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Project Authorization

Name of Country: Malawi

Name of Project: Promoting Health Interventions for
Child Survival (PHICS)

Number of Project: 612-0231

1. Pursuant to Title IL of the Foreign Operations, Export Financing and
Related Program Appropriations Act of 1989 (Sub-Saharan Africa,
Development Assistance), [ hereby authorize the Fromoting Health
Interventions for Child Survival Project (the "Project") for Malawi (the
"Cooperating Country”) involving planned obligations of not to exceed
$15,000,000 ir grant funds over a five year period from date of
authorization, subject to the availability of funds in accordance with
the A.I.D. OYB/allotment process, to help in financing foreign exchange
and local currency costs for the Project. The planned life of the
P-oject is eight years from the date of initial obligation.

2. The Project consists of assistance to the Cooperating Country to
strengthen its institutions primarily responsible for the provision of
health care, and to improve and expand primary heaith care and child
survival services through a variety of activities including the
deployment of additional trained health staff, the conduct of health
systems research, the training of health workers, the provision of health
and hygiene education, and the construction of piped water systems,
latrines, and washing slabs.

In furtherance of the information, education and communication
component of the Project, I hereby authorize musical equipment and
pre-recorded video tapes as necessary for IEC activities under the
Project. :

3. The Project Agreement, which may be negotiated and executed by the
officer to whom such authority is delegated in accordance with A.I.D.
regulations and Delegations of Authority, shall be subject to the
following essential terms and covenaunts and major conditions, together
with such other terms and conditions as A.I.D. may deem appropriate.

4.A. Source and Origin of Commodities, Nationmality of Services

Commodities financed by A.I.D. under the Project shall have their source
and origin in the United States, Ln the Cooperatiny Country, or in
countries included in Geographic Code 935, except 1s A.I.D. may otherwise
agree in writing.
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Except for ocean shipping, the suppliers of commodities or services shall
have the United States, the Cooperating Country, or other countries
included in Geographic Code 935 as thelr place of nationality, except as
A,I.D. may otherwise agree in writing. Ocean shipping financed by A.L.D.
under the Project shall, except as A,I.D. may otherwisc¢ agree in writing,
be financed only on flag vessels of the United States or Code 935
countries. Air travel and transportation shall be fipanced only on U.S.
flag air carriers to the extent they are available. Procurement of
commodities and services of U.S. source, origin and nationality shall bhe
maximized to the extent practicable.

B. Conditions Precedent

(1) Conditions Precedent to First Disbursement
Except as A.I.D. may otherwise agree in writing, prior to the first
disbursement under the Grant, or to the issuance by A.I.D. of
documentation pursuant to which such disbursement will be made, the
Grantee shall furnish or have furnished to A.1.D., in form and substance
satisfactory to A.I.D.:

(a) A written statement setting forth the names and titles of
persons holding or acting in the office of the Grantee and of any
additional representatives, and representing that the named person or
persons have the authority to act as the representative or
representatives of the Grantee, together with a specimen signature of
each such person certified as to its authenticity.

(2) Conditions Precedent to Disbursement for Service Delivery
Support (Research Unit, Epidemiology Unit and Health
Information System) Activities

Except as A.I.D. may otherwise agree in writing, prior to any
disbursement for Service Delivery Support Activities under the Grant, or
to the issuance by A.I.D. of documentation pursuant to which such
disbursement will be made, the Grantee shall furnish or have furnished to
A.1.D., in form and substance satisfactory to A.I.D.:

(a) Written evidence that the Grantee has: a) established an
account at the Reserve Bank of Malawi for the deposit of funds provided
by A.I.D. to the Grantee for the implementation of the Project; b)
assigned a separate vote number and account; and c) for funds provided
through each PIL, established a subsidiary ledger account and separate
file for paid vouchers supporting expenditure transactions.

(b) Written evidence that a Ministry of Health (MOH) Project
Coordinator and Accountant have been appointed and assurance that they
will commence work within 60 days of their appointment.

(¢c) Written evidence that a Project Coordination Committee
comprised of appropriate representatives from both Parties has been
formally constituted.
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(3) Conditions Precedent to Disbursement for Information,
Education and Communication (IEC); Hyglene Education and
Sanitation (HESP); and Child Survival Services Activitles

Except as A.I.D. may otherwise agree in writing, prior to any
disbursement for IEC, HESP and Child Survival Activities under the Grant,
or to the issuance by A.IL.D. of documentation pursuant to which such
disbursement will be made, the Grantee shall furnish or have furnished to
A.1.D., in form and substance satisfactory to A.I.D.:

(a) Written evidence of a time;phased plan for creating and
filling with qualified individuals the new positions within the MOH as
required under the Project.

C. Covenants

(1) Policy Dialogue. The Grantee agrees to involve A.I.D. in
discussions of policy issues which are likely to affect implementation of
the Project.

(2) A.I.D. Concurrence. The Grantee agrees to obtain A.I.D.
concurrence for significant project implementation actions including:
(a) the plan for the phased creation and filling of new positions; (b)
project management and coordination procedures; (c) annual workplans; (d)
position descriptions for key staff such as the Project Coordinator and
health surveillance assistants; (e) procedures and proposal selection
criteria for the child survival research program; and (f) the selection
of technical advisors and trainees.

(3) Recurrent Costs. The Grantee agrees to undertake in the
Project's second year a review of the Government's program for assuming
the Project's recurrent costs. The Grantee will then advise A.I.D. oun
the program and take all necessary actions to implement it.

(4) Project Coordination Committee. The Project Coordination
Committee which will convene at least twice a year will, at its initial
meeting(s), develop procedures for the management and coordination of the
Project. The Committee regularly will review project progress, address
and resolve problems, and plan and coordinate future activities.

(5) Annual Workplans. The Grantee agrees to submit to A.I.D.
annual workplans which describe quarterly objectives, estimated financial
expenditures, anticipated inplementation probleus, outstanding actions,
and a time frame for proposed activities indicating responsible parties.

(6) Annual Reports. The Grantee agrees to submit with each annual
workplan, a short annual report on the preceding year's progress,
achievements, and problems.




(7) Use of Project Goods. The Grantee agrees to assure that all
vehicles and equipment procured for the Project will be used exclusively
for Project purposes and that usage will be carefully monitored and
controlled.

(8) Long-Term Trainees. The Grantee agrees to financially support
Government employee participants during their absence on long-term
training in accordance with existing Government reghlations.

(9) Employment of Trainees. The Grantee will ensure that all
A.I.D.-financed trainees, upon completion of their training, will serve
the Government in an appropriate position commensurate with their newly
acquired skills.

(10) Project Evaluation. The Parties agree to establish an
evaluation program as part of the Project. Except as the Parties may
otherwise agree in writing, the program will include during the
implementation of the Project:

(a) evaluation of progress towards attainment of the objectives of
the Project;

(b) identification and evaluation of problem areas or constraints
which may inhibit such attainment;

(c) assessment of how such information may be used to help overcome
such problems; and

(d) evaluation, to the degree feasible, of the overall development
impact of the Project.

D. Walver

A walver of the 25 percent host country coutribution requirement of
Section 110 of the Foreign Assistance Act of 1961, as amended, was
approved by the Assistant Administrator for Africa on August 26, 1988.
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I. EXECUTIVE SUMMARY

A. Introduction

Promoting Health Interventions for Child Survival (PHICS)
is an eight-year, $15 million project to be implemented by the
Government of Malawi (GOM) through the Ministry of Health (MOH)
and the Ministry of Works (MOW). The goal to which the PHICS
project will contribute is the improved health status of rural
Malawians with emphasis on decreasing child morbidity and
mortality. The target for goal achievement is a decrease in the
overall level of mortality and morbidity in Malawi;
specifically, a reduction in the infant mortality rate from an
estimated 154/1000 in 1989 to 100/1000 in 1997, the last year of
the project.

The health priorities to which the project responds and
the program strategies chosen are based on the Government of
Malawi’s National Health Plan (1986-1995) and Statement of
Development Policies (1987-1996). Specific needs for additional
staff, technical assistance, training, commodities, and
operational support with which to address GOM health priorities
were identified and requested by the MOH and MOW during the
PHICS project design and development process. The project
directly addresses the goals and objectives of A.I.D. health,
child survival, and child spacing strategies.

B. Terminology

The term "child survival" describes a set of primary
health care (PHC), maternal and child health (MCH), and water
and sanitation services considered by the Government to play a
central role in the improvement of children’s health in Malawi.
In addition to oral rehydration therapy (ORT) and immunization
(A.I.D.’s "twin engines"), the project supports the following
GOM child survival priorities: the prevention and treatment of
malaria, malnutrition, and acute respiratory infections (ARI),
and the provision of child spacing, safe water, and sanitation
services.

C. Project Purpose

The project purpose is to increase the institutional
capacity of the MOH and MOW to deliver child survival services
on a sustained basis, and to increase the supply and utilization
of these services at the community and family level.



D. Project Components

The purpose will be accomplished through activities
implemented under the project’s two main components --
institutional strengthening and service delivery.

1. Institutional Strengthening: Malawi currently lacks
the human and financial resources necessary to sustain child
survival services. Resource constraints combined with
organizational and instituticnal deficiencies limit the impact
of ORT and immunization, the "twin engines" of child survival.

To maximize the impact of the "twin engin:s" and other priority
child survival interventions, the project will strengthen the
institutional infrastructure on which qualltatlve and
quantitative improvements in child survival service delivery
depend. This will be done throuqh (a) the formal establishment
of new MOH positions for service delivery and management staff;
(b) the training of Malawians to fill new positions; and (c) the
assumption by the GOM of the recurrent ccsts of these new
positions over the long term. The projecc will result in the
institutionalization of an expanded child survival service
delivery program, the costs of which the GOM will support on a
sustained basis upon project completion.

2. Service Delivery: The project’s service delivery
activities will increase access for twenty percent of the
nation’s populatlon to safe rater, sanitation, and child
survival services. Fundamen:al to this component is the
implementation of a child survival research program and a
community-based service delivery system which the GOM can afford
to sustain over the long term. Approaches to be field-tested
under this component include: (1) introducing the
community-based distribution of modern methods of contraception
(CBD); (2) determining the feasibility of home-based prevention
and early treatment of malaria and diarrheal diseases; and (3)
harnessing the community organization which coalesces around the
construction, use, and maintenance of water systems to initiate
and sustain sanitation and child survival services. Lessons
learned from field experience gained under this proyect
regarding how best to deliver child survival services will be
utilized by the GOM in the formulation and refinement of child
survival policies and programs.

E. Project Activities

The project’s five activities are:



1. Information, Education and Communication (IEC):
Expand the MOH Health Education Unit (HEU) and strengthen and
institutionalize the Unit’s capacity to develop and disseminate
messages leading to the adoption of behaviours and the use of
services which improve child survival.

2. Service Delivery Support: Improve the capacity of
the MOH to plan, implement, monitor, and evaluate child survival
services through the strengthening of key MOH operational units
-- Research, Epidemiology, Health Education, Health Information,
control of Diarrheal Diseases (CDD) and Malaria, and
Environmental Health (Sanitation and Hygiene Education).

3. Service Delivery: Assist the MOH to design,
implement, evaluate, and replicate a community-based child
survival program which has measurable impact on child morbidity
and mortality and which can be sustained over the long term with
resources available to the GOM.

4. Rural Piped Water: Assist the MOW and rural
communities to increase access to safe water through an
extension of the gravity-fed piped water system and, in so
doing, contribute to the key MOH child survival goal of
preventing water-borne diseases, particularly diarrheal diseases
among children.

5. Project Management: Strengthening the capacity of
the MOH Planning Section and Froject Implementation Unit to plan
and manage MOH programs, including the PHICS project.

F. Institutionalization and Sustainability

At the conclusion of the PHICS project, key child survival
services and support activities will be institutionalized and
the Government of Malawi will have substantially increased its
long-term commitment of human and financial resources to
preventive health and child snrvival in Malawi. Consequently,
the GOM will be better able to sustain child survival services
over the long term.



Estimated Budget

Project activities will be funded as follows:

Project Activity

l.

2.

3.

4.

Information, Education, and
Communication

Service Delivery Support

a, Research Unit

b. Epidemiology Unit

c. Health Information System

Rural Piped water (MOW)

Service Delivery

a. Hygiene Education and
Sanitation Promotion

b. Child Survival Services

Project Management

Evaluation and Audits

Contingency

1,102
1,811
471

1,850
1,366

Amount (USS000)

$ 1,885

3,384

5,099

3,216

434
340
722

$15,000



II. PROJECT BACKGROUND

A. The Status of Children’s Health

The main health problem in Malawi is the high level of
child mortality and morbidity. Children under five years of age
make up seventeen percent of Malawi’s total population but
account for over half of all deaths in the country. The infant
mortality rate (IMR), when last measured on a national basis in
1984 (Family Formation Survey), was 154/1000. The level of
infant mortality varies widely among Malawi’s twenty-four
districts, from a low of 75/1000 in Zomba (Southern Region) to a
high of 212 in Dedza (Central Region). The under-five mortality
rate was estimated by UNICEF to be 270 in 1986. A significant
reduction in childhood mortality in Malawi could be achieved
through the application of currently available strategies for
the treatment of malaria, diarrhea, and immunizable diseases.
Based on routine inpatient reporting in 1987, the leading causes
of mortality among children under five were malarla (18%),
measles (13%), anemia (13%), and diarrhea (7%). The leading
causes of morbidity among children under five generally parallel
thoze of mortality, with malaria the most prevalent, accounting
for one-third of all in and outpatient visits. Between 1984 and
1987 there was a 5% increase in the incidence of malaria among
children under f1ve, a 13% increase in pediatric malaria
admissions, a 33% increase in pediatric malaria deaths in
hos _itals, and a 25% increase in malaria case fatality. The
incr.ase in the severity of malaria is in part due to the
development of chloroquine resistance in 1583. In the course of
one year, children in Malawi are estimated to suffer, on
average, thirteen episodes of malaria fever and seven episodes
of diarrhea. Neonatal tetanus and respiratory infections also
take a heavy toll. The high burden of infectious disease when
coupled with the high prevalence of chronic malnutrition in
Mzlawi has a devastating impact on child survival.

B Economic Overview of Health

Malawi’s annual per capita income in 1987 was US$174,
pelow the average for sub-Saharan Africa. After growing
strongly in the 1970, the economy has experienced formidable
difficulties in the 19805. The GOM is responding to these
problems in the context of a structural adjustment program with
the World Bank and an IMF stabilization program. However, at
Dest, the prospects are for slow economic growth over the coming
years with no better than a slight increase in GDP per capita
through the early 1990s. In confronting these economic
difficulties, the GOM recognizes the critical importance of
achieving fiscal discipline. Although projections differ



somewhat, even under the more optimistic projection, the rate of
real growth of government expenditure will be meager over the
coming years and will in any case represent a decline in real
government expenditure per capita for the whole ten-year period.

This sketch of macroeconomic expectations and overall GOM
fiscal policy make it clear that fiscal stringency will be very
much the order of the day for the medium term. However, it is
important to remark that the implications for health-sector
financing may be less ominous than this overall picture
suggests. For one thing, the health sector is seen in Malawi as
an integral part of the overall development program and effort.
Thus, as set out in the GOM’s Policy Framework statement:

"Malawi’s large unexploited human resource investment
opportunities offer significant potential for economic
growth. Levels of education, health and nutrition in
Malawi are some of the lowest in sub-Saharan Africa. Thus,
the Government places high priority on expanding the social
infrastructure ... The impact on growth of these policies
would be in the longer run."

