Program (RHU)

The Reproductive Health Unit has suffered severe under-staffing and long periods of
instability resulting of the high turnover rate of technical staff assigned to the unit. It is
surprising that they were able to achieve as much as they did during this period.

The RHU falls under the Directorate of Clinical Services and consists of a Deputy
Director as head (the official designation for the head of RHU is Deputy Director),
supported by 4 technical officers each responsible for defined areas of the programme’s
activities including maternal and newborn care, family planning, youth friendly SRH
services, PMTCT, IEC and monitoring and evaluation, including maternal death audits.
Because of the increased demands on the RHU during the intensive period of
formulation of the JPOW, and EHP, the unit was reinforced by the addition of 3 long term
TAs supported by DFID.

The HPU was thus able to complete basic tools including: the revised SRH Policy, the
Road Map that incorporates the POW/EHP, Malawi RH Guidelines, the RH supplies and
logistics management system (not being implemented), as well as undertaking the
EmOC needs assessment exercise. The services of 2 of the 3 TAs ended in October
2006 at about the same period that the head of the unit left, as well as 2 of the national
“counterparts” to the TAs. The RHU remained without a substantive head till the services
of a national TA was acquired on contractual basis (with funding from WHO and UNFPA)
as Acting Director and head of the unit; a situation that still prevailed during the time of
this MTR. The program also has coordinators for each of the main components of its
strategic plan at both district and health centre levels.

The mission encountered the frequent observation that the staffing constraints of the
RHU were being aggravated by the continued engagement of some members of the unit
in hands-on activities at the expense of fulfilling the unit’s core functions of policy and
strategy development, coordination of support and implementation activities of the many
actors in SRH, monitoring progress and maintaining oversight of the program’s activities.

Discussions with the Acting Director and senior members of the unit and stakeholders

indicate continuing capacity gaps in the unit, particularly in the area of data management
that would guide evidence based policy implementation.
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A recent positive development is the reactivation of the hitherto dormant central
coordination structures such as the transformation of the inactive RH Coordinating
Committee into the SRH TWG and its various technical sub-committees. Although these
new structures now reportedly meet regularly, the view has been expressed that aspects
of their method of work have had the tendency of engaging in micromanagement rather
than strategic advisory functions.

The recently approved structure and staff establishment for the RHU is reported not to
have addressed the staffing constraints of the RHU; the same staff complement being
retained. In view of the central role of maternal and newborn care and family planning in
meeting many of the MDG health related targets, there appears to be a strong case for
an internal reassessment of the staffing needs of the RHU, in spite of the recently
concluded functional assessment of the MOH.

Conclusion
The EmOC assessment report, as well as recent trends in health outcome and impact
indicators for maternal and neonatal survival paints a beak picture indeed.

Implementation of plans for strengthening district level MNH interventions with the
primary focus on health centre level care has already commenced. The assurance of
universal access to quality basic EmOC and the extension of maternal and newborn
related services down to community and household levels are also in advanced stages
of planning. An effective supportive referral chain for easier access by the rural poor to
Comprehensive EmOC services at district and central hospital levels has also been
initiated. All these critical interventions should be more speedily rolled out once the ADB
funding begins to flow.

Introduction of the Service Level Agreements (SLA) with CHAM and strategies for
mitigating the severe constraints imposed on MNH services by the chronic shortage of
trained staff, especially those with midwifery skills, are also bearing positive results.

The determined response by the Government of Malawi and its Collaborating partners
provide much realistic expectation that Malawi can and should get on track for achieving
MDG 5 within the life span of the current POW.

4.5 STI and HIV/AIDS services

At inception of the POW, the main interventions for HIV/AIDS were VCT and condom
promotion and distribution, nevirapine for prevention-of-mother-to-child-transmission
(PMTCT) as a single mother-child dose given at delivery, management of opportunistic
infections, and home based care. For other STls, diagnosis and treatment was included
within standard clinical practice. Anti-retroviral treatment (ART) for AIDS was
subsequently included in the EHP as implementation of the POW progressed. The
present interventions for HIV thus include HIV testing and counselling (HTC), promotion
of blood safety, infection control, PMTCT, control and management of sexually
transmitted infections (STI), prevention and treatment of opportunistic infections
(including tuberculosis), the provision of antiretroviral drugs to patients with AIDS and
Home Based Care (HBC) for AIDS patients. Both STls and HIV are run in a vertical
programme approach within the Reproductive health unit and HIV unit respectively.
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In 2004 the MOH developed a 2 year scale up plan® for ART. The two year plan was
subsequently developed into a 5 year scale up plan?' and at the same time a similar
plans for HTC? and PMTCT were also developed.

Progress made towards achieving output targets

National prevalence estimates indicate a stabilising of the prevalence of HIV over the
past few years at 14%. Regional variations exist and more worrying is a general trend of
declining incidence in urban areas and increase in rural areas which calls for intensifying
prevention efforts in these areas. The MDHS2004 finding of low levels of comprehensive
knowledge on HIV /AIDS among young people is also especially worrying. Considerable
progress has been made in developing and disseminating national guidelines and
training materials for the implementation of HTC, PMTCT, HBC, and ART for HIV-related
diseases. Implementation of activities in each of these components has largely
progressed well except for some problems in PMTCT and HBC which have not
progressed as planned. The highlights for progress by end of 2006% are indicated
below.

HIV Testing and Counselling (HTC).

* Cumulatively 351 static HIV testing sites had been established (57% managed by
MoH), 72% of these were located in rural areas.

* 661,400 HIV tests performed (289,000 in males, 372,400 in females) of whom 20%
were positive.

* Amongst the test positives, 97% were referred for care and support services

* 6% of tests were in children <15 years (35% of tests in children were positive). Most
of these tests in children were done at central and district hospital levels with very
few done at peripheral facilities.

* 39% of HTC sites had significant stock-outs of test kits in the year 2006.

Blood Transfusion Services

» 56 sites collected 68,300 units of blood for transfusion. Of these 36% were
contributed by the Malawi Blood Transfusion Service (MBTS).

* 7%, 5% and 2% of the screened blood was positive for HIV, Hepatitis B and Syphilis
respectively

* 20% of sites had significant stock-outs for HIV test kits

*  27% of sites had significant stock-outs for hepatitis B test kits

* 48% of sites had significant stock-outs for syphilis test kits

ART services

* 141 ART clinics (103 public sector, 38 private sector)
* 85,200 patients ever registered so far

* 46,400 patients newly registered during 2006

2 Treatment of AIDS: The 2 year plan to scale up antiretroviral therapy in Malawi 2004 — 2005

! Treatment of AIDS: The 5 year plan to scale up antiretroviral therapy and good management of HIV
related disease to HIV infected patients in Malawi 2006 — 2010.