It is also important to recognize that the Government hopes
to overcome Malawi’s serious economic development problems while
at the same time not causing a deterioration in the position of
the most vulnerable and disadvantaged groups. is part of this,
the Government seeks to improve the provision of social
services, including health services. Pursuant to this, and as
spelled out in the Statement of Development Policies 1987-1996,
the Government plans an average annual rate of increase in the
MOH budget in real terms of 5.7 percent over this period, a
significantly faster rate of growth than is projected, even
under the more optimistic scenarios, for GDP or for overall
Government expenditure. It is clear that even while responding
with fiscal discipline to current macroeconomic problems, the
GOM has made a remarkable commitment to a major effort to
support the health services.

C. Overview of National Health Systenm

Since independence, the GOM has adopted various approaches
in response to health needs in the country. The first five-year
plan covered the period 1965-1970 and was based on the principle
of curative medicine. Much of the health services at that time
were concentrated on the development of physical infrastructure
and human resources to support the health facilities. The GOM
recognized thc limitations of the plan in terms of health
impact, and consequently adopted the 1973-1978 Health Plan.

This plan emphasized the following: (a) reorganization of the
Ministry of Health (MOH); (b) development of basic health



services; (c) control of communicable diseases; (d) improvement
and extension of existing hospitals, and the creation of a
training school for paramedicals; and (e) human resources and
staff development. In addition, a "mini-plan" for maternal and
child health care was adopted with the following objectives: (a)
increase immunization coverage to 90 percent of children
under-five; (b) provide health and nutrition education to combat
malnutrition among children, pregnant women and nursing mothers;
and (c) promote family life education. 1In 1978, the GOM moved
to a strategy of primary health care (PHC), the principle of
providing health services through community involvement and
multi-sectoral cooperation. Attention was devoted to maternal
and child health care (MCH), water and sanitation, early
treatment of major diseases and the creation of the PHC delivery
system. The current ten-year National Health Plan (1986-1995)
continues to focus on PHC and emphasizes decentralized planning
and management by shifting more control to the country’s three
regions and 24 districts.

A favorahle policy climate exists in which to make progress
on Child Survival. The current National Health Plan emphasizes
sensible and appropriate approaches which focus on: (1) the
at-risk under-five age group; (2) priority diseases for which
there are technically feasible interventions; (3) the expansion
of health services into peripheral, underserved areas; (4)
prevention and early treatment; (5) the development of
institutional and human resources; and (6) expanding access to
child-spacing services as part of the MCH program.

Most health services in Malawi are delivered either through
the MOH or the Private Hospital Association of Malawi (PHAM). A
small portion of services are provided by local government,
army, police agricultural estates, industry, private
physicians, traditional healers and traditional birth attendants
(TBAs). About 80 percent of Malawians live within five miles of
a fixed health facility.

The MOH is responsible for establishing national health
policy. It conducts comprehensive preventive, curative, and
educational activities, including emergency care, obstetric
care, pediatric care, surgery, maternal care, child care, infant
care, child spacing, and so on. These services are provided at
five levels as follows:

1. Community Level: Outreach activities conducted
through mobile clinics which focus on health education,
sanitation, diarrheal diseases, immunizations, pre- and
post-natal care, child spaciig, growth monitoring and limited
curative care.




2. Health Centers and Rural Hospitals: In addition to
outreach services at the community level, offer limited
in-patient care and curative services, pre-natal care, natal
care, post-natal care, infant care and in many cases nutrition
clinics.

3. District Hospitals: Essentially referral centers for
the hei:lth centers and the primary facility serving local towns,
offering in-patient and out-patient services for maternity,
pediatric, adult male and female, communicable diseases, all
preventive services and outreach activities offered at the
health centers.

4. Central Hospitals: All services offered by district
hospitals plus specialised referral care for their region and
act as training hospitals.

5. Special Hospitals: Offer specialized services, e.q.,
mental health, and in-patient care for leprosy and tuberculosis.

These fixed facilities absorb a large share of the MOH
recurrent budget and are, for the most part, severely
overutilized. There is a need to give greater emphasis to
prevéntive services at the villajge level to relieve pressure on
these facilities while increasing the efficiency of the health
care system.

D. Major Ceastraints to Health Development

Lack of resources and institutional deficiencies are the
main constraints which limit the attainment of national health
objectives. The National Health Plan identifies insufficient
financial and human resources and weak management and
implementation capacity as priority problems. Health
expenditures in 1988/89 will amount to approximately three
dollars per person and will be spent largely on curative as
opposed to preventive care. There is a dearth of ministerial
staff (in number and experience) at the central, regional,
district, and community levels. Many basic service delivery
support systems at the central MOH levi:l are in their early
stages of development (e.g. research unit), and some not yet
established (epidemiology). The physician to population ratio
is 1:60,000, with only six Malawian physicians currently engaged
in clinicai practice. The health fieldworker to population
ratio is 1:25,000 -- or one worker for every 37 villages.

The population of Malawi is young, rural, and growing
fast. Between 1977 and 1987 Malawi’s population grew 44% from
5.5 million to almost 8 million, a provisional growth rate of



3.7%. The rapidly growing population will further increase the
level of demand for health services on an already overtaxed and
underfunded service delivery system.

Low levels of health knowledge in Malawi compound problems
related to the supply of health services. A recent review of
Malawi’s Primary Health Care program (GOM/UNICEF/WHO 1987)
revealed a pervasive lack of knowledge among mothers with
respect to immunization-preventable diseases and the prevention
and treatment of diarrhea and malaria. Knowledge of modern
methods of contraception is limited to 5% of women surveyed
(Family Formation Survey).

E. A.I.D. and Donor Support to the Health Sector:

1. A.I.D. Support: A.I.D. support to the public health
sector in Malawi is structured upon two separate but
complementary program strategies; the first, seeks to assist the
MOH to implement an effective and sustainable service delivery
system to prevent childhood diseases and reduce associated
morbidity and mortality. This strateqgy, which directly
addresses A.I.D. health and child survival policies, has been
implemented through the CCCD project and will continue to be
supported through PHICS. The second, supports the service
delivery strategy through health manpower development
activities. This strategy is being implemented through the
Human Resources and Institutional Development (HRID) and Health
Institutions Development (HID) projects.

The USAID health program in Malawi has the following
objectives: (1) to increase knowledge, access, and use of child
survival and child spacing services among rural populations at
the community and family level; (2) to assist the GOM to
strengthen and institutionalize child survival program planning,
implementation, and evaluation capability and; (3) to promote
the long-term sustainability of child survival services.

The principal USAID/Malawi bilateral projects designed to
meet these objectives are: (1) Human Resources and Institutional

Development (HRID), an eight year, $18 million multi-sectoral
human resources project designed to support, inter alia, the
strengthening of MOH planning and management capability; (2)
Health Institutions Development (HID), a six year, $9.7 million
project designed to increase and institutionalize MOH capacity
to train paramedical staff, particularly with respect to the
delivery of primary health care and child spacing services; (3)
Self Help Rural Piped Water Supply, an eight-year, $6 million
project designed to reduce the prevalence of diseases in rural
villages through the provision of potable water and health and
sanitation education (PACD December 1988); (4) Combatting
Childhood Communicable Diseases (CCCD), a four-year project with
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approximately $3.7 million in combined bilateral, regional, and
central funding designed to reduce infant and childhood
mortality and morbidity resulting from malaria and diarrheal
diseases. With the exception of the Mangochi malaria research
component, which has been expanded and extended through 30 June
1990, the CCCD project and its companion HEALTHCOM project ended
30 September 1988; (5) Services for Health, Agqriculture, and
Rural Enterprises (SHARE), a severn-year, $10 million project
planned for FY90 under which approximately $6 million will
support the expansion of child survival and child spacing
services in the PVO/NGO sector in Malawi; and (6) PHICS absorbs
and builds upon both the rural piped water project and the cccD
prcject and addresses additional priority requests made by the
GOM with respect to the delivery and institutionalization of
child survival services.

USAID’s health portfolio includes a variety of
centrally-funded health, population, AIDS and nutrition projects
implemented by Cornell and Harvard Universities (nutrition); the
Adventist Development Relief Agency (ORT, immunization, and
nutrition); the International Eye Foundation (ORT, immunization,
vitamin A); Save the Children Federation (ORT, immunization, and
nutrition educatlon), Family Planning International Assistance
(child spacing services); SOMARC (contraceptive social
marketing); John Snow International/CDC (child-spacing
commodities and logistics), AIDSCOM (AIDS), Project HOPE (AIDS),
and Johns Hopkins University (AIDS). 1In addition, proposals are
under development for support from the Association for Voluntary
Surgical Contraception and AIDSTECH.

2. Other Donors’ Support: A.I.D. support to the health sector
in Malawi complements support from other donors. As of 1988,
sixteen different donors were financing over sixty discrete
health projects in Malawi. Donor contributions of $7.6 million
account for approximately 85% of Malawi’s $9 million health
sector development budget. 1In addition, there are scores of
contributions through overseas NGOs (mostly Christian Missions)
to the PHAM affiliates.

UNICEF is the only other donor which supports a large
scale, national-level program focused on child survival. With
funding from the Government of Italy and Rotary International,
UNICEF provides comprehensive assistance to the EPI program in
Malawi through its four year (1986-89), $4.5 million "EPI/MCH"
Program. In addition, UNICEF supports a wide range of child
survival activities through its $9.0 million "child Survival and
Developnent Program" (1988-92) and is raising an additional $5.0
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million in supplementary funding to support this program. The
World Bank supports child survival activities in the context of
Malawi’s MCH program. WHO plays a key role in the health sector
but mainly as an implementing agency and not as a donor.

3. support of Child Survival: In addition to the "twin
engines" of ORT and immunization, interventions designed to
address malaria, ARI, AIDS, malnutrition and high fertility are
central to improving children’s health and survival in Malawi.
There follows a summary of USAID and other donors’ activities in
some of these priority areas:

a. control of Diarrheal Diseases (CDD)/ORT: USAID
support focuses on: the prevention of diarrheal diseases through
increased access to safe water, sanitation, and hygiene
education services; research to resolve critical CDD service
delivery issues such as the identification of home-base ORT
solutions and the identification of effective and affordable
providers of ORT and CDD services in the community (PHICS);
strengthened supervision and management of the ORT program
(PHICS and HRID); basic and in-service training in ORT (HID):
the developement and dissemination of CDD IEC materials (PHICS);
and improved access to CDD/ORT information and services thorough
the deployment of 550 additional male and female field workers
(PHICS) .

Oother donors are supporting ORT training for PHC
committee members, teachers, and field workers (UNICEF); ORS
packets (UNICEF):; CDD IEC materials and general training in
"priority diseases" (IDA).

b. Immunization: USAID support for technical
assistance, training, commodities, and operating expenses to
refine and decentralize the MOH health information system (HIS)
will allow the MOH to improve its capacity to monitor EPI
program target attainment and impact (PHICS).

UNICEF, with support from the Italian Government and
Rotary International, is providing comprehensive support to the
GOM for its EPI progranm.

c. Malaria: USAID support focusses on: technical
assistance, training, commodities, operating expenses, and
research to identify effective and affordable community-based
malaria prevention and treatment strategies; and health
education and training to improve home and health- worker
treatment practices (PHICS). The malaria research component of
the CCCD project continues and has recently been expanded and
extended. The project is designed to determine the effect of
antimalarial drugs (chloroquine and mefloquine), taken by wowmen
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during pregnancy, on birth weight and other indicators of child
and maternal heaith. The results of this study should have
important implications for Malawi’s national malaria policy.

Other donors’ support for malaria control includes
commodities (UNICEF and IDA), training of health workers (IDA),
and research (WHO).

d. Child spacing: The primary focus of the
bilaterally-funded HID project is on the establishment and
institutionalization of a child spacing training program in
Malawi. The project is providing child spacing training to all
categories of paramedical health personnel and developing the
capacity within Malawian training institutions to continue this
training. A.I.D. is Malawi’s main source of contraceptive
supplies and related technical assistance and training in
contraceptive logistics. To further expand access to modern
methods of contraception, at the request of the GOM, the design
process has begun for the establishment of a contraceptive
social marketing project to be funded with A.I.D./W central
funds under the SOMARC project. In addition, FPIA supports
child spacing service delivery activities in the public and
private sector, and AVSC, at PHAM’s request, is developing a
proposal to help improve access to and the quality of surgical
contraception in the private sector.

UNFPA and the World Bank are the other principal
supporters of Malawi’s child spacing program. Support from
UNFPA focuses on policy development, service delivery, data
collection, demography, and IEC. The World Bank supports the
construction and renovation of health facilities, orientation of
village health committee members, IEC materials, and support for
clinical contraception.

e. Nutrition: The USAID Mission is giving
increased attention to the nutrition problem in Malawi. Through
major centrally-funded nutrition surveys (conducted by Harvard
and Cornell), an analytical framework for understanding the
nature and causes of the nutrition problem is being developed.
Results from a recently-conducted Harvard study lend support to
the PHICS project emphasis on the prevention and early treatment
of childhood diseases, especially diarrheal diseases, 2s an
effective way to prevent nutritional problems. Analysis of

these studies and others -- notably the Cornell "vulnerability"
study designed to determine the effects of structural adjustment
on vulnerable households -- will provide the basis for policy

dialogue with the GOM and other donors and for the design of
future programs particularly in the health and agriculture
sectors. 1In addition to the above-mentioned studies, A.I.D.
supports nutrition education (PHICS and SCF); health worker
training (HID and ADRA); and vitamin A distribution (PHICS, IEF,
ADRA, and SCF).
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Other donors’ support to nutrition includes nutrition
surveillance and policy dialogue (UNICEF, with USAID/Cornell);
nutrition IEC (UNICEF); growth monitoring (IDA, WHO, UNICEF);
and micro-nutrient supplementation.

f. Institutionalization, Sustainability and Health

Care Financing: The over-arching issue which the project will
help the GOM address is the problem of institutionalizing and
sustaining child survival services over the long term. This is
a gap in donor support to child survival in Malawi which USAID
will help close. PHICS embodies a number of strategies which
will lead to the institutionalization of a sustainable child
survival program.

(1) Increase the overall level of human and
financial resources devoted by the GOM to preventive health and
child survival. PHICS will result in a substantial increase in
the level of human resources devoted by the GOM to preventive
health and child survival. The MOH identified its manpower
needs in connection with recent organizational and manpower
assessments. Under PHICS, the GOM has agreed to meet many of
these needs with the formal establishment of nearly 700 new
positions identified by the MOH as necessary for qualitative and
quantitative improvements in child survival service delivery. .
Over ninety percent of the new positions (630) will be created
where they are needed most -- at the community level. Service
delivery support functions (mainly supervision and health
education) will be decentralized with the establishment of new
positions at the regional (15/2%) and district (34/5%) levels.
Twelve new positions at MOH headquarters in the Preventive
Health Services and Research divisions will strengthen program
policy formulation, planning, implementation, and evaluation
capacity.

PHICS will also result in a substantial
increase in the financial resources committed by the GOM to
preventive health and child survival over the long term. Based
on an economic analysis done during project development, the GOM
has found the project’s recurrent costs affordable and has
agreed to assume the recurrent costs associated with the project
by the first post-project year. Recurrent costs are mainly
related to the above-mentioned new staff and their transport and
training.

(ii) Emphasis on prevention and treatment at
the community and family level: The project’s emphasis on the
prevention of diarrheal diseases through extending access to
safe water and hygiene education and sanitation services is
intended to contribute to a sustainable long term solution to
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this problem. Likewise, the project’s focus on improving the
capacity of families to prevent and treat childhood diseases at
home is intended to enhance the sustainability of child survival
services.