2 HIV testing and counselling: The five Year plan to Scale up HIV Testing and Counselling in Malawi.
2006 —2010.

 Ministry of health (July 2007). Report of a countrywide surevy of HIV/AIDS services in Malawi for the
year 2006.
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* Cumulatively 61,430 alive and on ART versus a target of 60,000 at this time
* 71% and 70% alive on therapy at 12 and 24 months after initiation of ART
respectively

HIV TB services

* 26,700 TB cases registered in 2006

* 17,000 tested for HIV (66% of registered TB patients)

* 11,700 HIV positive (66% of those tested)

* 11,500 started on Cotrimoxazole Prophylaxis Thearpy (98% of those testing positive)
* 11 TB sites (25%) with fully integrated routine HIV testing

Prevention of Mother to Child Transmission

PMTCT services have scaled up considerably during 2006: at the national level 26% of
pregnant women at ANC have been tested for HIV and maternal doses of NVP
dispensed at ANC are equivalent to 14% of all pregnant women estimated to be HIV
positive. However, the scale up does not correspond to demand for the service and
problems still exist. Effectiveness of PMTCT delivered at maternity sites is affected by
the high proportion of home births in Malawi (40%) and sites with routine (documented)
ascertainment of HIV status remain few. At the national level, HIV status was
ascertained for only an estimated 6% of deliveries and fewer than 10% of HIV positive
mother and their babies have received ARV prophylaxis at maternity sites. About 50% of
the sites had extended periods of stock outs for nevirapine tablets in 2006 and lack of
standardised documentation at clinics make estimation of PMTCT coverage difficult.

HIV in STI Clinics

The integration of HTC into STI clinics is still incomplete and this should be made a
priority in 2007 and beyond. Given the lack of reliable routine data on HTC in these
services, it is not clear how much the other STI services are used as entry point for other
HIV services.

Other STls
Sentinel surveillance data indicates declining prevalence of syphilis in the past few years
and estimated national prevalence is quoted at 1.9%, range 0 to 10.8%2*.

Progress on impact

Cohort analysis indicates relatively good survival on ART program at over 70% at 2
years and the majority (over 95%) of patients on ART are said to be ambulatory thereby
able to contribute to personal and national developmental activities. A significant
proportion of those accessing ART are health workers who have consequently been able
to return to work and contribute to provision of services some of which are to the
underserved populations in the country and contributes to alleviating the critical human
resource situation in the health sector. That notwithstanding, it has to be acknowledged
that ART provision has also impacted service provision by drawing resources from other
essential services to HIV/AIDS activities which are naturally resource heavy.

** Epidemiology unit data
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However, the scale up of the biomedical response (the role of MOH in the national
AIV/AIDS response) has concentrated in urban areas while rural the areas where most
of the population live, have remained underserved. Additionally, the reach and intensity
of interventions for pregnant mothers and children who are the focal beneficiaries of the
EHP remains low. Where the poor have access to the urban centres where ART
services are provided, transportation and other socioeconomic costs hamper access to
these services.

Because the interventions are primarily facility based, there is wide geographical
variation in terms of access. Disparities in HTC, PMTCT and ART delivery are emerging
with some districts lagging behind and differences in terms of gender and socioeconomic
status. Disparity in HTC delivery and uptake has been identified in nine districts in the
Southern and Central regions that is correlated to the number of HTC sites per
population. Similarly, a disparity in male HIV testing was identified nationally, potentially
affecting ART treatment outcomes. For PMTCT, disparity in PMTCT delivery and uptake
was identified in six districts in the South and Centre. This disparity, however, is not
correlated to the number of sites per rate of pregnancy in these districts®.

Additionally linkages between the HIV programme and other programmes e.g. TB
programme are still weak (only 66% of TB patients are tested for HIV and uptake of ART
among HIV positive TB patients remain relatively low). Similarly in terms of impact on
morbidity and mortality, outcomes from ART programme appear to be better among
private sector employees and those in the public sector (teachers, uniformed forces and
health workers) compared to the rest of the population which may imply that the majority
of the population who are not in these sectors may be experiencing relatively worse
outcomes®.

Performance of national technical programme

The national programme has over a short period of time scaled up HIV/AIDS
interventions to commendable levels despite problems in some areas. This it has
achieved by operating in a vertical manner and this may have been necessary at the
start up. For reasons of sustainability stronger linkages with other directorates such as
clinical (for ART services), nursing (for HBC), RHU for PMTCT, preventive (for HTC,
Infection prevention and IEC) are necessary. Additionally, the scale up in the first few
years has benefited from substantial input from technical assistants within the national
technical program but doubts arise as to whether the TAs have built enough capacity for
local staff to continue the work.

To improve access, training which had previously been centralised has been devolved to
District health offices and use of lower cadre of health staff for delivery of services is
being considered. Despite this, progress still remains low. Additionally linkages with
other programmes such TB, other STls, Skin and Essential Medical Laboratory services
remain weak.

Clearly laid out strategic plans and guidelines have aided the programmes to mobilise
resources but where these have been less clear progress has been hampered. The high

 National AIDS Commission, HIV /AIDS Impact Assessment Triangulation Report, June 2007
*6 National AIDS Commission, HIV /AIDS Impact Assessment Triangulation Report, June 2007
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number of non-institutional deliveries means that innovative approaches using
community based health workers may be required to achieve required gains in PMTCT
delivery. Additionally, service delivery has not thus far corresponded to disease burden
for HIV such that the scale up of interventions in HIV/AIDS need to correspond to
disease burden and refocusing of efforts according to geographical and socioeconomic
disease burden may be necessary.

Other STI's have been fully integrated in clinical service delivery and guidelines and
protocols have been developed and disseminated. However, general constraints
affecting all clinical service delivery also affect services for STlIs. The national technical
programme responsible for STls which is based in the RHU seems not to have taken
advantage of the improved resource base for HIV/AIDS to improve service delivery for
other STls. Presently screening for STIs at ANC still remains extremely low and the
laboratory infrastructure has not benefited nor developed at the same pace as the
delivery of the facility based HIV interventions.

Lastly, the core function of the HIV unit within MOH needs to be articulated. Presently it
combines both policy formulation and some implementation of activities. While this may
have been necessary at the beginning, the role of the unit in implementation of services
needs to reconsidered to a more supportive than active role. It is expected that this will
be reflected in the restructured MOH.

4.6 Malaria

Malaria remains the most common cause of illness and death in children under-5 and
the most common reason for OPD consultation (40%) in Malawi. Malaria is reported to
be the reason for loss of work amounting to 25 days per adult per year, with 28% of
disposable income of the rural poor being spent on its treatment. When it is considered
that 50% of the population do not seek care for Malaria in the formal health sector and
that of these only 17% use the appropriate drug?®’, this constitutes a significant drain on
the economy and to Malawi’s overall poverty reduction efforts.

The National Malaria Control Program (NMCP) elaborated its current Strategic Plan for
2005-2010 — Scaling up Malaria Interventions, 2005 based on the malaria control policy
and the SWAp POW. The mission of the program remains the attainment of a status
where malaria is no longer of public health significance in Malawi, and the Goal being
that of ensuring prompt an effective management of malaria at all levels of the health
care delivery system.

The main interventions of the program are: prompt and effective case management;
malaria prevention; including environmental and vector control measures, intermittent
preventive treatment (IPT) for pregnant women and personal protection through the use
of insecticide treated nets (ITN), and disease surveillance, epidemic preparedness and
response. The last intervention in not included in the EHP.