(iii) Train Malawians to plan, implement, and
evaluate the child survival program: Through the HRID, HID, and
PHICS projects, USAID is playlng a leading role in helping
Malawi become self-sufficient in terms of the manpower needed to
deliver health services on a sustained basis. PHICS will
support the training of Malawians to staff an expanded and
decentralized child survival and preventive health care
program. Support from the HRID project to the MOH will
complement support from PHICS and is designed to help strengthen
the ministry’s overall planning, implementation, and evaluation
capabilities through long- and short-term training and technical
assistance. Listed in Table 1 are training needs identified
during the PHICS project development process for possible HRID
funolng. The HID/Howard University project supports pre- and
in-service training for all categories of paramedical staff.

The central objective of the HID project is to institutionalize
a PHC training program which can be sustained by the MOH after
the project’s termination.

(iv) Assist the MOH identify an effective yet
affordable primary health care service dellvery system: Because
the nature and range of community-based services in Malawi is
still evolving, the Statement of Development Policies identifies
the need to evaluate and refine the "...techniques, roles and
relationships for village volunteers, HSAs, village committees
and health center teams". PHICS provides the MOH with the means
to do this by field- testlng, evaluating, and designing service
delivery approaches prior to their replication on a large
scale. Central to the evaluation of different approaches is the
question of their affordability by the GOM over the long term.

(v) Assist the GOM assess opportunities for
cost_recovery: The project will provide the GOM with the means
to explore the feasibility of cost recovery. Through support of
health care financing studies and surveys which build upon
experience to date, PHICS will allow, for example, the MOW to
take the next steps in determining who is willing and able to
pay, how much, to whom, and for what types of water and
sanitation services. Access, equity, and the costs of
administering cost recovery schemes will be among the issues to
be evaluated.
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(vi) Assist the GOM identify opportunities and

implement measures to reduce the costs of health care: The
project will support GOM efforts to deliver curative and
preventive health care services more efficiently, thereby
increasing the overall level of resources available for
preventive health care.

(vii) Increase the supply of preventive health
and child spacing services in the private sector. A.I.D.’s
health portfolio includes two planned projects which will
promote sustainability through the privatization of child
survival and child spacing services. The SHARE project will
enable local NGOs to expand child survival and child spacing
services, and the SOMARC project will help increase the
availability of child spacing and STD prevention services in the
private sector.

F. PHICS and child Survival

Immunization and oral rehydration therapy (ORT) are the two
principle instruments for achieving A.I.D.’s child survival
strategy. Malawi, as an A.I.D. child survival emphasis country,
has implemented nationwide immunization and ORT programs. The
EPI program is funded by UNICEF, whereas the Control of
Diarrheal Diseases (CDD) program is supported by USAID and a
number of other donors. The PHICS project will provide major
support for the expansion and improvement of the CDD program and
will supplement UNICEF support for EPI.

Immunization: Malawi’s Expanded Program on Immunization
(EPI) is considered one of the best in Sub-Saharan Africa.
Malawi has an EPI policy, and a five-year EPI implementation
plan (1985-1989) which includes a service delivery strategy,
objectives and targets. A WHO sample survey done in August 1988
indicates significant increases in immunization coverage.
Immunization coverage was found to be 71% for measles, 72% for
DPT 3 and polio 3, and 80% for BCG. The evaluation suggests
that national immunization goals will likely be met by the end
of 1989 if the present acceleration can be sustained. The one
exception is TT2 which is estimated to have a coverage of 40%
among pregnhant women. A major concern arising from the
evaluation is that measles mortality and morbidity has not
declined in spite of the high levels of immunization coverage
achieved. By contrast, pertussis incidence has declined by
half. CCCD reported a 43% decrease in paralytic poliomylitis
and a 50% decrease in tetanus among children under one year of
age between 1984 and 1987. UNICEF, with funding from the
Italian Government and Rotary International, provides
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comprehensive support to the Malawi EPI program. Due to the
high level of support from UNICEF for EPI, the CCCD project had
minimal input into the Malawi EPI program.

The PHICS project will complement UNICEF assistance to EPI
in seve.-al ways: support to strengthen overall MOH information,
education, and communication (IEC) capabilities regardiing key
child survival interventions will permit an increase in
EPI-related IEC activities; support to establish an epidemiology
service in Malawi and for the refinement and decentralization of
the MOH health information system (HIS) will improve MOH
capabilities to conduct disease surveillance and to monitor and
evaluate the EPI program; support for a new cadre of health
workers who will work at the community-level with village health
committees on EPI mobilization and service delivery; and support
for a child survival research program will assist the MOH to
identify practical ways to implement EPI services which can be
sustained and afforded by the GOM over the long term. In
addition, under the HID project, immunization is one of the key
child survival interventions on which training programs for all
categories of health staff focus.

ORT: USAID’s other principle child survival intervention,
ORT, plays a key role in Malawi’s Control of Diarrheal Diseases
Program (CDD) which, though more recently established than the
EPI program, has made progress. Malawi has formulated a
national diarrheal diseases control policy and a five-year
implementation plan which includes strategies, objectives and
targets for the reduction of mortality and morbidity due to
diarrheal disesases. ORS/ORT is now widely available in fixed
health facilities throughout Malawi. CCCD reported that the
incidence of diarrheal diseases among children under five years
of age declined by 33% between 1984-1987 (based on available
outpatient reports from clinical facilities). Progress in
combatting diarrheal diseases in Malawi has been achieved with
the support of training, technical assistance and
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commodities provided by the CCCD project and by support from
USAID and other donors to increase access to safe water,
sanitation and hygiene education.

Much work remains to be done, however. The two principle
CDD problems on which PHICS will focus are, the long-term
prevention of diarrheal diseases, and the establishment of a
sustainable capability at the village and family level to
prevent and treat diarrheal disease. The project’s service
delivery component will support, in select project areas, the
integration of water and sanitation, hygiene education, and
ORT/ORS (as well as other child survival interventions) in an
effort to both prevent diarrheal diseases as well as to reduce
morbidity and mortality associated with it. Support for health
education will assist the MOH improve health providers’ and
consumers’ knowledge of proper ORT/ORS practices. 1In addition,
the project will support the formal establishment of an MOH
position for a manager of the national Malaria and Diarrheal
Diseases Control Program.

In addition to support for USAID’s two primary child
survival interventions -- ORT and immunization -- PHICS will
also address the following child survival problems of special
concern to Malawi: malaria, malnutrition, child spacing, acute
respiratory infections (ARI), and AIDS. Of central concern to
the PHICS project is the over-arching child survival issue of
sustainability discussed in section II.E.

G. PHICS and CCCD

Over a period of approximately four and one-half years,
.CCCD supported MOH malaria and diarrheal disease control efforts
by providing technical assistance, training, and commodities to
strengthen MOH capability in research, epidemiology, health
information and health education. CCCD helped the MOH lay the
groundwork for its malaria and diarrheal diseases control
program. Based largely on information collected under the cccCD
project concerning malaria and diarrheal disease treatment
practices, cultural perceptions, and epidemiology, the MOH
developed malaria and diarrheal disease control policies,
service delivery strategies, training curricula, and
implementation plans. Building upon the work of cCCD, the PHICS
project will provide the MOH the means to institutionalize and
sustain these and other disease control programs and services.

1. Epidemiology: Under CCCD, technical assistance in
epidemiology was provided to the MOH by a long-term regional
advisor resident in Malawi. PHICS will establish and
institutionalize an MOH erpidemiology service. Under PHICS, key
epidemiology positions will be established at central and
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regional levels and Malawians will be trained to fill them.
While a Malawian is in training to head the unit, the progect
will provide a technical advisor to fill a line posltlon in the
newly-established MOH epidemioloqgy unit. Malawian staff will
receive academic training in the U.S. at the D.Sc. and Masters
degree level, and in-service diploma and certificate-level
epidemiology tralnlng programs will be initiated in Malawi. The
project will result in the establishment of permanent
epidemioloyy capability in the MOH, the recurrent costs of which
will be supported by the GOM after the project’s conclusion.

2. Health Information System: With support from CCCD
and other donors, a Health Information System (HIS) has been
established within the MOH. A sentinel surveillance system for
monitoring diarrhea and malaria treatment and control practices
supplements the HIS. The system is considered to be potentially
one of the best of its kind in Africa. The HIS permits the
monitoring of EPI, malaria, and DDC targets as well as
nutritional survelllance. PHICS will support the refinement and
decentralization of the HIS system. UNICEF supports the
sentinel system.

3. Health Communications: The HEALTHCOM project
assisted the MOH Health Education Unit (HEU) to research,
pretest, and produce information, education, and communlcation
(IEC) materials focused on the reductlon of morbidity and
mortality due to malaria and diarrhea. A variety of materials
for nealth workers and community health volunteers were
developed and some have been tested and are ready for
dissemination nationwide. PHICS support will allow remaining
HEALTHCOM/MOH materials to be tested and reproduced for
widespread use in the field by healthworkers. PHICS will
provide increased support for health promotion and
communications in Malawi. The project will support health
communications activities in a broader range of areas beyond
malaria and diarrheal disease control including nutrition, ARI,
child spacing ard AIDS. While the focus of PHICS support is on
the MOH (HEU), other important communication networks will be
supported such as the Malawi Broadcastina Corporation. The main
objective of the PHICS project is to ins.itutionalize a
decentralized health education program in Malawi which the GOM
will support and sustain.

4, Control of Diarrheal Diseases (CDD): CCCD played a
leading role in the development of CDD policies and programs in
Malawi. With cccD support oral rehydration therapy and ORS is
now widely available 1in fixed facilities throughout the
country. The main objectlves of PHICS support for Malawi’s
CDD/ORT program include: to improve the quality of services
available at fixed facilities; to extend the availability of
ORT/ORS services to the community level; to ‘provide families the
means to prevent, diagnose and treat diarrheal diseases at home;
and to prevent diarrheal diseases through increased access to
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and utilization of safe water, sanitation, and hygiene
education. Technical assistance to the MOH CDD program will be
continued under the project through the provision of advisors in
CDD service delivery, research, and epidemiology. An increase
in the number of community-level healthworkers and an expansion
and decentralization of the MOH health education program should
help achieve these objectives.

5. Malaria Control: CCCD played a leading role in the
study of malaria in Malawi and the development of treatment and
control policies. In part due to the development of chloroquine
resistance in 1983, malaria mortality and morbidity among
under-fives has increased. Community-based malaria prevention
and treatment is thought essential to reverse this trend. PHICS
will provide the support needed to undertake the operations
research on which to base malaria control strategies and to
implement these strategies on a wider scale. This support will
complement the recently expanded MOH/CDC malaria research
project in Mangochi district funded by USAID under the ACSI-CCCD
project.

6. Expanded Program on Immunization (EPI}: The OCCD
program had minimal input into Malawi’s EPI program. FPHICS
support for the establishment of an epidemiology service and the
strengthening of the HIS will permit the institutionalization of
EPI program monitoring capability.

H. PHICS and WID

Women, along with their children, are the primary
beneficiaries of project-supported services. Women are the main
beneficiaries of the project’s piped water component. Benefits
include those associated with improved health and time-savings,
as well as those associated with women organizing into village
committees to help construct and manage water systems. The
prOJect’s health communications component is directed at
improving women’s health knowledge and skills as the primary
caretakers of children. Women are obvious beneficiaries of the
project’s child spacing component, designed to improve matermal
as well as children’s health. Women also play a fundamental
role in project implementation. One of the project’s central
hypotheses is that women are effective and acceptable providers
of health care to other women and their children. The project
will support the supervision, transport, and salaries of 550 new
community-based Health Surveillance Assistants (HSAs) and
approximately 150 new MOH positions at the cential, regional,
and district level. Given the centrality of wamen as providers
and beneficiaries of child survival services, every effort will
be made to hire women for these positions and to include women
in associated training programs.
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Data collected to measure project impact on health and
child spacing knowledge, attitudes, and practice (KAP), and to
track progress on the hiring of new health staff and the
training of new and existing staff, will be disaggregated by
gender to enable the project’s impact on women in Malawi to be
closely monitored.

1. PHICS and Recurrent Costs

The handling of recurrent costs associated with PHICS
project activities is in conformity with guidance given in the
A.I.D. Policy Paper on Recurrent Costs (May 1982). The
recurrent cost implications of the PHICS project were analyzed
comprehensively during the project design phase. The results of
the analysis (presented in Annex A.5 and summarized in Table 2)
indicate that the GOM can afford the recurrent personnel,
training, and operational costs related to the the PHICS
project. The GOM has provided written assurance that recurrent
costs will b2 assumed according to an agreed-upon schedule. GOM
agreement to assume these costs is also a condition precedent of
the project. 1In addition, promoting the sustainability of
health services is a key goal of the PHICS project. Central to
the attainment of this goal is the examination of cost-recovery
and cost-reduction issues in the health sector in Malawi. The
PHICS project will support technical assistance, training, and
research to assist the GOM with the formulation of a health care
financing strategy to determine the extent to which revenues can
be increased from fees-for-service in Malawi, and the extent to
which in-kind contributions can be increased from, for example,
volunteer village labor to construct and maintain water and
sanitation facilities (see section II.E. fo. a more detailed
discussion of health care financing issues).

ITI. PROJECT DESCRIPTION

A. Goal

The goal to which the PHICS project will contribute is the
improved health status of rural Malawians with emphasis on
decreasing child morbidity and mortality. The target for goal
achievement is a significant reduction in overall mortality;
specifically, a decrease in the infant mortality rate from
approximately 154/1000 in 1989 to 100/1000 in 1997, the eighth
and last year of the project.

B. Purpose and Strateqy

The project purpose is to increase the institutional
capacity of the MOH and MOW to deliver child survival services
on a sustained basis, and to increase the supply and utilization
of these services at the community and family level. The
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purpose will be accomplished through a combination of
institutional strengthening and service delivery activities.

A central objective of the project is to promote the
institutionalization and sustainability of child survival
services in Malawi. The GOM has provided written assurance that
the new positions which the MOH requested under this project
will be established and staffed. The GOM also has provided
written assurance that the recurrent costs of these positions
will be assumed in full by the GOM according to an agreed-upon
schedule so that by the first post-project year, the MOH will
maintain and fully fund the increased level of recurrent
expenditures. The phase-in schedule will apply to the recurrent
costs associated with the activities described in this section.

Project-supported training and technical assistance in
combinat’ion with GOM support of new MOH positions and associated
recurrent costs will strengthen the institutional infrastructure
on which sustainable improvements in the quality and quantity of
child survival services depend. MOH institutional strengthening
activities will directly support service delivery and complement
other primary health care activities. Through the project, the
MOH Health Education Unit will increase its capacity to design,
produce, and disseminate materials and messages that promote
demand for CS and hygiene services and improved health
practices. IEC materials will be tested and disseminated as an
integral part of service delivery activities under the project
as well as on a national level. The project will also
strengthen the capacity of the recently-crzated MOH Research
Unit to design, manage, and evaluate research needed to quide
MOH programming and policy-making. Research supported by PHICS
will address issues that are relevant to the service delivery
activities carried out under the project. Project assistance to
strengthen MOH epidemiological skills and the health information
system will better enable the Ministry to monitor health status
in the project areas and nationwide, with an emphasis on
priority child survival diseases.

The service delivery component will give the MOH the means
to implement primary health care service delivery approaches in
a setting where the impact and cost of approaches can be
measured and evaluated, allowing approachs to be refined prior
to replication. Service delivery activities will support MOH
objectives of a more decentralized health delivery system and
greater participation of communities in their own health care.
The activities will be implemented on a limited geographic basis
directly affecting approximately 1.5 million persons, or 20% of
the total population. The size of the target group is
appropriate given the evolving nature of the service delivery
model and the need to test approaches before committing
resources to a nationwide effort. At the same time, it is large
enough to have a significant impact on health status of the
rural population.
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See Tables 3a and 3b for a summary of new positions,
training, and technical assistance to be financed by the project
under the following activities.

C. Project Activities

1. Activity One: Information, Education, and
Communication (MOH)

Child survival programs depend on effective communication
so that mothers learn and perform simple home-based diarrhea
management, malaria treatment and nutrition rehabilitation. The
lack of basic knowledge and skills relating to child survival
and hygiene contributes to Malawi’s high child morbidity and
mortality rates. This problem is recognized in the National
Health Plan and documented in recent evaluations.

The Ministry of Health is committed to strengthening the
Health Education Unit (HEU) to provide the information people
need to share more fully in the quest for better unealth. In
January 1988, the GOM approved for the first time a health
education policy. The Health Education Unit’s (HEU) mission, as
defined in the Health Education Policy Statement of January
1988, is:

To increase public awareness, facilitate community
involvement and participation, and promote activities which
will foster health behavior and encourage people to want to
be healthy, know how to stay healthy and to do what they
can individually and collectively to maintain health and
seek help when needed.

The HEU in the MOH is responsible for carrying out this
policy and the programs outlined in the health plan. This
project activity will strengthen the capacity of the HEU to
perform this important role. By the end of the project, it is
expected that the HEU will be efficiently producing (or
arranging for the production of) a variety of health education
materials and messages in response to requests from MOH and
other GOM clients. Using a variety of media including radio,
print, and face-to-face contacts, the project will support the
HEU’s overall mandate to change health behaviors.

The project will provide resources for institution
building, tools for increased production and delivery of health
education materials, systems for testing and evaluating
education activities, and technical assistance to help the HEU
grow to its full potential and take its place as a major
component of the nation’s health system. Special targets for
project information, education, and communication (IEC)
activities are: malaria, diarrheal disease,” child spacing,
nutritional deficencies, immunization-preventable diseases,
acute respiratory infection (ARI), and AIDS.
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The HEU staff will be increased in size to strengthen the
headquarters unit and allow expansion at regional and district
levels. A career development structure will be created for MOH
health education staff. Training will be organized to improve
planning, management, administration and technical skills.
Production equipment will be provided to increase capabilities
in printing, graphics, photography, video and audio production,
music and drama. Vehicles will be provided to increase local
contact between health educators and their audience.

The HEU will develop, test, and disseminate a number of
health education materials bearing messages related to the
priority interventions targeted under the National Health Plan.
Given the low literacy levels and rich oral traditions in
Malawi, the HEU will emphasize the production of films, puppet
shows, radio programs, and musical and dramatic presentations.
The HEU will also disseminate messages through printed and
graphic materials, such as signs, plastic bags, match boxes,
calendars, and posters.

The HEALTHCOM project has, over the past two years,
supported HEU efforts to research, pretest, and produce
materials to assist the MOH to reduce mortality and morbidity
due to diarrhea and malaria. Materials include those for three
regional pilot projects to train community health volunteers in
PHC activities, materials for health workers to support diarrhea
and malaria health education efforts, and materials which
support the communication skills of health workers through
continuing education and practical exercises. Over twenty-five
different health education media and materials have been
produced by the HEU with HEALTHCOM support. As one of its first
tasks under the PHICS project, the HEU will complete the testing
and revision of these materials, and their duplication and
dissemination nationally.

Materials will be produced on both in-nouse and on a
contractual basis. Audio, video, color slide and
graphic/printed materials are often required by the HEU’s
clients on a fast turn-around basis. Given the long delays
often encountered by the HEU in contracting this work out and
the relatively low cost of the production facilities, the
development of an in-house production capacity for these
materials is justified. The project will finance production
equipment and software as well as the expansion and remodeling
of the HEU physical facility in Lilongwe.
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Film and radio production will be contracted out. The
Extension Aids Branch of the Ministry of Agriculture (film) and
the Malawi Broadcasting Corporation (radio) have basic
facilities and long experience that would be costly to
duplicate. The project will provide these two organizations
with certain film and radio equipment for use on HEU productions.

The materials produced by the HEU will generally be
disseminated on a nationwide basis. However, priority will be
given to disseminating them within the project’s service
delivery areas. To aid in dissemination, the project will
provide the HEU with cinema vans and vehicles. In addition, MOH
health workers will be provided with radios, cassettes players,
and batteries for use with v:llage-level listening groups.

The use of vradio, films and other mass media will be
increased. A survey of the impact of mass media, including data
on media-interpersonal diffusion systems and radio ownership and
listening habits, will guide and inform the allotment of
resources and delivery systems planning. The integration of
traditional music and drama with modern communications will be
studied to capitalize upon Malawi’s vast store of cultural
vitality and to make health messages vivid and meaninaful.
Systems for testing, evaluating and monitoring will be placed
strategically throughout the HEU structure.

Research plays an important role in the design of messages
and the evaluation of their impact. The interface between
mother and health worker is key. The effectiveness of these
interactions will be measured. The HEU will carry out pre- and
post-testing of materials to ensure that they are understood and
accepted by the target audience. Operations research undertaken
by the MOH Research Unit under this project will also generate
useful information for the design of appropriate messages.

The current HEU staffing level of 16 professionals and 11
support staff will not permit the expansion of services required
by the National Health Plan and by this project. Nor will it
allow the HEU to respond quickly and effectively to emerging
national health problems such as AIDS. Therefore, during the
course of the project, approximately 30 additional professional
staff will be added at the central, regional, and district
levels of the HEU. The new personnel will receive training in
such technical areas as film, radio, and video production,
repair of electronic and audio-visual equipment, audio-visual
education, and printing and graphics. 1In addition, the project
will provide long-term training in health education at the MA,
BA, and diploma levels to selected HEU staff. Training for HEU
personnel will be conducted externally and internally
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Cooperating institutions will include the Lilongwe School of
Health Sciences, Chancellor College, the Malawi Polytechnic and
the Malawi Institute for Education. Closer ties will be created
between the HEU and other development agencies, such as the
Malawi Broadcasting Corporation, the Extension Aids Branch of
theMinistry of Agriculture, the Department of Information, the
Ministry of Education and Ministry of Community Services. It is
expected that the technical training will take place at Malawian
institutions while the health education training will take place
in regional or U.S. institutions as appropriate.

Under this activity, A.I.D. will finance the following
capital costs: short-term technical assistance; short- and
long-term training; vehicles; production equipment for the HEU,
Extension Aids Branch, and Malawi Broadcasting Corporation;
other equipment including radios, cassette players, and
batteries; and remodeling and expansion of the HEU facility.
A.I.D. will also fund, on a declining basis, the additional
recurrent costs incurred by the HEU under this activity
including: the remuneration of additional staff ; contracted
production work; working materials and supplies; and vehicle
operating and maintenance costs.

2. Activity Two: Service Delivery Support (MOH)

In recent years, the MOH has made progress in developing
capacity in the areas of research, monitoring, and evaluation of
operational and field activities. With support from the
A.I.D.-funded CCCD project and other donors, the Ministry has
begun to carry out studies, collect and analyze data, and design
policies, strategies, and programs based on these data to
improve the effectiveness and efficiency of its operations.
Further strengthening of these capacities and their
institutionalization is necessary as the MOH moves forward with
expanded CS programs. For example, there will be a need for
operational research on a range of issues relating to the
community-based service delivery approaches to be implemented
under the PHICS project. Instruments for monitoring the impact
of MOH programs on health status and knowledge, attitude and
practice (KAP) must also be improved and refined. This activity
will strengthen three MOh units with responsibilities in these
areas: Research, Epidemiology and Health Information.

a. Research Unit

With the assistance of the CCCD project, the MOH
carried out numerous operations research studies which were
instrumental in guiding policy and program development,
particularly regarding the control and treatment of malaria and
diarrhea. In order to ensure an institutional capacity to
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continue this type of research, the MOH created the Research
Unit under the Controller for Health Technical Support Services
in February 1988. The Research Unit currently has one
professional and few resources. The PHICS project will
strengthen the Research Unit and provide resources for a wide
range of research activities. By the end of the project, it is
expected that the Research Unit will have the capacity to:
coordinate within the MOH the identification and prioritization
of research topics; provide support services to local health
researchers including literature reviews; coordinate the
research proposal solicitation, review and approval process;
coordinate the implementation of research and ensure the quality
of results; and, channel research findings into MOH policy,
planning and programming processes.

The project will focus on strengthening the capacity of the
Research Unit to coordinate the research process rather than to
conduct research. The actual research will be awarded to
qualified Malawian institutions and individuals. The Center for
Social Research at Chancellor College (University of Malawi) and
the Lilongwe School of Health Sciences (LSHS) are two
possibilities. The Unit, with PHICS-funded technical
assistance, will assist the researchers, as necessary, in
designing and refining protocols. It is recognized that
Malawian research entities may require some support. 1In
addition to funding for operating costs, the project will
provide technical assistance and limited commodities to research
entities as needed. The purpose of this assistance is to enable
the researchers to carry out appropriate research identified
under the project in a satisfactory manner, not to strengthen
their general research capacity.

Child Survival Research Program: The project will support
the establishment of a child survival and child spacing research
program to be administered by the MOH through the Research
Unit. There follows a summary of the program:

(1) Purpose: To furnish information to GOM policy
makers and program planners with which to help formulate child
survival and child spacing program plans and policies.

(ii) Objective: To identify child survival service
delivery interventions which are acceptable, affordable, and
effective in reducing child mortality and morbidity over the
long term. Specific research program objectives include: (a) to
solve the many obstacles, constraints, and operational problems
that interfere with effective CS program functioning and service
delivery; (b) to collect baseline information on child survival
and child spacing knowledge, attitudes, and practices; (c) to
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evaluate current child survival programs and approaches in terms
of their impact, effectiveness, cost, sustainability, etc.; and
(d) to test innovative approaches to the dellvery of child
survival services at the community level using alternative
service delivery designs and models focussing on providers (e.g
HSAs, mothers, TBAs, Homecraft Workers), media and methods, and
management and support systems (e.g. supervision and evaluation,
medical back-up, training, logistics, transport,
compensation/motivation).

(iii) Types of Research: Quantitative and
qualitative research of the following types (not mutually
exclusive) will be supported under the project: (1) operational:
(2) applied: (3) health services/systems; (4) social and
behavioral; (5) epidemiologic; and (6) demographic. The program
will not support bio-medical research.

(iv) Level of Financial Support: The typical study
funded under this program will be in the $10,000 range.

(v) Criteria with which to Evaluate Research
Proposals:

a. Conformance with the stated purpose and
objectives of the research program and compliance with relevant
GOM and A.I.D. policies, rules and regulations.

b. The extent to which proposals focus on:
(i) priority diseases and policy-relevant service delivery
issues as identified in the GOM National Health Plan and
Statement of Development Policies; (ii) the attainment of
measurable results such as increases in health knowledge,
improvements in health care skills of providers (including
mothers), increases in the use of child survival services,
reductions in morbidity and mortality; (iii) primary and
preventive health care as opposed to curative care; (iv) how to
deliver services as opposed to what to deliver; (v) home and
community-based care as opposed to clinic-based care; and (vi)
interventions and strategies which Malawi can realistically
afford to sustain.

c. The extent to which proposals focus on
priority childhood diseases and services as identified in the
National Health Plan and Statement of Development Policies,
namely, child spacing, malaria, diarrheal diseases, infectious
diseases preventable by immunization, malnutrition, acute
respiratory infections (ARI), and AIDS.
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d. Utility of research findings to the GOM
in the formulation of preventive and primary health care
policies and program plans which the Government can afford to
sustain.

e. Likelihood that proposed interventions
will improve knowledge, attitudes, and practices related to
child survival (including child spacing) and reduce childhood
mortality and morbidity.

f. Quality of the proposal in terms of
completeness (meets minimum MOH requircments regarding format
and contents).

g. Capacity of the researcher(s) or research
organization(s) to perform the research and in a timely manner
(e.g. ability to furnish required staff, materials, equipment).

(vi) Eligibility: Health professionals in the -
public and private sector in Malawi in policy-making, program
plarning, and program management and service delivery
positions. A limited amount of training and technical
assistance is available under this program to assist in the
design, implementation, and evaluation _Jf research studies.

(vii) Procedures: The Research Unit will publicize
the program nationally, using appropriate methods of publicity.
The MOH Research Review Committee (RRC) will receive and screen
proposals for formal review at monthly meetings using the
criteria listed above. Participants in the formal CS proposal
review meetings may include representatives from the MOH
Preventive Health and Nursing Services Divisions, Planning Unit,
the NRCM, the Demographic Unit of the National Statistical
Office, the Nutrition Section of the Ministry of Agriculture,
the Medical Association of Malawi, the Private Hospital
Association of Malawi (PHAM), and the Rural Water Section of the
Ministry of Works. The RRC will recommend proposals for
approval and clearance to the National Research Council of
Malawi (NRCM). Upon receipt of NRCM approval and clearance, the
MOH Research Unit, working with the MOH Accounts Section, will
enter into technical agreements with successful applicants. The
MOH Epidemiology and Planning Units are expected to play key
roles in the development of research agenda, research committee
deliberations, and the utilization of findings.
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Any substantive revisions in the Child Survival
Research Program purpose, objectives, or proposal selection
criteria stated above will require A.I.D. concurrence. A
listing of the research activities contemplated by the MOH for
support under the PHICS child survival research program during
project year one is to be found in Table 7.

The Research Unit will monitor research, vet
results, and disseminate findings through a variety of means.
Workshops and seminars will be held for MOH planners and
decision-makers and other interested parties. Monographs of
each study will be published and widely circulated. 1In
addition, the Research Unit will publish a periodic bulletin
with abstracts of research and epidemiologic information. The
Unit will establish a document depository and install a
computerized system for tracking and cataloguing research. The
project will provide the RU with a microcomputer system to be
used for tracking research and for desk-top publishing. The
project will also provide the MOH Library Services Unit with a
micro-computer and CD-reader with subscriptions to international
medical databases (e.g. MEDLINE, AIDSLINE, and POPLINE). On
site access to these data bases will enable the MOH to provide
researchers in Malawi with timely reviews of the literature and
will ensure that bibliographic citations of research conducted
in Malawi are accessible to the international public health
community.

The project will strengthen the capacity of the
Research Unit to perform the functions outlined above. A
position will be established for an Assistant Documentation
Officer which the project will support. The project will fund a
masters degree in library science for the documentation
specialist. The project will provide short-term technical

assistance in library science and documentation and in specific
research areas.

Under this activity, A.I.D. will finance the
following costs: technical assistance and training; a vehicle;
microcomputer systems, a CD-reader and software; and direct
research costs. A.I.D. will fund the additional recurrent costs
resulting from this activity on a declining basis. These
include the additional staff and the costs of disseminating
research findings. The divect research costs are not considered
to be recurrent. It is assumed that by the end of the project,
the Unit will have demonstrated its ability to manage research
effectively and will be able to solicit funding from donors to
sponsor specific research.
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b. Epidemioloay Unit

The MOH does not currently have an epidemiology
section. The epidemiologist assigned to the CCCD project served
as the MOH epidemiologist for four years. The MOH will now
establish and staff an Epidemiology Unit which can perform
epldemlologlcal functions and channel epldemlologlcal
information into MOH planning and programming processes.

Under the project, the MOH will establish the
Epidemiology Unit which will be responsible for investigating
disease outbreaks, providing technical inputs into the MOH
policy and program planning process (particularly with respect
to the control and treatment of malaria and diarrheal diseases),
collaborating with the Research Unit in the design, review, and
utilization of research related to child survival, ensuring the
integrity of the Health Information System, supportlng child
survival interventions, and coordinating epidemiology training
for MOH staff. 1In addition, the Unit will provide required
support to the EPI program for continued monitoring of program
impact and target attainment.