%" Malaria Strategic Plan, 2005-2010 citing a UNICEF funded community based survey conducted
by Kadzandira & Munthali in March 2004
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Case management

Malawi is one of the first countries in the region to base its case management strategy
on local research on the effectiveness of its treatment policy. Like most countries in the
African region, Malawi depended on chloroquine as first line treatment for malaria from
the inception of NMCP in 1984. This approach guided the change to Sulfadoxine-
Pyrimethamine (SP) that was effected in 1993, as well as the recent change to
Artemisinin based Combination Therapy (ACT) which will be implemented commencing
November 2007. ACT is to be rolled out countrywide in a phased manner starting with
district health facility level. In preparation for this exercise, NMCP has developed its
comprehensive and scientifically up to date “Guide for the Management of Malaria” in
July, 2007 as well as detailed manual for both the trainers and for trainees. Preparations
for the TOT were in an advanced stage of finalization during the MTR exercise. The
mission was assured that the order for the new first line drugs will be in country in good
time for the change over date.

Progress towards achieving output targets

Figure 8 below illustrates the significant achievements in reducing the burden of malaria
in Malawi. There has so far been a trend of substantial and sustained decline in the
number of cases reported in health facilities countrywide. The 2006 HMIS Bulletin
reports that over 50% of cases are in children under-5.
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Insecticide Treated Mosquito nets (ITNs)

Although the dramatic trend in cumulative number of ITNs distributed in the country and
the proportion of Under-5s sleeping under ITNs continued to rise, if only slowly, these
trends mask the still very low level of 15%. The outlets for ITN distribution have
expanded and now include: community based distribution mainly by the HSAs that is to
commence soon, private shops, the mother and child clinics including EPI, maternity
wards and periodic mass distribution during the commemoration of special days. The
mass distribution approach (facilitated by the new national policy of free-of-direct cost at
service delivery points for pregnant women, nursing mothers and children Under-5) has
increased the availability of ITNs for these groups at highest risk. The latest figure for
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Under-5s sleeping under ITN quoted in the final draft version of “National Strategic Plan
for Accelerated Child Survival and Development in Malawi, 2007” is 30%, demonstrating
the effectiveness of the new policy and mass distribution strategy.

Should the current national stock-out of ITN continue for much longer, the trend depicted
in the table below will likely revert to levels of 2003 at best. A contingency plan for an ad
hoc mass distribution campaign as soon as the emergency order arrives, should be
developed if any significant catch-up should be realized for 2007.

Cumulative number of Nets 1998 - 2006
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Intermittent Presumptive Treatment in Pregnancy (IPTp)

As pregnant mothers constitute the second group at highest risk from malaria, the
national program also has intermittent preventive treatment or IPT as one of its main
intervention strategies. Though we could not find an appropriate reference on the current
state of IPT coverage, a 30% reduction in placental malaria parasite incidence is
reported in the ACSD final draft strategic plan, suggesting effectiveness of the
interventions targeting this group in particular; i.e. ITN and IPT. Evidence® of the
seriousness of the combination of pregnancy, malaria and HIV needs to be taken note of
by the implementing units, as it appears to aggravate complications in each of the
components, as well as to wipe out the differences in susceptibility to severe malaria
between first and higher parity pregnancies.

Indoor Residual Spraying (IRS)
NMCP has also adopted the use of indoor residual spraying (IRS) in defined

circumstances using a non-DDT insecticide, at least for the short term. This new
intervention is currently being piloted in 1 district.

*¥ Malaria and HIV interactions and their implications for public health policy; WHO Geneva, June 2004
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Malaria morbidity and case fatality

Despite these intervention, there was a large increase in the proportion of Under-5s
(95%) affected by malaria in 2006, an increase of 21% over the preceding year. HMIS
rightly flags the need to investigate this phenomenon to determine if it was due to
increased utilization of health facilities for malaria or a need to accelerate the distribution
and use of ITNs by this group.

The inpatient malaria case fatality rate in hospitals also increased from the previous year
at 0.6/1000 and 0.5/1000 respectively, the national average rate for Under-5s was
2/1000, 30 times higher. The new malaria drug policy with an ACT agent (Artemether-
Lumifantrine or LA) replacing the now ineffective SP as first line medicine for treatment
of simple malaria should contribute significantly to reducing the malaria case fatality rate
in all age groups.

The National Malaria Control Unit

The National Malaria Control Program was established in 1984 and is under the
Directorate of Preventive Services of the MOH. The Unit is physically located within the
Community Health Sciences complex.

The central program has a slim structure with an Assistant Director as Program
Manager, supported by a Deputy and an entomologist. The unit is however extended
through the Zonal Malaria officers (1 per Zonal support office or 2 in the larger districts;
and the District malaria control coordinators.

The Unit is reported to have been managing very well because of the broad-based Roll-
Back Malaria partnership they have been able to establish and sustain. The membership
of the RBM partnership is reported to be both vibrant and committed. lts membership
includes most of the key malaria stakeholders and funding partners. It also has various
technical and coordination structures including the high level National Malaria Advisory
Committee, the interagency coordination committee (ICC) which is made up of senior
officials of Government, the funding partners, implementing partners and NGOs; the
National Malaria Task Force; Technical Working Groups - one each for case
management, training and logistics and IEC. There are also other formal coordination
structures/mechanisms for collaboration with other national programmes, e.g. SRH,
HIV/AIDS, the HMIU under the Malaria Booster project in the area of M&E and research.
The NMCU also collaborates closely with various research institutions including the
College of Medicine’s Malaria Alert Centre. All structures and mechanisms are reported
to be working effectively.

The Unit maintains its own program specific M&E systems that support program
management and monitor key Abuja and RBM indicators. It operates/supports sentinel
sites for the continuous monitoring of level of effectiveness of first-line anti-malarial
drugs and for forecasting of trends. NMCP undertakes its own forecasting and
quantification for procurement of essential commodities (e.g. Anti-malarial medicines,
ITNs, rapid diagnostic tests, etc) by Central Medical Stores, while CMS handles
procurement and supplies chain management.

Its main challenges result mainly from: the current human resources crisis that severely

constrains implementation; the supply chain management system within which
shortages of essential commodities, e.g. there were no ITNs in the country during the
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period of this review; poor, incomplete and untimely receipt of data which hinder more
effective program management and epidemic preparedness.

4.7 Tuberculosis

The National Tuberculosis Control Program (NTP) is one of the longest surviving MOH
technical programmes in Malawi, having been established since 1964. As with Malaria
and IMCI, NTP is housed in the Community Health Sciences complex.

With the advent of the AIDS pandemic, Malawi, like most countries saw an explosion of
TB with its reported cases increasing five-fold within the past two decades. Reports
indicate that 60% to 70% of new cases of TB are also infected with the HIV virus.

NTP is in the first year of its new strategic plan — Five-Year development Plan Il, 2007-
2011 — under the title “Towards Sustainable and Equitable Tuberculosis Control”. The
plan responds to the Malawi health SWAP/POW, as well as the August 2005 Maputo
African Union (AU) Health Ministers’ Declaration on “TB as an emergency in Africa”.

Among the main expected outputs of the Plan are:

= Health seeking behaviour of TB suspects positively influenced through effective
health promotion and communication

Equitable case finding and good diagnostic practices improved and maintained
Strengthened NTP capacity to effectively deliver TB treatment and TB/HIV care
National and international partnerships increased and maintained

Relevant surveillance, surveys, and operational research in TB control conducted
and results disseminated

= [nstitutional management and governance arrangements

= Monitoring and evaluation.

Progress towards meeting output targets
The EHP/SWAp monitoring matrix includes 2 TB indicators, namely, TB Case Detection
Rate and TB Cure Rate. Data for the TB case detection rate awaits the national survey
planned for later this year. Some indicative relevant TB program performance indicators
for Malawi are®:

1) TB Cure rate was 76% at end 2006 compared to 74% 2004 baseline and
76% for 2008 target
TB treatment success rate 78% in 2006 against program target of 85%
Case defaulter rate was a low 3%
Treatment Failure rate was 1% - consistently one of the best in the region
Case fatality rate was high at 17% - co-infection with HIV a contributory
factor
Multi-Drug resistant TB — unknown but inferred to be low from the low
defaulter and failure rates.
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Other positive achievements include:
= NTP has developed a comprehensive development plan which is better aligned with
the EHP, POW and SWAp

2 Five-year Development Plan, 2007-2011, NTP, MOH Malawi, 2007
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= A manual for providing guidance to managers and service providers on all aspects
of the programme’s activities

= A comprehensive Communication strategy and plan for further expansion of
community DOTS using the HSA cadre and extension of TB diagnostic services to
Health centre level (under the project called “Universal Access to TB Diagnosis”) has
been developed

= An active collaborative program with HIV/AIDS unit is addressing the issue of dual
infection, and an increasing number of TB patients are undergoing HIV testing and
ART, although access to ART by TB patients is reported to be well below the desired
level. Similarly, VCT centres are testing HIV positive individuals for TB screening

= Has various initiatives or projects to address new and difficult areas such addressing
“TB hot-spots” in Urban slums and congregate settings such as the prisons where
the incidence of TB is 10 times higher than the national average

= A joint policy on TB Control in Prisons has been developed and signed by the
Secretaries for Health and Home Affairs respectively. Collaboration for strengthening
the Prisons health services on TB prevention and case management is being
implemented by MOH/NTP, Ministry for Home Affairs, Malawi Prison Services
Authority, Zonal Offices and the Office of the Director of Public prosecution

= Public-Private-Mix for expansion of DOTS and improvement of standards of practice
in the private sector and informal sector is being pursued

= The TB support and supervision system we observed in the field including collection
of sputum specimens and replenishing drug supplies and support to the community
DOTS clients was impressive

= Supports and collaborates with a national TB Media Network

= An institutional culture of hard evidence guiding policy development and decision-
making was clearly evident.

The National TB Control Unit

The national TB Control Unit enjoys the status of a Directorate with the Director as
Program Manager. NTP has a staff complement of 18 with an extensive network of
officers and coordinators at zonal, district and health centre levels. Directly under the
Director are the Deputy Program Manager and the Research Coordinator. The Deputy
Program Manager is responsible for areas such as liaison with Zonal support offices,
case finding, diagnosis and treatment, human resource development, M&E. The
Research coordinator has responsibility over new knowledge research, recording and
reporting, data management, care and support for TB/HIV AIDS patients

The unit also has various coordination structures including TWGs and subgroups, as
well as the Zonal Offices TWG which all meet regularly.

We found the Unit well organized and managed with ready access to data and
information needed. The program is working efficiently and meeting most of its planned
targets. Its current constraints revolve around weaknesses of the Pillars of the POW
especially supplies and personnel. There is some anxiety about how the new funding
arrangements for TB through the SWAp will evolve.

4.8 Schistosomiasis and Soil transmitted helminths.

The main interventions in this area are environmental management together with
information, education and communication (IEC) on behavioural change, presumptive
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treatment of urinary or intestinal Schistosomiasis and periodic deworming of the school
aged population. In areas where the prevalence exceeds 50% of the general population,
mass treatment in the school-age population is recommended.

Progress made towards achieving output targets

A strategic plan for the period of the SWAP POW has been developed and disseminated
and is informing the programme activities. In collaboration with the School Health and
Nutrition Programme of the Ministry of Education (MoE), the CHSU, DHO and other
donors conducted a nationwide school health baseline survey in 2006 to establish
baseline prevalence and intensity. Based on these findings, District Health Offices
(DHO) have now started including Schistosomiasis control activities in their annual DIPs
and drugs for the treatment of Schistosomiasis are generally available most of the time.
However, general conditions affecting drug procurement and availability at the CMS
have resulted in periods of stock outs of necessary drugs.

Inclusion in the EHP has raised prominence of the diseases such that now most districts
have identified focal persons for the disease who are spearheading efforts for the control
and treatment of the diseases. Through the DIPs, training of staff in diagnosis and case
management, vector control, IEC and sanitation and safe water have been conducted in
almost all districts. Annual mass chemotherapy activities have been implemented in
most districts. In terms of deworming for soil transmitted helminths, a total of 1 615 569
children aged 12-59 months were targeted and 1 684 408 were actually de-wormed in
the last campaign in November 2006 during Child Health Days with over 97% coverage
in all regions. The Child Health Days are planned to be conducted every half year but
the activity for this year has not yet been done which may affect progress in control
activities. The implementation of the Child Health Days has potential to ensure equity in
access as all service delivery points and some door to door campaigns are conducted in
this approach.

According to the programme managers, improved funding through SWAp has resulted in
better supervision of program activities. This is in contrast to the pre-SWAp era where by
control activities were conducted in a vertical manner from the central level which itself
was inadequately funded thereby hampering control activities.

While no formal surveys have been done, anecdotal evidence from districts
implementing school health and nutrition programmes suggest improving haemoglobin
levels in treated populations, increased school attendance following deworming
campaigns and decreased prevalence of disease in some districts. A formal assessment
of the strategy is planned for 2009. A school Health and nutrition baseline survey done in
2006 however shows high disease burden and poor knowledge among school going
children. Three out of four (74%) school-aged children 8-10 years had heard of bilharzia,
and of those who knew about bilharzia, 84% identified blood in urine and 28% identified
pain when urinating as symptoms of infection. Half of school-aged children (49%) knew
that they should stop bathing in the lake or rivers to prevent transmission, although 20%
did not know methods of prevention. About half of school-aged children (46%) reported
ever having bilharzia, with significant differences by sex (52% for boys, 40% for girls),
and geographical locality. Prevalence of Schistosomiasis was estimated at 19%.

Almost half (47%) of school-aged children 8-10 years who were interviewed had heard
of intestinal worms. Modes of transmission (45%) and prevention of intestinal worms
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(32%) were not known by many children. Overall, only 9% of school-aged children 5-10
years had some kind of worm infection (hookworm 4%, round worm 2%, schistosoma
mansoni 2%, schistosoma haematobium 0.4%, and tapeworm 0.2%).

The control activities are integrated at the district level and adequate linkages with all
stakeholders have been established. However, development and dissemination of IEC
materials has not progressed as well. Most districts apart from those where there is
active donor input do not have IEC materials. Since no evaluation surveys have been
done it is at present difficult to assess whether the activities laid out in the strategic plans
have improved the situation.