The project will provide a long-term advisor in
epidemiology to head the new Unit. A Malawian will be sent
abroad for training at the D.Sc. level in epidemiology and w. 1l
return to assume leadership of the Unit. Two Malawians will be
trained at the masters degree level and will also take positions
in the Unit. 1In addition, to carry out the work of the
Epidemiology Unit at the regional level, three Regional
Surveillance Officers (RSOs) will be app01nted

The Epidemiology Unit, in collaboration with the LSHS and
the University of Malawi, will plan and manage a number of
training courses to upgrade the knowledge and skills of MOH
service delivery staff in epidemiology. A diploma-level course
will be developed for which curricula and materials have already
been prepared. The course will be geared to Public Health
Nurses and Health Inspectors and will include field-based
practical learning. Approximately 45 persons will receive
diploma-level epidemiology training during the life of the
project. It is expected that the three RSOs will be selected
from among the first graduates of this course. A project-funded
publlc health advisor will assist in the design of the course
and in the first year of implementation. Because arrangements
with the University of Malawi to provide epldemlology training
at the diploma-level are not yet finalized, it is expected that
the LSHS will initiate a certificate-level course in the interim
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which the first batch of project staff would attend. 1In
addition, the project willinclude a one-month abbreviated
version of the diploma-level course at the LSHS for MOH field
personnel, and three-day orientation workshops for all districts
to be conducted at the district-level during the first two years
of the project.

To develop an Epidemiology Unit in the MOH, A.I.D. will
finance technical assistance, off-shore training, and vehicles.
In addition, A.I.D. will finance, on a declining basis, the
recurrent costs of the additional personnel, in-country training
(travel and per diem, room and board, training materials,
tuition), and vehicle operation and maintenance.

c. Health Information System

The Health Information System (HIS) is located under
the Controller for Preventive Health Services. With the support
of the CCCD project and other donors, the HIS has developed into
a strong unit. A three year backlog of data recording and
reporting has been cleared up. The HIS routinely collects from
fixed facilities in-patient and out-patient data related to the
incidence of childhood diseases. Through a sentinel systenm,
data on community practices for treatment of diarrhea and
malaria are also collected. These data assist with the
monitoring of EPI, malaria, and diarrheal diseases control
targets established in connection with current MOH five year
implementation plans. The PHICS project will support technical
refinements to the system and increased use of the HIS for MOH
decision-making.

The present HIS configuration involves several
stand-alone microcomputers which, taken together, are not able
to handle the large volume of monthly reporting data. Under the
project, a more rational and efficient configuration will be
designed and installed. This may involve a minicomputer or a
network of microcomputers. The project will finance short-term
technical assistance in the design, procurement, and
installation of the new configuration as well as the procurement
of the additional hardware and software. In connection with
this activity, it will be necessary to look more broadly at MOH
microcomputer needs relative to the number, distribution and use
of existing computers, most of which were supplied to the MOH by
A.I.D. under the CCCD project.

The project will also support the decentralization of
data input and processing which will increase efficiency,
relieve pressure on the central system, and facilitate use of
data for decision-making in the field. Microcomputers will be
installed at the three main hospitals in the country which,
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together, generate about a third of the in-patient data. These
hospitals will hire additional data clerks to input the data.
Hospital record keeping will also be improved. The three
regional offices of the MOH will be linked into the central HIS
through their own microcomputers and modems. With this
capacity, the regional offices will assume the responsibility
for processing data from their own districts. The project will
finance the computer hardware and software as well as short-term
advisors to assist in the design, procurement, and installation
of the decentralized computer system and training of users. The
project will provide the HIS Unit with a vehicle to facilitate
the training and supervision of HIS personnel at the regional,
district, and hospital levels. Other small items needed in the
field, such as file cabinets and hand-held calculators, will
also be financed.

The project will support improved use of HIS
information and analyses for MOH programming and policy-making.
The data currently being collected will be reviewed in relation
to management needs and revised accordingly. A short-term
advisor in management information systems will assist in this
exercise. Senior staff from the HIS Unit will attend offshore
courses on data analysis and interpretation. The capability of
regional and district personnel to analyze and interpret the
data will also be upgraded through in-service training.

A.I.D. will finance technical assistance, offshore
and in-country training, computer hardware and software, a
vehicle, and other commodities. A.I.D. will also finance, on a
declining basis, the additional recurrent costs generated by
this activity, including in-service training, salaries of data
clerks, operation and maintenance of computers and the vehicle,
and telephone charges for modems.

3. Activity Three: Rural Piped Water (MOW)

Malawi has a long history of developing self-~help piped
water supply projects in rural areas. Starting in 1968, the
GOM, through a variety of ministries and departments, has
developed a decentralized process involving a high level of
community participation in the planning, mobilization,
construction, and maintenance of simple gravity-fed community
water systems. These systems emphasize low cost technologies.
Water is taken from protected forest catchments and, with few
exceptions, is untreated. No charge is levied for the water,
but the beneficiary communities are expected to organize
themselves into committees to provide self-help labor inputs,
local construction materials, and long-term maintenance. To
date, a total of 50 schemes have been completed with another
five under construction. These schemes are providing water of



33

generally good quality and ample quantity and have a design
capacity of about 1.2 million persons. Since 1980, A.I.D. has
financed 18 of these schemes. It is estimated that one million
additional people could be reached by gravity-fed systems
similar to those in use today. The MOW, through the Rural Water
Section (RWS), is responsible for designing and supervising the
construction of the schemes and training villagers in their
operation and maintenance.

This project activity will provide further assistance to
the rural piped water program. Fourteen new systems with a
design population of 245,000 people will be constructed and pipe
will be replaced in one older, deteriorating scheme. The
project will also strengthen the capacity of the MOW in the
areas of engineering, water quality monitoring, management
information systems, and system design.

Piped water is an integral part of the PHICS project
strategy. The MOH views rural water as a critical element of
its child survival program, along with ORT, immunizations, and
other interventions. Furthermore, demand for piped water among
Malawian villagers is very strong, and the community
organization engendered by piped water can be capitalized upon
to introduce other health activities. For these reasons, the
project will, to the extent practicable, link piped water with
the service delivery activities described in Activity 4.

The new piped water systems will be constructed using the
same technology and self-help approaches that have been
developed and refined over two decades. The RWS has identified
and prepared designs for the new schemes. The main constraint
to undertaking their construction is the lack of RWS staff and
material resources.

There is a severe shortage of engineering staff within the
RWS. Of the nine engineering positions only a few are filled.
At least three additional engineers are needed to implement the
new schemes under PHICS and to supervise maintenance of the
growing number of completed schemes. Long-term training in
civil and sanitary engineering for four Malawians is proposed
for funding under the HRID project (See Table 1). Upon
completion of their training they will assume positions in the
RWS. 1In the meantime, the PHICS project will support long-term
technical assistance in engineering supplied by expatriate
consultants and the U.S. Peace Corps.
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The specific number and type of field staff required to
manage this expansion remain to be determined. The largest
categories are Rural Water Operators (RWO’s) who supervise
project construction, and Monitoring Assistants (MA’s) who
oversee monitoring and maintenance activities on the completed
schemes. A manpower assessment will be conducted early in the
project to determine whether field support for the new schemes
can be accommodated within current staffing levels or whether
additional staff will be required. The project will provide
in-service training for senior RW5S staff, supervisors, RWO’s
MA’s, and local leaders and repair teams. The training will
cover project management, construction and maintenance
techniques, and village mobilization.

The RWS will require various commodities and materials for
construction of the new piped water schemes. The project will
finance trucks, four-wheel drive vehicles, concrete mixers,
vibrators, drills, and other tools and equipment, cement, and
PVC pipe. The communities will provide local materials (sand
and gravel) and self-help labor.

The project will support the maintenance of both new and
old schemes. Minor repairs, such as mending of broken pipes and
replacement of taps, are the responsibility of the community.
Major maintenance activities are the responsibility of the RWS.
Such activities include the replacement of pipelines and the
repair of washouts and damaged intakes. This will be funded
partly out of the MOW maintenance budget. The project will
provide spares and replacement parts, motorcycles for MA’s, and
funds for vehicle operation and maintenance. The communities
will contribute self-help labor where appropriate.

The project will support studies designed to address the
long-term sustainability problem of rehabilitating and
maintaining water systems. The feasibility of establishing
community-supported capital funds to finance system repair and
maintenance is an approach that will be explored under the
project.

In addition to construction and maintenance of piped water
schemes, the project will strengthen MOW capacity in key support
areas, including water quality monitoring, project design,
management information systems, and applied research. Water
quality in existing schemes is generally very good, and a vast
improvement over traditional unprotected sources. However, as
the piped water program extends into marginal catchment areas,
there will be increased need to monitor quality. Malawi does
not have routine monitoring of rural water supplies at present,
although the Central Water Laboratory (CWL) in Lilongwe, a part
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of the MOW, analyzes water samnles on request. Under the
project, the CWL will establish a comprehensive program of
monitoring the quality of all rural piped schemes. Water
samples will be tested on site for fecal contamination, and the
feasibility of the commurity doing this testing will be
explored. Where necessazy, samples will be brought back to
Lilongwe for further testing. The CWL will add staff to carry
out the monitoring program. The project will provide
motorcycles, field test kKits, supplies, refrigerators, and
materials for training new staff. In conjunction with this, the
MOW will formally adopt temporary water quality gquidelines as
presented in the National Water Resources Master Plan (1986).
These guidelines are considered to be more practical and
enforceable than WHO standards.

The efficiency of the RWS engineering staff will be
increased through the introduction of computer-assisted project
design and cost estimation techniques. Standard software is
available and RWS staff have received some prior training in
these methods. The project will provide a microcomputer and
peripheral equipment and short-term consultants to conduct a
training course.

The RWS will also institute improved information systems.
The information needs of the RWS include a system for easy
collection, retrieval, and reporting of information on the
status of piped water schemes, and a library of reference
materials and reports. The project will provide a short-term
information systems expert to assist the RWS to design its
information systems. The microcomputer procured for
computer-assisted design could also be used in the information
management system.

Applied research will address a number of key technical and
administrative issues affecting the piped water program.
Examples include a study of the willingness of villagers to pay
for the long term maintenance of the schemes, low cost water
treatment methods, and system reliability surveys, in addition
to the manpower assessment mentioned above. The research will
LLe undertaken by the RWS, sometimes in collaboration with a
local research organization. The project will provide
short-term technical assistance and funding for local costs.

Under this activity, A.I.D. will finance vehicles;
construction equipment, tools, and materials; motorcycles,
tools, and parts for system maintenance; motorcycles, test kits,



36

refrigerators, and supplies for water quality monitoring;
part1al fundlng of in-country training; costs of temporary
engineering staff; short-term tecnnical assistance; vehicle fuel
and maintenance; and local costs of applied research.

The MOW counterpart contribution will begin at the
project’s commencement and consists of salaries and allowances
of all headquarters and field staff; in-service training; and
community self-help labor and material inputs for construction
and maintenance of the piped water systems.

4. Activity Four: Service Delivery (MOH)

The strategy of the project’s service delivery component is
to provide the MOH with the means to implement and evaluate
innovative approaches to the dellvery of child survival services
at the community level, and, in so doing, identify service
delivery approaches whlch are both effective and affordable and
can be replicated nationally.

Objectives of the project’s service delivery component
include:

(i) To maximize the health impact of the national
PHC program by demonstrating through large-scale field-tests and
health systems research cost-effective ways of delivering child
survival services at the village level which the GOM can
replicate elsewhere.

(ii) To maximize the health impact of piped water
schemes constructed and maintained by the GOM and local
communities with support from A.I.D. and other donors.

(iii) To use the community organization on which the
construction and maintenance of water systems depend, to
initiate and sustain additional village-based health services.

There are sound reasons for promoting community and
family-based service delivery. It allows a more efficient use
of health sector resources. Priority diseases such as diarrhea
and malaria can be prevented or treated at the community and
family level, thus av01d1ng the need to refer individuals to a
health center. This, in turn, reduces congestion and
expenditures at the relatively high cost clinical facilities and
promotes the sustainability of services. Village-based
approaches also permit the community to part1c1pate more fully
in its own health care. These approaches are in the National
Health Plan which calls for further decentralization of health
services and the strengthening of primary health care in rural
areas.
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The institutional strengthening activities under the PHICS
project will directly support the service delivery objective.
The strengthened HEU will produce educational materials that
reinforce knowledge and behaviors related to the child survival
and hygiene services delivered to the target areas. Technical
and operational research coordinated by the Research Unit with
the Epidemiology Unit will identify approaches that increase the
cost-effectiveness of the village-based service delivery
system. Other research, along with outputs of the improved
Health Information System, will allow monitoring of the
behavioral and health impacts of service delivery activities.
Furthermore, service delivery will be linked, to the extent
practicable, with rural piped water systems to enhance community
participation and health impact.

The service delivery activities fall into two categories:
sanitation and hygiene services implemented through the Hygiene
Education and Sanitation Promoticn Section (HESP) of the MOH
Environmental Health Unit, and child survival services managed
by various MOH technical units. Both HESP and child survival
services are the responsibility of the MOH Preventive Health
Services division.

a. Hygiene and Sanitation

The HESP program was initiated in the early 1980’s
under the A.I.D.-financed Rural Self-Help Water Supply project
(612-0207). HESP seeks to complement piped water through the
promotion of latrines, washing slabs, and a variety of hygiene
practices intended to maximize the health benefits resulting
from improved water supplies. HESP functions through a chain of
command that is essentially parallel to the normal MOH
structure. HESP senior professionals coordinate the program
through District Health Officers who, in turn, oversee a
three-tier structure of supervisors, Health Assistants (HA’s),
and male Health Surveillance Assistants (HSA’s). The latter are
the fr..,tline of the HESP program and work directly with
village.s to promote hygiene and sanitation. HESP coverage to
date has been limited to 18 of the 55 existing piped water
schemes, mainly due to staffing constraints.

Under the PHICS project, HESP will be expanded and
integrated with water and child survival activities at the
village level in project areas. The MOH will increase the
number of HESP personnel to allow better coverage in those
areas. The additional personnel will include four senior
professionals (one at headquarters and one at each regional
office), and increased staffing of PHC teams. The HAs and HSAs
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will be added in phases during the first four years of the
project. At these staffing levels, a ratio of one HSA per 5,000
people will be attained, which will be evaluated in terms of its
affordability and effectiveness.

HESP will promote the installation and use of latrines. Average
latrine coverage in rural areas of Malawi is about 50%. Efforts
will be made to achieve comprehensive latrine coverage and use
in selected project areas, and to document the efforts and
resources required to do this. Latrines are thought to be in
relatively high demand. The main constraint to more widespread
use has been the cost of cement. A low-cost latrine model, the
"San-plat" (an abbreviation for "sanitation platform"), has been
developed under a UNDP/World Bank-financed project in Malawi.
The latrine slab is a relatively small, reinforced concrete
platform, which is unventilated and has a tight fitting cover.
When manufactured in village workshops, the San-plat costs only
K7.00 (less than US$3.00) for cement, reinforcing bars, and
materials transport. The HESP personnel will organize
communities to manufacture the San-plat slabs. The project will
provide cement and bars, while the community will provide
self-help labor and local materials. An estimated 62,500
latrines will be installed with project support.

It is recognized that the San-plat may not be suitable in
all areas of the country. Therefore, the Environmental Health
Unit will undertake applied research to develop and refine
alternative latrine models. The project will provide tools,
materials, and supplies needed for this research and for
training villagers to construct alternative models.