Performance of national technical programmes

The national programme has in general performed well and effective strategies have
been developed to achieve the goals of the programme. A national plan of action for the
control of Schistosomiasis and soil transmitted helminths for the years 2004 to 2008 has
been developed. The plan envisages multisectoral collaboration with the Ministry of
health and Ministry of Education as key lead partners in implementation of the strategy
which is coordinated at the district level with support from the central level. To date some
progress in mapping disease burden and instituting preventive strategies have been
realised. Assessment of progress is however hampered by lack of data on the chosen
M&E indicators. Despite plans for annual surveys, the baseline survey for the
programme only happened in 2006 and at the time of the review it was difficult to assess
whether progress against the set milestones is being achieved.

One element which may become a substantial issue is the impact of the governments
drive to promote irrigation farming which will likely have an impact on the disease burden
but has not been adequately addressed in current strategic plans. The rapid increase in
irrigation schemes will result in creation of static water bodies and transmission points
attractive to school aged children which if not accompanied by proper health education
may worsen the disease burden. More collaboration with Ministry of Irrigation in this
regard to devise strategies to reduce the potential negative impact of irrigation on
disease burden is therefore recommended.

4.9 Common eye, ear, and skin complaints

Together, common eye, ear and skin infections accounted for 11% of outpatient
attendances in Malawi in 2005 - 6°°. The EHP has included the most common of these
for intervention and focuses on conjunctivitis, acute Otitis media in children, and scabies.

Progress made towards achieving output targets

The provision of these services is integrated in usual clinical practice and at facility level
information on disease burden within facilities is collected. However, this information is
not usually independently summarised at central level within the HMIS system. As such,
it is presently difficult to ascertain trends in impact of the EHP stated interventions in
reducing morbidity and mortality from these conditions.

3% Ministry of Health. (January 2007). Health Management Information Bulletin. July 2005 — June 2006
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The EHP document has not elaborated the strategies to reduce disease burden and
mortality from these conditions and in essence these conditions have received little
attention. Focal person exists at the central level for ophthamology services and skin
conditions but not for ear conditions.

A draft national plan for eye care has been developed®’ and a national blindness
prevention task force has also been instituted. The plan focuses on the control of major
blinding conditions (which are estimated to afflict 1% of the population and of which 80%
are due to preventable conditions) which are not within the EHP which only focuses on
treatment for conjunctivitis. As such, the draft Eye Care Plan does not necessarily have
the same focus as the EHP. This in itself is not a bad idea but has the potential to
sideline the implementation of the selected EHP intervention if not articulated within the
plan.. Most eye conditions are treated at all service delivery points and specialised units.
However, although the EHP document envisages community level interventions, very
few primary eye care workers have been trained and standard curriculum for their
training has not been developed. To have any impact it is necessary to upgrade the
HSAs curriculum to include management of eye conditions at the community level.
However, caution needs to be exercised on the workload of the HSAs. By not clearly
articulating community level interventions for eye conditions in the EHP, Districts have
not moved forward to include to a substantial level resources for eye conditions.

Similarly, no specific plans are presently in place for skin and ear conditions; as such
coordination of interventions for these conditions is lacking. Dermatology officers exist in
some districts but they are not available in all districts as focal persons for skin
conditions. Without this it is quite likely that not many resources within the DIPs are
being put forward for these conditions. It is important that baseline figures and
monitoring and evaluation of these services are included otherwise it is difficult to
evaluate the impact of the SWAp on delivery of services for these conditions.

4.10 The Zonal teams and the support supervision chain

The Malawi Government came up with the idea of the Zones, which operate as outposts
of the Central Ministry following abolition of the Regional Health Offices to bridge the gap
between the central ministry and the districts. The core function of zonal offices is to
coordinate supervision so that the districts shall develop enough technical capacity to
effectively supervise and make corrective decisions where necessary.
Progress to date
To-date, all the five zonal offices have become operational. The zonal offices are staffed
with a Zonal supervisor, a technical programme manager, a Monitoring and Evaluation
manager, an administrative assistant and a driver. The zonal supervisors are based
within the catchment area of their zones and operate mainly through:
* Use of the integrated supervision checklists (including Red Flag List for drug
availability)
* Zonal monthly visits to the district facility and randomly selected health centres
(with the aim of building capacity while at the same time ensuring compliance on
use of the integrated supervision checklists)

3! Ministry of Health, National Plan for Eye Care, 2005 - 2010
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* Instant feedback and reporting at the next visit

» facilitating supervision by DHMTs and encouraging local solutions to problems

* Exchange supervision visits between districts being encouraged to offer learning
opportunities

* Synchronization of DHMT and zonal supervision schedules

* Quarterly zonal M&E Review meetings.

The Zonal offices have been very instrumental in ensuring that the policy direction of the
Ministry (with respect to EHP and POW) is effectively implemented in the districts. Some
of the notable progress that the zonal offices have assisted in making is:

Ensuring that the districts understand the current policy direction of the
Ministry of Health

Rolling-out of provision of EHP services (from concentration at district level to
health centres)

Rolling-out of infection prevention practices from the district hospital to the
periphery

Emphasising the ownership of data and its use in decision making
(institutionalisation of quarterly HMIS/DIP reviews)

Proper and systematic infrastructure development agenda for the districts (in
order to provide an enabling environment)

Implementation of a package of incentives e.g. locum, relief and upkeep
(these have been harmonised within the zones to avoid migration of staff to
districts perceived to be of greener pastures)

Ensuring the development of a proper transport policy/ guidelines (realising
that transport expenditure constitutes a bigger share of total district ORT)
Harmonisation of management structures at district level in the zone (e.g.
DHMT, Hospital Advisory etc.).

The original plan was to also have a liaison officer at the central level within the planning
department to oversee the roles of the zones as it was envisaged that the zonal
supervisors would have to relate to different directorates as well as disease technical
programmes and senior management at MOH headquarters. To date, such a position
has not been established. This arrangement has to some extent created a disjoint
between the DHMTs and the central ministry as well as between the zones and the
central ministry and needs to be addressed.
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5. RECOMMENDATIONS

Recommendation

Who is responsible

Suggested Action

What

steps to take to meet

recommendation

Revise content of EHP to reflect | MOH/EHP TWG Programmes to submit strategic plans | ¢« MOH to ensure that EHP TWG meets.
organic changes which have that are in line with the POW and e EHP TWG should then revise the EHP
taken place during highlight deviations or suggested content to reflect and consider
implementation inclusions to original EHP document. suggested changes from the disease
technical programmes. However, no
Specifically new interventions should be considered
* Malaria to include new drug policy at this time until the present ones have
*  Nutrition to include CTC and been implemented to avoid dilution of
develop a strategic plan specific the implementation.
for the health sector * MOH to assure coordination with the
* Leprosy and Skin diseases UNICEF proposed EHP review and
programme to develop a multi costing exercise.
year plans of action for
achievement of the targets of the
POW.
* Finalise the draft eye care plan
and ensure that it is in tandem
with the EHP
* HIV unit to include ART delivery
and costs in the EHP
Need to strengthen HMIU MOH Plans are already under way to|e MOH to speed up procurement
revamp the HMIU processes which are delaying the
review of the HMIU
* Fill vacancies in HMIU (HRD)
Strengthen community MOH * Train more HSAs (being done but | * Revise HSA curriculum to reflect their

component of the EHP

needs to be rolled out
substantially to also include the
proposed female HSAs). This
activity should be complemented
by a review of the workload of
HSAs in  line with new

new roles especially with respect to
roles in maternal and newborn health
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responsibilities and
establishment numbers.

* Improve deployment of staff to
health centres to meet minimum
EHP requirements

present

Address equity of service | MOH DHOs and Programmes to develop | « Consider expanding service
delivery plans to ensure their interventions agreements
reach vulnerable populations e Implement the proposed internship
programme for health trainees
* Redirect roll out of HIV response based
on disease burden
Improve M&E of the EHP MOH There is need to develop sentinel MOH to discuss with COM/UNIMA and
surveillance sites to monitor progress | other research groups whether they could
in the performance of the health take these tasks with support from MOH.
system Recruit more staff for Epidemiology unit to
improve IDSR (presently only two members
of staff!)
Bridge the existing disconnect | MOH Establish formal link between the | Review implications of bringing the Central

between the Central Hospitals
and Zonal & DHMTs

three through mandatory quarterly
meetings to be convened by the head
of Zonal Support team.

hospitals under the mandate of the Zonal
team; Secretary for Health to issue
appropriate directive for quarterly joint
meetings of the three with written reports
copied to him.

Strengthen staffing of the RHU
over the duration of current
POW and encourage its core
staff to concentrate on RHU core
functions

Secretary for Health &
Director Clinical
Services

Second appropriately qualified staff
(from  MOH or other related
institutions to RHU or

Reconsider restoring TAs in light of
the newly approved structure

* re-examine staffing needs of RHU

e procure needed TA

* reinforce SRH support personnel at
Zonal and district levels

* encourage central RHU staff to focus
on their core functions

Strengthen supervisory role of
zonal offices

Director of Planning

Provide Liaison Officer for zones

HR to deploy a liaison officer for zones
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6. ATTACHMENTS
6.1°. MOH-HMIS SWAp Progress Indicator Matrix: Malawi Health Sector -Wide Approach Programme of Work
Progress made by the Districts on Monitoring, Evaluation and Research Indicators — Nov. 2004 — Dec. 2006

Mid-term Review: September 2007

Level Data Source | Baseline Target for Progress Target for Progress | Target for Target for Comments
3 2005-06 made in 2006-07 made in 2007-08 2010
Indicator 2005-06 2006-07
GOAL
Reduced - IMR DHS (NSO) 76/1000(2000 - - - - - 48/1000 by To be measured in
incidence of -2004) 2011 (MGDS) | 2009
illness/ -USMR DHS (NSO) | 133/1000(200 _ - - _ _ 76/ 1000 by | To be measured in
premature death 0-2004) 2011 (MGDS) | 2009
- MMR DHS (NSO) 984/100,000 - - - - - 560/100,000 To be measured in
(2000-2004 ) by 2011 2009
(MGDS)
- HIV prevalence ANC Sentinel | 14.28% - - <14.28% N.A. - <12% by Results from 2007
among 15-24 year Surveillance (2005) 2011 Sentinel
old pregnant women | (MOH) (MGDS) Surveillance
awaited
-Life expectancy (at | Census/NSO | 40 yrs (NSO, - - - - 42 yrs. 45 by 2011 To be measured in
birth) 2005) (MGDS) 2008 Census
Objective 1:
Increased - OPD service HMIS 800/1000 850/1000 1100/1000 | 900/1000 918/1000 >1000/100 | >1000/1000
utilization and utilization (HMIU) population population population population population 0 population
effectiveness of (HMIS 2004- (HMIS (HMIS population
EHP and other 2005) 2005-06) July-Dec
services ‘06)
-Proportion of 1 EPI 82% (EPI 85% 82% (EPI 85% 79% (EPI 83% 90% by 2011 | Coverage was
year-old children 2005) 2005-2006) Jan-Dec (MGDS) particularly low in
immunized against ‘06) Nov. & Dec ‘06
measles
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- % surveyed SDSS To be Baseline MHEN Baseline MHEN Baseline > Baseline MHEN received
population satisfied (MHEN) established in | established | presented established | carrying to be technical inputs
with services (by 2006 report out the establishe from MER TWG
gender and without survey in d for 2007 survey
rural/urban) measuring 2007,
the results
indicator awaited
-CPR (modern DHS 28.1% (DHS - - - - 40% by 2011 | To be measured in
methods) (NSO) 2004) (MGDS) 2009
-Proportion of births | HMIS 38% (HMIS 40% 40% (HMIS | 41% 41% (HMIS | 42% 75% by 2011 | Assumption is that
attended by skilled (HMIU) 2004-2005) July-Dec July-Dec (MGDS) all institutional
health personnel 2005) ‘06) deliveries are
conducted by
skilled health
personnel
-% of pregnant DHS 14.7% - - - - - 60% To be measured in
women and children | (NSO) pregnant 2009
who slept under an women
insecticide treated 14.8%
net (ITN) the children
previous night (DHS 2004)
-% of children under | DHS 45.5% (DHS - - - - - 60% To be measured in
five years of age (NSO) 2004) 2009
with fever in the
preceding two
weeks who received
antimalarial drugs
the same/next day
Objective 2:
Increased - EHP coverage (% Facility 9% (JICA 15% Not 15% To be - 40% Facility survey to
availability of Facilities able to Survey study 2002) measured measured be carried out in
quality EHP deliver OPD, Imm., in 2007-08 2007/2008
services FP & mat. services

and having 2
Medical Asst./Cl.
Officer /Doctor , 2
Nurse/ Midwife & 1
H.A.)
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Objective 2 - TB detection rate Prevalence 40% Prevalence - - - Prevalenc | 70% Prevalence survey
(contd.): Survey (WHO 2004) | survey e survey delayed for want
Increased (NTCP) planned for planned of funds
availability of 2007 for 2008-
quality EHP 09
services - TB cure rate HMIS 74% 75% 73% 75% 77% 76% 85% On target
(HMIU) (HMmIS/ (HMIS/NTC (HMIS/
NTCP, 2004- P, Jan- NTCP, Jul-
2005) June 2005) Dec 2006)
-% of HCs offering HMIS 2% (2005, 25% Measurem | 13.4% (74 |4 % 15% 50% Delay in definition
basic EmOC (HMIU) EmOC ent made targeted (22/552) delayed target
services survey) difficult by out of 552 (reports setting. External
lack of facilities) from DHOs reviewers reported
proper at MYR Apr 20% coverage at
definition 07) MTR.
-Doctor/population HRH M&E 1 doctor 1 doctor 1 doctor 1 doctor 1 doctor 1 doctor Presumption is all
and database /62,000 pop /60,000 /60,000 /44,453 /42,00 pop | /31,000 pop those registered
Nurse/population (2005) pop pop pop (3,477 nurses and
ratios 1 nurse/4,000 1 nurse/ 1 nurse/ 1 nurse / 287 doctors/
pop (2005) 1 nurse/ 3,653 pop 1 nurse 1 nurse/ 3,500 pop | 1,700 pop specialists) are
3,900 pop /3,900 pop | 3,653 pop continuing to work
in the country
EHP Outputs
Community -% of population GIS Mapping | 46% (EHP 55% Not 55% To be 55% 85% To be undertaken
awareness and residing within 5 km document, measured reported by in 2007
access to of a health facility 2004) DHOs
services -% of monthly drug HMIS To be BE 59.59% BE 58% 60% 85%
increased deliveries monitored | (HMIU) established in (reports (321/552)
by Facility Health 2006 from DHOs (reports
Committees at MYR Apr from DHOs
06) at MYR Apr
07)
-% of pregnant HMIS 7% (HMIS 10% 6% (HMIS 10% 6% 7% 20%
women starting (HMIU) 2004-2005) 2005-06) (HMIS
antenatal care July-Dec
during the first ‘06)