HESP will also promote the installation of washing slabs at
piped water tap sites. For sanitary reasons, women are not
allowed to wash clothes at the tap apron. Conveniently located
washing slabs eliminate the need to carry clothes to traditional
sources, which is time consuming and exposes women to the risk
of schistosomiasis and other water-related diseases. HESP will
organize construction of the slabs at all existing tap sites in
the project areas. For the sake of efficiency, the MOW will
routinely install slabs at all new taps. The project will
provide cement and PVC drain pipes. The communities will
provide self-help labor and local materials. In all, some &,000
washing slabs will be installed with project support.

Other HESP activities will include promotion of dish drying
racks, refuse pits, proper water storage and handling, and other
hygiene behaviors. These efforts will be reinforced by the IEC
materials produced by the HEU and will be conducted in close
coordination with the child survival personnel working in the
same villages.
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The new HESP field personnel (supervisors, HAs, and HSAs)
will receive structured training in such areas as water,
sanitation, and hygiene, San-plat construction, ORT, community
organization, hygiene education and promotion techniques, and
other components of PHC. Regional study tours for HESP senior
professionals and graduate training in environmental health are
proposed for funding under the HRID project (see Table 1).

A major constraint to attracting trained health personnel
to relocate to the field is the lack of housing. This is
particularly a problem for the HAs who, unlike the HSAs, will
not necessarily be selected from among the local population.
Therefore, the project will support the construction of basic
housing for the HAs as needed. The project will provide
materials and the communities which stand to benefit from the
services of the HA will assist in the construction.

A.I.D. will finance trucks and four-wheel-drive vehicles
for the movement of materials; motorcycles for supervisors and
HAs; bicycles for HSAs; cement, reinforcing bars, PVC pipe, and
materials for the construction of HA housing; and tools and
supplies for the latrine research and training component.
A.I.D. will also finance, on a declining basis, the additional
recurrent costs generated by the project, including staff
salaries and allowances and in-service training. The
counterpart contribution will include the MOH share of the
additional recurrent costs mentioned above. In addition, the
beneficiary communities will contribute self-help labor and
local building materials.

b. Child Survival Services

The MOH Primary Health Care (PHC) team is currently
composed of five categories of health worker: the Clinical
Officer (CO), the Medical Assistant (MA), Health Assistant (HA),
the Enrolled Community Health Nurse (ECHN), and the most
peripheral --- the Health Surveillance Assistant (HSA). The MOH
plan is to provide community-based training for the members of
the PHC team at rural health training centers. Community-based,
rural training of health workers as a PHC team is expected to
significantly improve health workers’ effectiveness. MOH PHC
training plans are being supported by the A.I.D.-funded Health
Institutions Development (HID) project.

To date, the delivery of child survival services has taken
place largely at health centers and other fixed facilities. 1In
some cases, such as immunizations, this is necessary to ensure
quality control. However, there is considerable potential for
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decentralizing service delivery to the community and family
level. The main constraint to doing so has been the lack of
field personnel to serve as the critical link between health
centers and communities. The project will support the
decentralized delivery of child survival services in the target
areas within the context of PHC. The emphasis of the proiect
will not be on the particular interventions themselves --- which
for the most part have been well tested in Malawi --- but on the
cost-effectiveness and sustainability of various service
delivery approaches.

The delivery system will consist of several elements:

Community-level Child Survival Service Delivery

The MOH will hire, train, and post to the project areas 300
new community-based health workers (HSAs). The current ratio of
HSAs to population is 1:40,000. With the additional HSAs in the
project areas, the community health worker to population ratio
will improve significantly, and each worker will be responsible
for a more manageable number of villages. Health workers will
be hired locally from the communities in which they will work
and phased-in over the first five years of the project. To
improve mobility, the project will provide them with bicycles.
Workers will act as the link between the formal health system
and the community. Their main role will be to support village
committees and families in their efforts to reduce child
mortality and morbidity through community and home-based
prevention and treatment activities; e.g. how to prevent
childhood diseases (immunizations, safe water, good nutrition,
sanitation and hygiene), how to space and limit births, and how
to diagnose and treat diarrheal diseases, malaria, and ARI.

The impact of the project will be evaluated in terms of
measurable improvements in child-survival related knowledge and
skills and utilization of services among village women (e.g.
vaccination coverage, use of child spacing, demonstrated
competence in ORT, demonstrated competence in the diagnosis and
treatment of malaria and ARI, etc.). Health workers will be
given basic first aid supplies (e.g. eye ointment, aspirin,
bandages and disinfectant).

Community-level Supervision: The project will support the
hiring and placement of up to 35 additional HAs and ECHNs to
supervise and support HSAs. Local housing will be constructed
for the new HAs and ECHNs with materials provided by the project
and labor and local materials by the community. Motorcycles
will be provided to HAs and ECHNs to improve their mobility and
effectiveness as supervisors.
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District-level Service Delivery Support: Seven Public
Health Nurses (PHNs) will be supported by the project to assume
primary responsibility for the planning and implementation of
PHC service delivery in the seven project districts. Central to
this responsibility is the supervision and technical support of
community-level service delivery staff (ECHNs, HAs and HSAs).
Short-term technical assistance is available to help plan and
initiate services, assess and strengthen logistical and other
management support systems, etc. One vehicle for each of the
seven project districts will be provided to facilitate the
planning and implementation of service delivery and to improve
PHNs’ ability to supervise ECHNs, HAs, and HSAs.

In sum, through the project’s service delivery and research
components, the MOH will attempt to improve the health status of
selected vulnerable populations in seven districts with the
highest reported infant mortality, by increasing the quantity
and quality of PHC services provided, increasing the number of
community health workers (300 new HSAs), increasing the quantity
and quality of training for PHC teams (in new rural health
training centers), and increasing the qu~ntity and quality of
HSA supervision (35 new HAs and ECHNs and 7 :HNs).

Specific operational) issues which may be examined in
project service delivery areas with support from the child
Survival Research Program include: (1) the number of
people/households a health worker can effectively serve; (2) the
extent to which health workers can identify and serve the most
vulnerable households within their respective areas of
responsibility; (3) determinants of the frequency and
effectiveness of health worker interactions with village health
committees, families, and especially mothers; (4) the
feasibility of charging fees for certain medicines and services;
(5) health workers requirements in terms of supervision,
transport, medical back-up, logistics, and
motivation/compensation; and (6) effectiveness of PHC training
at rural health training centers to be established.

c. Location of Project Service Delivery Areas

During it3 eight-year life, the project will support
service delivery activities in seven districts. Mzimba in the
Northern Region, Salima, Dedza and Dowa in the Central Region,
and Machinga, Mangochi and Mulanje in the Southern Region (see
table below).
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Region District Total Pop. IMR IMR Rank
Nationally
1. North Mzimba 432,437 208 2
2. Central Salima 188,255 195 S
3. Central Dedza 410,847 212 1
4. Central Dowa 322,112 197 4
5. South Mangochi 495,876 184 6
6. South Mulanje 638,326 178 8
7. South Machinga 514,569 200 3

The central criterion agreed upon ana used by the MOH and
A.I.D. to select the seven districts was infant mortality.
Districts selected have the highest infant mortality rates in
the country.

Project supported services will be delivered to a portion of
each district’s population, not the entire population. Project
services will be directed to the most vulnerable and
under-served populations within each district. The objective of
the service delivery component is to implement innovative
service delivery approaches and evaluate them in terms of their
replicability nationwide. The project will avoid areas within
selected districts in which there are large refugee
populations. The presence of refugees and donor-funded programs
to assist them would complicate project implementation and
evaluation and make it difficult to discern the costs and impact
of the GOM program. Other criteria with which to select project
areas within the seven districts will include: (1) high infant
mortality; (2) low access to health services; (3) high
proportion of the population owning less than .5 hectare of
land; and (4) high proportion of female-headed househgolds.

The MOH has selected Dedza district in which to commence
activities during the project’s first year. Criteria used for
the selection of district one included the level of infant
mortality (Dedza has the highest IMR in the country),
accessibility, and the cost and feasibility of conducting
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baseline surveys and field-tests. Because district one is the
ncase study" district and the site of intensive process
documentation, research, technical assistance and training
activities, the district selected is reasonably accessible to
MOH headquarters. Prototype service delivery approaches and
support activities (e.g. training and supervision) will be first
field-tested in Dedza district. The implementation process will
be carefully documented and operational issues diagnosed and
resolved. Using Dedza district as the test case will facilitate
the implementation and replication of services in districts two
through tceven in subsequent years. The process of replicating
approaches in other districts which are found workable in
district one will be carefully documented and evaluated.
Baseline and KAP studies will be conducted in Dedza district to
document the effect and affordability of various service
delivery approaches. Based on lessons learned from district
one, a comprehensive plan will be finalized for the siting of
child survival service delivery activities for the duration of
the project. Technical assistance will be available under the
project to plan and initiate baseline surveys and services.

Wherever feasible within selected districts, the MOH will
explore relating service delivery models to the rural piped
water schemes that the GOM has promoted over the past two
decades. There are currently 50 such schemes rompleted and
another five under construction. The PHICS pruject will support
14 new schemes. There are two reasons for linking the piped
water with other health and hygiene interventions. First, there
is some evidence that a package of interventions which includes
potable water, sanitation, and CS interventions will be more
effective in reducing morbidity and mortality than any
particular intervention in isolation. In particular, it appears
that a combination of water, latrines, and hygiene education is
needed to break the cycle of water-borne diseases. At the same
time, other interventions are needed to address non-water-borne
diseases. Second, the rural piped water program in Malawi has
proven to be an excellent means of mobilizing village self-help
efforts for the construction and maintenance of the water
systems. There is evidence that this mobilizing effect may
increase community participation in other health activities,
such as immunization programs.

Monitoring and evaluation of the service delivery
activities will be managed by the Research Unit with funds
provided under Activity 2. Operations research and monitoring
techniques will be employed to document the service delivery
process and generate information on what does and does not work.
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A.I.D.-financed inputs for child survival service delivery
will include the costs of technical assistance, training,
vehicles, bicycles, first aid supplies, and housing construction
materials. A.I.D. will also finance, on a declining basis, the
salaries and allowances of the additional MOH personnel.

5. Activity Five: Project Management, Evaluation and
Audit

The GOM through the MOH and the MOW is responsible for the
management and implementation of the PHICS project. The Project
Implementation Unit (PIU) within the MOH Planning Section has
responsibility for the administration of all externmally-funded
health projects. The project will support the addition of two
new staff to the Planning Section/PIU to work full-time on the
project, a Project Coordinator responsible for overall project
implementation and an Accountant responsible for project
financial management. These two staff, and other Planning
Section staff with part-time project responsibilities, will
receive short-term training in project management including
A.I.D. project procurement and implementation. The ~hief Water
Eivgineer and Rural Water Supply section within the MOW will have
primary responsibility for the implementation of the project’s
piped water component.

To strengthen GOM and USAID capacity to manage the PHICS
project, A.I.D. will fund additional project management staff
for both MOH and USAID, short-term training in project and
financial management, and a lap-top computer and transport to
support USAID project management. In addition, the project will
support the costs of technical assessments, evaluations, and
audits necessary to monitor and manage the project.
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IV. COOST ESTIMATES AND FINANCTAL PLAN

A.I.D. anticipates providing $15.0 million to support the
five project activities (See Tables 4, 5 and 6 for a summary of
the project budget and anticipated expenditures). The inputs
financed by A.I.D. include technical assistance, training,
commodities, operating expenses, and project management,
evaluation and audit.

Although the 25% host-country contribution requirement has
been waived for Malawi, the Govermment and people of Malawi will
make a significant contribution to the project. The host
country and cammnity contribution totals $2.5 million or 14% of
the $17.5 million total cost of the project.

The GOM will contribute approximately $1.3 million during
the life of the project to cover recurrent costs associated with
new staff, in-service training and some operating expenses. The
~OM contribution will be phased-in according to a schedule
agreed-upon by both parties so that by the first post project
year the GO will assume in full the recurrent costs associated
with PHICS. Added to the GOM’s direct contribution is the value
of in-kind contributions for institutional support such as
office space, utilities, supplies and clerical support for
technical assistance personnel. Given the difficulties of
quantifying this contribution, no estimate of the value of
institutional support has been made.

The rural commnities where water, sanitation, and health
services will be delivered will contribute approximately $1.2
million worth of labor and materials towards the construction of
water systems, washing slabs, latrines, and health worker
housing. Commnities will also raise some cash for the repair
and maintenance ¢~ piped water systems.

A. Costs of Inputs

1. Technical Assistance: A.I.D. anticipates providing
$2,340,000 for approximately 150 person months of short- and
long-term technical assistance during the eight year duration of
PHICS. The cost of the long-temri technical assistance is based
on an estimated price of $120,000 per person year and $15,000
per person month for short-term technical assistance.

2.  Training: A.I.D. anticipates providing $1,959,000
for training. Of this amount, $793,000 would be for off-shore
training and $1,166,000 for in-country training. Long-term
off-shore training is budgeted at $29,000 per year. The project
anticipates supporting one Ph.D, six Masters degrees, six
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Bachelor’s degrees, twelve diplomas, and short-term certificate
level and workshop training for several hundred others. 1In
addition, A.I.D. anticipates providing support for key Malawian
staff involved in health policy-making, program planning, and
service delivery in the participation of conferences, workshops
and seminars relevant to the attairment of project goals and
objectives.

3. commodities: A.I.D. anticipates providing
$6,148,000 for the procurement of project camodities. These
commodities consist mainly of computer software and hardware;
vehicles: water and sanitation systems construction materials
and tools; photography, video and audio equipment; printing and
graphics materials; and housing materials (see section VI for
details concerning commodities).

4. Operating Expenses: A.I.D. anticipates providing
$3,491,000 for operating expenses. Total operating expenses
(salaries, maintenance, supplies, fuel, etc.) amount to
$5,611,000. Certain recurrent costs of the project, mainly
those associated with new staff, will be assumed by the GOM
according to an agreed-upon schedule.

5. Project Management, Evaluation and Audit: A.I.D.
anticipates providing $774,000 for the costs of project
management, monitoring, evaluation and audit. Of this amount,
$142,000 would be for the costs of GOM project management
including two new full-time Malawian project management staff
and the costs of management training for these staff and others
involved on a part-time basis with PHICS project management.
A.I.D. anticipates providing $292,000 for the costs of
USAID/Malawi project management, including one full-time U.S.
PSC Assistant Project Manager and a vehicle and lap-top
computer. A.I.D. anticipates providing $340,000 for the costs
of meeting A.I.D. project evaluation and audit responsibilities,
including mid-term and final evaluations, periodic technical
assessments and financial reviews and audits, as and it
required.

B. Methods of Implementation and Financing

The GOM through the Ministry of Health and the Ministry of
Works will implement the project. There is no contractor for
this project. To support the GOM with project implementation,
funds are available under the project for additional Malawian
management staff at the MOH, and for management training,
including A.I.D.-specific project implementation and procurement
training. Technical assistance in project management is also
available if requested by the GOM.
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A review of MOH financial accounting and control systems
was perfo by the USAID/Malawi Financial Management Office to
ascertain the adequacy of the current MOH financial management
system to account for USAID funds to be provided under this
project. Accounting and payment procedures followed by the MOH
were found satisfactory and in campliance with Treasury
requlations. Controls exercised from initiation of a
transaction to payment were properly segregated such that no
unauthorized payment would pass unnoticed. Project funds for
all local currency costs will be disbursed through periodic
advanues to be deposited into a separate account with the
Reserve Bank of Malawi. The MOH will also maintain a separate
ledger account and sub-accounts for expenditures under this
project. The MOH will account for advances by submission of
reimbursement claims on a periodic basis. Detailed procedures
for requesting and accounting for advances will be spelled out
in Project Implementation Letters (PILs).