trimester
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- Condom use at DHS 30%women - - - - - 35%women To be measured in
last high risk sex (NSO) 47%men 55%men 2009
(with non-marital or (DHS 2004)
non-cohabiting
partner)
- # of people alive HMIS 30,000 60,000 85,001- 60,000 59,980 70,000 208,000 Calendar year
and on treatment (HMIU) (HIV Unit, ever alive and 2006 Survey
(HAART) at the end December started on report published in
of each year 2005) 61,430 treatment July 2007
(72%) alive (Country-
(Dec’06) Wide

Survey of

HIV / AIDS

services -

2006)
-# of ITNs HMIS 1,323, 557 1,500,000 1,234,000 1,500,000 1,324,921 1,500,000 | 1,800,000 On target
sold/distributed in (HMIU) (NMCP, (reports
the country 2004) from DHOs
(annually) at MYR Apr

07)
-% of under five DHS 19.6% - - - - - 30% To be measured in
children with (NSO) (DHS 2004) 2009
symptoms of ARI
and/or fever in the
preceding two
weeks for whom
treatment was
sought from a health
facility/provider
-% of under five DHS 70.1% - - - - - 85% To be measured in
children with (NSO) (DHS 2004) 2009

diarrhoea in the
preceding two
weeks who received
oral rehydration
therapy
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-% of young women | DHS 23.6% - - - - - 50% women To be measured in
and young men (NSO) women 50% men 2009
aged 15-24 yrs with 36.3% men
comprehensive (DHS 2004)
correct knowledge
about AIDS
-% of men who do DHS 64.8% (DHS - - - - - 40% To be measured in
not know any signs (NSO) 2004) 2009
or symptoms of
pregnancy
complications
Pillar 1: HR
Staffing norms - % health centers HMIS 23% (2002) 25% 19.42% 25% -for -for 85% Districts reported
obtained at all with minimum staff (HMIU) nurses= nurses= only on facilities
health facilities norms (having 2 40% 50% with
Medical Asst., 2 (220/552) (276/552) nurses/midwifes
Nurse/ Midwife and (reports
1 Health Asst.) from DHOs
at MYR Apr
07)
-# students HR M&E Doctors: 16 20 19 Doctors:20 | Doctors:22 | Doctors:60 | 64 Considerable
graduating from Database Nurses: 475 513 486 Nurses:513 | Nurses:48 Nurses:47 | 670 number of
health training All 1228 915 All All 0 students were
institutions categories: categories: | categories: | All 1534 expected to
(category-wise) 798 (2004) 1228 424 categories: graduate out of the
(Doctors, 840 HTls prior to June
Cl. Ofs., (Doctors, 2007
MAs, HAs Cl. Ofs.,
& Nurses) MAs, HAs
& Nurses)
Pillar 2:
Pharmaceutical
s
Supply chain - % health facilities LMIS SP: 85% 100% 100% SP: 97% SP: 100% | 100% Indicator modified
functioning without stock-outs of ORS: 81% 100% 100% ORS: 89% | ORS: 100% to Drug Days
adequately TT vaccine, Cotrimoxazol Cotrimoxaz | 100% Availability prior to
Oxytocin, SP, ORS e: 82% 100% 100% ole: 83% Cotrimoxa | 100% Mid-year review in
and cotrimoxazole Composite: 100% TT: 91% zole: 100% April 2007. List of
for more than a 89% 100% Oxytocin: 100% 100% drugs monitored
week at a time (LMIS 2004) 88% TT: 100% expanded at MYR
Diazepam: | Oxytocin: in April 2007.
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65% 100%
HIV Test Diazepam:
kits:82% 85%
B HIV Test
drugs:89% | kits:100%
(Reports B
from DHOs | drugs:100
at MYR Apr | %
07)
Pillar 3:
Essential basic
equipment
Essential medical | -% health facilities PAMIS To be Baseline Survey to Baseline Still to be Survey 90% Not measured at
equipment with equipment in established in | established | be done established | measured planned in mid-year because
available at all line with standard 2006 2007- standard
health facilities (to be 2008. equipment list
defined)equipment remained to be
list defined by PAMIS.
List to be ready by
Sep2007.
Pillar 4:
Infrastructure
Adequate health | - % health facilities PAMIS 59% (HMIS 65% 74% 65% -functiong. | - 90% A fourth dimension
facilities available | with functioning 2003) water=63% | functioning (fully renovated)
water, electricity and -functiong. | water=85 being measured
communication electricity= | % from MYR Apr
56% - 2007
-functiong. | functioning
communica | electricity=
tion=80% 80%
(reports -functiong.
from DHOs | communic
at MYR 07) | ation=100
%
- % districts with Transport To be Baseline Not Baseline Not Transport 80% To be provided by
functioning Unit established in | established | measured established | measured unit to Transport unit
ambulances that 2006 at MTR define and
satisfy requirements set

Pillar 5: Routine
Operations
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Routine - % health facilities HMIS To be Baseline 72.11% 73% 73% 75% 80%
operations at regularly supervised | (HMIU) established in | established (403/552) (414/552)
service delivery by extended DHMT 2006 (Reports
level adequately | using integrated from DHOs
carried out supervision checklist at MYR Apr
07)
Pillar 6: Central
Institutions,
Policy &
Systems
Central -% districts reporting | HMIS Timeliness: Timeliness: | Timeliness: | Timeliness: | Timeliness: | Timeliness | Timeliness Facilities continue
institutions timely data | (HMIU) 10% 60% 10% 60% 12% :60% 100% to lag behind in
support -% facilities submitting reports
strengthened reporting Reporting Reporting Reporting Reporting Reporting Reporting Reporting to districts.
data status: 88% status: status: status: status: status:100 | status:100% Situation expected
(HMIS 2004) 100% 94% (HMIS | 100% 91%(HMIS | % to improve with
July-Dec July-Dec introduction of
2005) 2006) monthly facility
level reviews &
quarterly district
and zonal reviews
Health
Financing
Entire health - % GoM budget MOF 11.1% (2004- | 11.5% 10.7% 11.5% 8.7% 12.6% 15.0% MoH requested
sector funded allocated to health 05) (2006-07) GoM to
adequately sector Source: compensate the
MOF,2005 under funding of