Project commodities (except electronics, camputers,
vehicles, and bicycles) and operating expenses will also be
furded by the method explained above. Electronics and computer
equipment will be procured through a Procurement Services Agent
(PSA), whereas vehicles, motorcycles, and bicycles will be
procured directly by A.I.D. Training supported under PICS will
be carried out in conformance with A.I.D.’s Handbook 10.

1. Technical Assistance and Training: The project
includes considerable support for technical assistance and
training. The GOM will select short- and long-term advisors and
off-shore training programs. To assist the GOM to identify
candidate advisors and training programs and to provide
administrative and logistical support to advisors and trainees,
A.I.D. has offered the services of the prime contractor under
the A.I.D.-funded HRID Project which is being implemented by the
Academy for Educational Development (AED). The GOM will use AED
services on a provisional basis during the initial project year
to determine the cost-effectiveness of the AED mechanism and the
extent to which it meets GOM technical assistance and
participant training needs. If the AED mechanism proves
unsatisfactory to the GM, other mechanisms for meeting GOM
technical assistance and participant training needs under the
PHICS project will be explored, including competitive
contracting.

a. Off-Shore Participant Training: For short-
and long-term U.S.-based training under the AED mechanism,
A.I.D. will submit a delivery order to AED in which the types,
duration and dates of training required by the GOM are
stipulated and training costs estimated (e.g. application and
GRE exam fees, travel, per diem, monthly subsistence allowance
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for long-term trainees, etc.). Delivery orders will be based on
terms of reference and budgets developed by the GOM. AED will
assist the MOH with the preparation of terms of reference and
training budgets, if requested to do so. AED will furnish the
GOM with a list of possible training programs from which the GOM
selects the most suitable program. If the GOM knows at the
outset the most appropriate training program to meet a specific
need, the program is then suggested in the initial terms of
reference. Once the training program is selected, AED will
provide all administrative and logistical support necessary for
the successful campletion of training including support for the
appl.ication/enrollment process, testing, travel and subsistence
while in the U.S., etc.

The GOM, through the PHICS project, will support
only the actual costs of short- and long-term off-shore
training. There will be no additional costs to the GOM for
services provided by AED in support of PHICS-funded off-shore
training.

b. In-country Training: For in-country training,
A.I.D. will provide funds to the GOM through periodic advances
to be deposited into a separate account with the Reserve Bank of
Malawi as explained in Section C. These advances will be
accounted for by the MOH by submission of reimbursement claims
on a periodic basis for actual expenses incurred under the
project.

c. Technical Assistance:

i. AED: Under the AED mechanism, short-
and long-term technical assistance will be abtained through the
submission of delivery orders by A.I.D. to AED. Delivery Orders
will be based on terms of reference developed by the GOM. The
GOM will stipulate in the terms of reference the type, duration
and dates of technical assistance required and the estimated
cost. If requested, AED will assist the GOM with the
development of terms of reference and budgets. AED will furnish
the GOM with a list of candidate advisors from which to choose.
If the GIM knows at the outset the most appropriate individual
to provide technical assistance, the irdividual is suggested by
the GM in the terms of reference. Once the advisor is chosen
by the GOM, AED will provide all necessary administrative and
logistical support to ensure the technical assistance is
successfully rendered including ascertaining advisors’
availability, contracting, travel, remuneration, per diem, and,
in the case of long-te.m advisors, housing.
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I addition to the actual costs of technical
assistance, AED will charge the project 2% of the total actual
costs of lang-term technical assistance, and 28% of the total
actual costs of short-term technical assistance for the costs
incurred by AED in providing administrative and logistical
support services.

ii. Buy-ins to A.I.D./W Centrally-funded
Projects: An array of technical assistance is available to the
GOM from projects supported by A.I.D./Washington with central
funds under the Offices of Health, Population and Nutrition. It
is expected that certain technical assistance needs identified
by the GM during the eight-year life of the PHICS project can
best be addressed by these specialized centrally-funded
projects. Technical assistance obtained fram these projects
would be funded under the project through bilateral "buy-ins".
The GOM will specify technical assistance needs to be met
through "buy-ins" in its detailed project implementation plans.
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The following chart summarizes the anticipated methods of
implementation and financing to be used in this projert.

Method of Implementation Method of Financing Estimated Amount
(US$000)
A. Technical Assistance 2,340
1. AID Direct Contract (AED) Letter of Credit 1,461

2. AID Direct Contract (Buy-ins
to AID centrally-funded

projects) Direct Pay 879
B. Training 1,959
1. Off-Shore/AID Direct Contract
(AED) ’ Letter of Credit 793
2. In-country/HC Implementation HC Reimbursement 1,166
C. Commodities 6,148
1. Electronics and Computers: 717
a. HC Contract (Psa) Direct Pay
b. HC Contract (Commodities) Bank L/Camm
2. Local Shelf Items: HC Reimbursement 3,880
HC Procurement (Purchase and Direct Pay
Orders)
3. Vehicles, Motorcycles, and Direct Pay 1,551
Bicycles:
AID Procurement
D. Operating Expenses 3,491
HC Implementation HC Reimbursement
E. Evaluation and Audits Direct Pay 340
F. Contme:_gz' 722

Total AID Contribution 15,000
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2. Procurement of Commodities: ‘The Bank Letter of
Cammitment will be used for procurement of camodities, since
the Procurement Services Agent (PSA) requires the issuance of
individual Bank Letters of Credit to suppliers. As explained
above, a separate project account will be established by the GOM
to handle A.I.D. funds for localanrem:ycostsunderthls
project. The fmancmg and mplementatlon methods described
above have been used in previous A.I.D. projects with the MOH
and MOW. The MOW has well established procurement and
acoountmgprocedumswhlchmeetAIDrequxmwrts The MOH
has an accounts section and a project implementation unit which
manages project procurement and financing.

C. Financial Review and Audit

USAID/Malawi will request the Office of the Inspector
General (IG) in Nairobi to arrange for periodic non-federal
audits of the dollar and local currency accounts under the
project. The scope of work and contract for the local
accounting firm is limited to financial campliance matters and
will be approved by the AID Inspector General’s Office in
Nairobi. The findings of financial reviews and audits,
workpapers, and reports will be reviewed by the same offloe.
The IG/Nairobi will also ensure that the accounting firm
qualifications and performance standards of non-federal auditors
are met. Approximately two person-months are budgeted for each
audit with funds provided under the project.

D. Budget Allocations

The focus of project-funded technical assistance,
training, and service delivery is on improving child survival
services and practices. An A.I.D. working definition of Child
Survival categorizes water and sanitation within "Group II";
interventions which have direct impacts on child survival though
they may not be explicitly stated in the Agency’s April 1986
Child Survival Strategy. Because approximately 20% of Malawi’s
population is under five years of age, 20% of the funds budgeted
for the .ater component are attributed to health in general.
Institutional strengthening activities supported under the
project’s Information, Education and Cammunication (IEC)
camponent are critical to the implementation of Malawi’s medium
term strategy for AIDS. It is anticipated that 5 percent of the
project’s overal) hudget will be spent on AIDS over the
eight-year life of the project. ¢Child spacing will be an
integral part of the project’s service delivery and operations
research camponents as well as focus of IEC activities.
Therefore, 10% of project funds have been allocated to child

spacing.



52

A.I.D. funding for PHICS is attributed to budget
categories as follows:

Budget Share Amount

(US$000)
¢child Survival 50% 7,500
Health 35% 5,250
AIDS 5% 750
child Spacing 10% 1,500

100% 15,000



53

V. SUMMARTES OF ANALYSES

A. Technical

1. The Siting and Strateqy of Service Delivery
Activities: The project’s service delivery activity is camposed
of three camponents: potahle piped water; sanitation and hygiene
education (i.e. the Hygiene Education and Sanitation
Program/HESP) ; and a basic set of preventive and curative ¢child
Survival (CS) interventions. The initial conception of the
project’s service delivery model was for these three camponents
to be delivered together as an integrated package. The siting
of project-funded service delivery activities was to be
determined by the location of piped water schemes of which there
would be 6¢ by project’s end located in 17 of Malawi’s 24
districts. The strategy behind the siting plan was to add HESP
and child survival services to piped water in an effort to
maximize health impact among those rural Malawians with access
to piped water. The strategy is based on the assumption that
the camunity organization on which the construction and
continuation of piped water systems depend could be utilized to
initiate and sustain HESP and child survival services.

While the strategy is sensible to pursue under the project
where feusible, the presence of piped water should not be the
determiniig factor in project site selection. Several reasons
argue against an exclusive focus on areas served by piped
water. Finst, infant mortality levels vary widely across
districts in Malawi and the 69 piped water schemes will not
necessarily be located in areas with the highest infant
mortality. Project impact on infant and child mortality may be
greater were the project’s relatively scarce resources to be
channeled towards populations with the highest infant mortality
rates. Second, ther. are concerns about project management and
nnpleme_ntatlon The ¢ areas served by piped water will be
located in seventeen different districts. Within most of these
seventeen districts, piped water systems reach a minority of the
total district population. Plannmg, implementing and
evaluating the addition of two service dehvery camponents (HESP
and child survival) to piped water schemes in 69 Areas scattered
among and within 17 different districts would be a formidable
management challenge. Third, there are concerns about equity.
Resources available for prlmary health care and child survival
are limited in Malawi. Giving communities which already enjoy
the benefits of piped water access to enhanced HESP and child
survival services may be inequitable in a country with so few
resources. Finally, there are concerns about maximizing project
impact on national-level child survival policies and program
designs. There are many major service delivery questions which



54

need to be explored in Malawi, to name but a few: the
feasibility of cammunity-based child-spacing services, the
viability and effectiveness of a national primary health care
program based almost exclusively on volunteers, and the
possibilities for cost contairment and recovery. The project’s
service delivery canconent is intended to offer the GOM an
opportunity to systematically address these and other critical
questionsthrough health systems research. The point of such
research is to identify sustainable service delivery approaches
for the national program which have program-wide applicability.
Because gravity-fed piped water can reach at most 20% of
Malawi’s population, lessons learned from service delivery
approaches centered on the presence of piped water schemes may
not be representative, and therefore may not be as useful for
national-level policy and program formulation as those gleaned
from more typical service delivery areas without access to piped
water.

In light of the disadvantages of channeling project
services to the 69 sites where there are (or will be by
project’s end) piped water schemes, other service delivery
options were identified and evaluated with the MOH using an
agreed-upon set of prioritized criteria to assist in site
selection. Agreement was reached on the basic design of an
alternative service delivery model to be tested under the
project. This model has been summarized in Section III. In
brief, infant mortality rates rather than the presence of piped
water schemes are used as the controlling factor in district
selection. To facilitate project implementation, particularly
the evaluation of service delivery strategies, service delivery
activities will take place in a limited number of districts
well-distributed nationally and, hence, reasonably
representative. The main rationale and assumptions on which the
strategy is based include: (1) to pramote equity and to optimize
the utility of findings from field tests and health systems
research, project service delivery areas will be distributed
across Malawi’s three regions and st wld include communities
without access to piped water as well as those with access; (2)
offering project services to cammnities with low access to
health services and which have the highest infant mortality
rates will be more effective in contributing to the project goal
of decreasing child mortality and morbidity; (3) the hypothesis
that commnity mobilization for piped water can be used to
facilitate the initiation of sanitation and child survival
activities is valid and will be tested wherever feasible within
the districts selected; and (4) the project can make a useful
contribution in testing the extent to which commnity
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organization surrounding the constriction and maintenance of
other types of water systems (i.e. other than piped water) can
be used to initiate and sustain community-based sanitation and
child survival services.

2. Sanitation - Technology, Caoverage, and
Implementation: Three approaches were considered regarding the
type and number of latrines to be supported under the project’s
sanitation camponent. First, support for latrine research. The
intention of this approach was to assist the MOH, through the
HESP program, to identify new latrine designs suitable for use
in Malawi. The HESP program would then demonstrate the design
and construction of new models in a limited number of
districts. The ventilated improved pit latrine (VIP), though
relatively expensive, was seen as one model worth promoting on a
demonstration basis. This approach was not expected to result
in significant increases in latrine coverage at the conclusion
of the project. Second, the project would support a large scale
replication of the successful sanitation project in Liwonde
Agricultural Development Division (LADD). The project is
centered around an inexpensive latrine model called the
"San-Plat". Iabor and local materials needed to construct
San-plats are provided by the community while the project
provides cement and reinforcement bars. After several years of
effort on the part of the IADD, San-plats have gained
considerable popularity and are widely used in certain parts of
the district. Based on the San-plat’s success in Liwonde, and
its simplicity and low cost, it was concluded to be a latrine
model worth replicating on a much wider scale under the PHICS
project.

Approximately half of Malawian households currently have a
latrine of one type or another. Increasing latrine coverage
well above the 50% level is a goal of the Project. Based on
practical experience gained by the MOH Envirommental Health
Unit, the HESP project, and the Liwonde ADD project, local
wisdam (though largely undocumented) holds that attaining 75%
latrine coverage may be feasible given time and adequate
resources. Therefore, project funds were provided for cement
and reinforcement rods needed to construct 62,500 San-plats
which would increase latrine coverage in project areas from 50%
to the 75% level.

The third approach is for the project to support universal
latrine coverage in select project areas. This approach grows
out of a concern that even an increase of 25% in latrine
coverage to the 75% level will not break the transmission cycle
of water and fecal borme diseases. Therefore, full coverage is
imperative for the achievement of significant and sustainable
health impact. What it takes in terms of time and human and
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financial resources to achieve latrine coverage levels above
75%is unknown. Liwonde ADD project staff suspect it will be a
long and difficult process. MOH Envirommental Health Unit staff
feel camprehensive latrine coverage is not a realistic goal for
the PHICS project. Given the paucity of documented efforts to
achieve full latrine coverage, and given the level of support
for and interest in operations research under the project,
systematic efforts on the part of the HESP program to achieve
universal latrine coverage in localized areas would appear worth
trying to document the level of effort and resources required.

Implementation of this component is the responsibility of
the MOH Environmmental Health Unit and the HESP program. The
HESP program has considerable experience with sanitation program
"software" — hygiene and sanitation promotion and education --
but to date have had little experience with the "hardware" --
latrine production. The project will permit the HESP program to
add this capability using the existing MOH rural service
delivery structure supplemented with the project inputs. With
funding from the UNDP and with the recent acquisition of
technical expertise in the construction of the San-plat, the
Ministry of Local Govermment (MOLG) plans to expand its
urban-based sanitation program. Coordination between the MOH
and the MOLG will be important to ensure complementarity of
efforts and to utilize the ministries’ oatparatlve advantages.
Concerns of duplication of effort may arise if the MOIG gets
involved in HESP-like sanitation pramotion and education efforts
and if the MOIG expands into rural areas. However, at present,
the MOLG lacks the service delivery structure to do this. The
two sanitation programs’ relative progress and the extent to
which they coordinate with and complement one another will be
evaluated in connection with the first technical assessment of
the PHICS project.

B. Social Soundness

1. Context: Most Malawlan households depend on
agriculture for their livelihood. Some 50 percent of the
small-scale farming households are unable to meet their damestic
food needs fram hcusehold production and on average they earn
only $50 in cash anmually. Wage rates for workers on
agriculture estates are sufficient to cover the basic needs of
the worker, but not a family.

In splte of progress made by the MOH in the provision of
health services and by the MW in provision of improved rural
water supplies, a high proportion of children under the age of
five are ill and die from preventable or treatable diseases.
Same 50% of the children are stunted, and studies indicate that
approximately 50% of the under fives are under 80% weight/age.
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Wamen bear the main responsibility for child care, in
addition to their responsibilities for household mainterance and
production activities (primarily agricultural production) to
provide food and other basic needs. These responsibilities
usually compete for allocation of wamen’s time and for scarce
financial resources. The poor health of many women is reflected
in low birth weights, stillbirths, and infant deaths. Child
spacing services were initiated in 1983, but most women and men
continue to lack knowledge about modern methods and access to
services. It is estimated that approximately three percent of
eligible couples in Malawi use a modern contraceptive method.