2006-07 in 2007-
2008 budget
allocations.
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- % of Budget and MOH % Annual % Annual % Annual % Annual % Annual % Annual % Annual This analysis is for
Funds utilised Budget Budget Budget Recurrent Recurrent Recurrent | Recurrent pool funds only.
annually Funded: 70% | Funded: Funded: Budget Budget Budget Budget See Multi-year
80% 137% Funded: Funded: Funded: Funded: 90% | trend circulated by
85% 117% 90% finance dept. for
% % % % details of discrete
% Recurrent Recurrent Recurrent Recurrent Recurrent % Recurrent funding.
Funding Funding Funding Funding Funding % Funding
Utilised: 91% | Utilised: Utilised: Utilised: Utilised: Recurrent Utilised: 85%
(2004/2005) 75% 87% 80% 99% Funding
Utilised:
85%
- per capita MOF US$ 5.1 US$11.5 Not Us$ 11.5 US$ 9.21 US$ 13 US$17.53 Per capita national
allocation (GoM and (2003/2004) measured expenditure on
donor) to health Source: health was found
sector (USD) MOEPD to be 18 US$ in
2003-2004 and 22
US$ in 2004-2005
as per NHA 2002-
2004.

ACRONYMS:AIDS=Acquired Immune Deficiency Syndrome, ARV=Anti-Retrovirals, CPR=Contraceptive Prevalence Rate, DHMT=District Health Management Team,
DHS=Demographic and Health Survey, EHP= Essential Health Package, MOEPD = Ministry of Economic Planning and Development, GIS=Geographic Information System,
GOM=Government of Malawi, HAs=Health Assistants, HIV=Human Immuno-Deficiency Virus, HMIS=Health Management Information System, HTIs=Health Training
Institutions, IMR=Infant Mortality Rate, ITN=Insecticide Treated Nets, JICA=Japan International Cooperation Agency, KABP=Knowledge, Attitude, Behaviour and Practice,
LMIS=Logistics Management Information System, MAs= Medical Assistants, ME&R=Monitoring, Evaluation and Research, MGDS=Malawi Growth and Development
Strategy, MMR= Maternal Mortality Ratio, MOEPD =Ministry of Economic Planning and Development, MOF=Ministry of Finance, MoH=Ministry of Health, N.A.=Not available,
NHA=National Health Accounts, NSO=National Statistics Office, NMCP=National Malaria Control Programme, NTCP=National Tuberculosis Control Programme, OPD=0Out-
Patient Department, ORS=0ral rehydration salt, PAMIS=Physical Assets Management Information System, RCH=Reproductive and Child Health, SDSS=Service Delivery
Satisfaction Survey, SP=Sulfadoxine Pyramethamine, SWAp=Sector Wide Approach, TB=Tuberculosis, TT= Tetanus Toxoid, TWG =Technical Working Group, USMR=Under
five morality rate, US=United States, WHO=World Health Organization
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6.2 List of Documents reviewed

ook wN=~

EHP documents training materials

District and central hospital plans and budgets
SWAp mid year and annual review reports
HMIS bulletins

SWAp M&E framework

Technical programmes

TB plans, TWGs minutes and TORs strategic plan , guidelines , training
materials , IEC materials , prisons policy

Malaria : Policy strategy, guidelines, TWG minutes GF proposal

HIV programme documents

Communicable Disease control : ARI , Schistosomiasis, leprosy and skin ,
IMCI and IDSR guidelines

Expanded programme on immunisation documents

Nutrition guidelines ,policies reports TWGs minutes

STI. Guidelines training materials

Service level agreements
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Mid-term Review of the Programme of Work for the Malawi Health Sector
Annex 5: Planning, Monitoring, and Evaluation Report

EXECUTIVE SUMMARY

The Planning, Monitoring, and Evaluation Annex Report is designed to contribute to
two central questions from the Sector Wide Approach (SWAp) Programme of Work
(POW) Mid-term Review (MTR) Inception Plan. From a planning systems angle and
a monitoring and evaluation perspective, the following two questions are examined:
“How relevant is each POW pillar in relation to achieving health sector goals and
objectives?” and “How well have those systems and procedures necessary to
supporting the POW been set up and how well are they operating?” The report has
been compiled based on document review, stakeholder interviews, field visits and
observation, examination of data and reports, and general critical analysis of the
health sector planning, monitoring, and evaluation systems in Malawi, conducted in
August and September 2007.

The report first addresses the question, “How relevant is each POW pillar in relation
to achieving health sector goals and objectives?” The six POW pillars include: (1.)
Human Resources, (2.) Pharmaceuticals, Medical, and Laboratory Supplies, (3.)
Essential Basic Equipment, (4.) Infrastructure, (5.) Routine Operations, and (6.)
Central Institutions, Policy, and Systems Development. These systems and
procedures are essential to the success of the delivery of the Essential Health
Package (EHP) and remain relevant to achieving the health sector goals and
objectives three years into the SWAp. The bottlenecks they address are still
immediate challenges, particularly with regards to the first two pillars, Human
Resources, and Pharmaceuticals, Medical and Laboratory Supplies.

Although each of the six pillars is relevant and critical to achieving the health sector
goals and objectives, the Health SWAp POW did not provide adequate clarity as to
the linkage between the goals and objectives and the six pillars. The pillars are not
adequately linked to the objectives focussing on (1.) decreasing the disease burden
through improving access to the EHP, (2.) strengthening the capacity of the
decentralised District Health system to plan, budget and deliver quality health
services, (3.) enhancing the capacity of the MoH in the areas of policy development,
analysis, and enforcement and monitoring and evaluation through efficient and
regular supervision and survey systems, and (4.) strengthening the role of
communities in decision making on health issues.

As the pillars are input-oriented, this creates difficulty in mapping outputs, outcomes,
and impact indicators into the pillars. However, the Health SWAp Monitoring,
Evaluation, and Research (M,E,&R) Framework does provide a clearer mapping of
the key indicators into the pillars. Although the pillars are more focussed on main
areas of input, the POW goes into much greater detail regarding essential
interventions to address the overall health sector objectives and the delivery of the
EHP, in particular.

The design of the pillars represents the focus on implementation that was useful
when the health SWAp was being developed. However, three years into the SWAp,
the focus on inputs needs to be balanced with discussion as to whether the health
SWAp is achieving its objectives. For instance, the encouraging construction of
much-needed additions to hospitals and the frustrating lack of human resources have
become the primary focus in many settings.  Essential steps to delivering the
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package should not cause staff to lose sight of the actual delivery of the EHP. This
should be the central focus of M&E and planning activities.

Subsequently, the report addresses the question, “How well have the monitoring and
evaluation and planning systems and procedures necessary to supporting the POW
been set up and how well are they operating?” The planning and monitoring and
evaluation systems are evolving as the health SWAp develops. The monitoring and
evaluation system is functioning and regular reports are able to be produced. The
quality of data contained in the reports and the use of that data to strengthen
planning processes needs to be greatly improved. However, the HMIS is under
revision currently to improve harmonisation and streamlining of the system. Data
verification a