2. Social Considerations of Project Activities: The
PHICS project can be divided into two broad components:
institutional development and service delivery. Institutional
development activities are focused on MOH organizational units
which are responsible for supporting child survival activities
and informing decision-makers as to how Ministry programs should
be designed, implemented and managed. The support provided by
PHICS to the HEU (to develop and disseminate educational
materials in support of priority child survival interventions),
to the Research Unit (to conduct operations research on various
aspects of child survival programs), to the Epidemiology Unit
(to establish a capability to train health personnel in the
epidemiological perspective and support child survival
programs), to the HIS Section (to collect and analyze child
survival data to improve program management) and to the Planning
Unit (to plan child survival projects and programs more
effectively and to ensure the PHICS project is implemented on
schedule and according to design) will improve child
survival-related services to priority target groups. In this
way, the PHICT project will contribute to the attairmment of MOH
cbjectives of improving health status and decreasing infant and
child mortality. The Project Paper has considered Ministry
needs and the feasibility of a number of possible project
inputs. The result is a set of activities which are
programmatically sound and have a reasonable chance of being
implemented effectively.

The secord camponent, service delivery, includes the
construction of gravity-fed piped-water systems in 14 areas
serving a desion population of approximately a quarter million,
priority child survival services including child spacing, and
hygiene education and sanitation services.

There is evidence to support the further development of a
cammnity-based approach to provide a critical core of services
to the most vulnerable segment of the population. Several
health projects (e.g. Liwonde ADD, Salima ADD, Save the Children
(SCF) Child Survival Project) have demonstrated that cammnities
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are willing and capable of participating in health programs.
Sustained volunteer activity appears not as rare in Malawi as in
other countries and cultures. The critical features are proper
camunity orientation and the assignment of specific, limited
responsibilities to the volunteers, including TBAs and
traditional healers. The cammnity-based projects mentioned
have experimented with cost-recovery for simple curative
medicines and initial results show that the cammnity is willing
and able to pay same of the costs involved. More experience is
needed in this area, however.

One explanation for the relative success achieved by
projects such as those in Liwonde and Salima ADD and in
Mbalachanda appears to be the additional resources available in
terms of paid, professional field staff to train, support, and
supervise cammnity-level health workers. For example, the SCF
child survival project in Mbalachanda has 20 female
supervisor/trainers to work with 120 cammnity health workers.
Such a high supervisor to worker ratio would be advantagecus but
perhaps not affordable nationally. The project will support the
study of innovative projects like those in Liwonde and Salima
ADDs and inyMbalachanda (SCF) to identify workable approaches
which the Govermment can afford to implement nationally. The
project will seek to determine the optimal health worker to
volunteer ratio which will result in ad:quate cammnity support
and which the Government can afford to sustain.

Emphasis will be placed on community orientation,
mobilization, and organization in the project’s service delivery
camponent. The experience of Liwontle should guide this effort,
especially the use of folk dramas and dance to educate and
energize the villagers to support health activities. Secondly,
support provided to a research organizations to enable the
monitoring and evaluation of the service delivery component will
provide the MOH with information on performance and constraints
as the strategy is being implemented. This timely feedback will
enable the project to make reqular corrections and
modifications, thus eliminating the need to wait for the
mid-term or final evaluations to determine whether the approach
as designed is viable.

Considering the high level of rural poverty, it is
important to consider if the project’s design makes unrealistic
demands upon households, especially those headed by females. It
must be assumed that target groups have little ¢r no disposable
incame which can be spent on imgroving diets (quantity or
quality) or other activities which might improve health
awareness practices (e.g. purchasing a radio). The design of
the HEU and service delivery components of PHICS take this
condition into account. For example, health and nutrition
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messages will emphasize ways to increase the effective use of
the family’s limited incame or ways to improve health-related
habits at no additional cost. In addition, much of the IEC
activity will be aimed at increasing the population’s awareness
and knowledge so that they can practice more self-treatment and
make more effective use or existing health services. Once the
demand is generated, the services will be provided, more
accessible than before. With ORT, chloroquine and sinmple
curative care available in the commnity, the need to travel to
health centers will be reduced. ‘lhis saves time, thus reducing
opportunity and transport costs. The end result should be
better health, meaning less lost labor due to child sickness and
a reduction in the suffering so common in the lives of the rural

population, especially among wamen.
c. Administrative Analysis

The PHICS project is designed to help fill critical gaps
in donor support to the GoM for child survival. One of the most
critical needs is for a general strengthening of the MOH service
delivery infrastructure. 1In addition to the need for more
financial resources to be devoted to preventive and primary
health care and the need for more trained service providers,
there is the need to improve overall MOH capacity to implement
programs. One of the central abjectives of A.I.D. support to the
MOH under the PHICS and the HRID projects is to strengthen MOH
capacity to plan, implement, and evaluate heaith and child
survival services. Attairment of this cbjective is fundamental
to the institutionalization and sustainability of child health
services. As a result of this support, the MH will be better
able to manage health services and projects for which it is
responsible, including the PHICS project.

Implementation of the PHICS project is the responsibility
of the Goverrment of Malawi working through the MOH and the
MOW. There follows a brief description of the allocation of
project implementation responsibilities and functions between
the MOH and the MOW, and an assessment of capebilities to
perform these functions.

1. Ministry of Health: MOH implementation capacity is
of general concern as well as of specific concern to this
project. The National Health Plan 1986-1995 recognizes the
institutional constraints to program impl ~entation in the MOH,
such as the over-centralization of decision-making, inadequate
management skills, excess "red tape", insufficient staff,
complex organizational structures, and inadequate pay and career
inc-ntives. The Plan proposes to remedy these problems by
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adding staff, decentralizing program management, increasing and
improving management training, adopting appropriate
organizational structures, and instituting effective management
controls over staff, money, capital and materials.

Both the HRID project and the PHICS project are designed
to help strengthen MOH implementation capacity and in so doing
address needs identified in the National Health Plan. The HRID
project will assist the }OH and other critical development
ministries to strengthen overall management capacity. Based on
needs identified in MOH staff development proposals, HRID will
provide training and technical assistance. Needs identified
during the PHICS project development for possible HRID support,
which centered on the Planning Section, will be factored into
MOH staff development proposals. As a result of the general
upgrading of MOH management capability supported by HRID, MOH
capacity to manage specific donor-funded projects, including
PHICS, will be enhanced.

MOH project implementation responsibilities will include:
the establishment of approximately 700 new positions; the hiring
and training of new staff; the selection of technical advisors;
the selection of staff for off-shore training; the establishment
of an Epidemiology Unit; the decentralization of the Health
Information System (HIS); major expansions of the Research,
Ewvirommental Health, and Health Education Units; the
implementation of a large scale service de.ivery project in
seven districts in collaboration with the MOW; the management of
a substantially increased health research program; and the
review and utilization of the results of health systems research
in policy and program formulation.

The Ministry’s overall organizational structure consists
of two branches, Administration and Technical. Under the
Technical Branch there are four divisions headed by Controllers;
Technical Support, Preventive Health, Clinical Services, and
NMursing. Also under the Technical Branch is the Planning
Section which is headed by a Chief not a Controller. MOH plans
involve the posting of a Controller for Planning under whom
would be a Chief of Planning and a Chief of the Project
Implementation Unit (PIU). Small project assistance will go
primarily to units in the Preventive Health Services division.
However, the project also supports activities in other divisions
such as the Research Unit located in the Technical Support
Division. The Nursing Services Division will be involved in the
project to the extent that the project will support the hiring
of additional Enrolled Nurse Midwives (ENMs) and/or Enrolled
Cammunity Health Nurses (ECHNs). ' The project will play an
important role in supporting the health education canponent of
the GOM Medium Term AIDS Strategy.
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Overall responsibility for the day-to-day administrative
management of the project will be assumed by a full-time
Malawian Project Coordinator located in the MOH Planning
Section. The position will be filled by a senior-level manager
with considerable govermment experience. The Project
Coordinator will report directly to the Chief of the Planning
Section. Supporting the Coordinator will be a project-funded
Accountant working full-time on project financial management.
These two staff and two other staff from the Planning Section
who will be working part-time on the project, will receive
short-term training in A.I.D. project implementation.

The Controller of Preventive Health Services will have
overall responsibility for the technical oversight, coordination
and direction of the project. The Preventive Health Services
Division includes the key operational units on which the Project
will focus: Malaria/DDC, EPI, Epidemiology, Envirommental
Health, HIS, PHC, MCH, Child-Spacing, and Nutrition. The
Controller of Preventive Health is well situated to coordinate
support to these units all of which are within his/her division.

The Project Coordinator will manage the work plan
development process with support fram A.I.D. and the Project
Implementation Committee. Work plans will specify tasks to be
accanplished, responsible persons/unit, and deadlines.

The principal GOM mechanism for project coordination and
the pramotion of inter-ministerial coordination will be the
Project Coordination Cammittee. The main purpose of Comittee
meetings is to monitor project progress against work plans and
to identify and resolve implementation probi= <. The Comittee
will be camposed of MOH and MOW and USAID representative staff
with primary responsibility for the implementation of the
project activities. The Project Coordinator will be responsible
for arranging Cammittee meetings, preparing agenda, and
preparing and distributing minutes of meetings.

There follows a list of MOH management issues of concern
to the PHICS project and how they will be addressed:

a. There are an insufficient number of trained
staff at the community level to deliver services, and an
insufficient mmber of trained staff at the district, regional,
and central levels to provide supervisory, administrative, and
technical support to service delivery staff. The project will
support the hiring and posting of approximately 700 new service
delivery and support positions at central (12), regional (15),
district (24), and field levels (630). Over 90% of the new
positions are cammnity-based, service delivery personnel who
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will be recruited and trained at the local and district level.

b. while the project focus is on the Preventive
Health Services Division, two or three other MOH divisions will
have responsibility for the implementation of certain project
activities. The Project Coordination Cammittee mechanism will
ensure a reasonable level of coordination among the divisions
involved. In addition, standard MOH procedures for monitoring
and implementation of donor-supported projects, such as routine
monthly meetings of division heads chaired by the P.S./MOH, will
be followed for the PHICS project. Of particular importance is
adequate coordination between the Research Unit, the Planning
Section, and the yet-to-be-established Epidemiology Unit
regarding the selection of research topics and the utilization
of results in the formulation of program plans and policies. In
addition to the above-mentioned mechanisms, representatives from
the Planning Section and Epidemiology Unit will participate in
research review committee proceedings.

c. Two ministries, the MOH and the MOW, are
involved in project implementation. MOW representation on the
Project Coordination Camnittee will assist coordination between
the MOH and the MOW.

d. The project involves the procurement and
management of a large amount of technical assistance and
off-shore training. Through PHICS-funded delivery orders, AED
will provide the GOM with administrative and logistical support
services to manage most technical assistance and training
supported under the project. This arrangement, or an
alternative should the AED mechanism prove unsatisfactory to the
GOM, should relieve the MOH (and the Mission) of a substantial
management burden associated with the implementation of PHICS.

2. Ministry of Works (MOW): MOW responsibilities will
include the construction of 14 gravity-fed piped water schemcs;
the management of an expanded in-service training program for
MOW staff; and th: conduct of a number of water-related
studies. The MW will be implementing an activity with which it
has had considerable experience over the years.

The Rural Water Section (RWS) in the MW has the
responsibility for developing and implementing the gravity-fed
piped water and sanitation schemes under PHICS. RWS has held
this responsibility for more than 18 years and, as a result, has
put into place a well-established set of procedures which
incorporate A.I.D. review, approval, and funding requirements.
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The design and construction of the water systems is
performed by the RWS. Both of these functions have been
affected recently by a shortage of project engineers.The RWS has
only two engineers at headquarters and one in the field. These
two must carry out all designs with assistance fram field
supervisors who hold engineering diplamas fram the Polytechnic
in Blantyre. The shortage of engineers has also caused a shift
in construction supervision in the field. Previously, the
engineer who designed a system remained in the field to
supervise construction. Now that this is no longer possible,
either the senior technical officer, technical officer or senior
technical advisor must perform day-to-day supervision as well as
construction management. Tney are assisted by water project
operators who are responsible for directing the village
self-help activities and monitoring the progress of paid
contractors. Although the reduction in engineering staff has
placed samewhat of a strain on remaining staff, recent
evaluations showed that the quality of design and construction
has remained high. Two recently-qualified engineers have been
recruited and are expected to join the RWS soon. To deal with
the shortage of engineers over the short-term, funds have been
budgeted for expatriate technical assistance fram consultant
advisors and/or the Peace Corps until slots can be filled with
Malawian engineers. However, continued dependence on expatriate
engineers has cost implications and disrupts the continuity of
operational experience. The project will support RWS efforts to
recruit, train, promote and retain Malawian engineers.

D. Financial and Economic Analysis

This financial analysis addresses the macroeconomic and
fiscal-policy background and the question of the
recurrent-budget resources that will be available to MOH over
the caming eight years or so as anticipated by Malawi’s National
Health Plan. The econamic analysis is in the main concerned
with comparisons of the costs and benefits of the PHICS project
and with problems confronting such analysis.

In the past decade, the econamy of Malawi has encountered
formidable problems, the real rate of economic growth has fallen
behind the rate of population grcwth. The Goverrment continues
to confront these difficulties and to respond to them in the
context of structural-adjustment agreements with the IMF and the
World Bank. Pursuant to this, the Govermment has recognized the
critical importance of achieving fiscal discipline; the total
expenditure of Government will be strictly contained and tight
fiscal stringency will be very much the order of the day for
same time to came.
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However, it is important to remark that the implications
for health-sector financing may be less aminous than this
overall picture might suggest. For ane thing, the health sector
is seen by the GIM as an important and integral part of the
overall development program and effort. Thus, according to the
Policy Framework statement:

"Malawi’s large unexploited human resource investment
opportunities offer significant potential for econamic
growth. Ievels of education, health and nutrition in
Malawi are same of the lowest in sub~Saharan Africa. Thus
the Govermment places high priority on expanding the
social sector infrastructure..."

The fact that the health sector is regarded as an
important development sector augers well for public-resource
availability to the sector. In addition, the GOM hopes to
overcome Malawi’s serious economic development problems while at
the same time not deteriorating the position of the most
vulnerable and disadvantaged groups. As part of this, the
Goverrment’s program seeks to improve the provision of social
services including health services.

These policies are reflected in the official projections
of the Goverrment’s recurrent budget. For the 1987-1996 period,
the MOH budget is projected to increase from about 7.0% of the
total recurrent budget to about 10.7% of the budget. This
implies an average annual rate of growth of the MOH budget in
real terms over this period of 6.3%, a significantly faster rate
of growth than is projected for GDP or for overall Goverrment

expenditure.

These facts bear on the issue of sustainability. That is,
same of the project inputs to the health programs being assisted
by the project are of the kind that logically would continue to
be used by these programs in the post-project years. In this
way, PHICS may imply same increase in the recurrent-cost burden
to be bornme by the MH (or by some other source) in the
post-project years when PHICS funding will no longer be picking
up these expenses.

PHICS plans to phase MOH assumption of these costs; for
example, 25% in the 5th project year, 50% in the 6th project
year, 75% in the final project year, and 100% in the first
post-project year and thereafter. One measure of the burden
implied by this phased assumption of recurrent costs may be had
by looking at the percent the incremental recurrent costs owing
to the project will be of the projected MOH recurrent budget in
these years. From this point of view, the burden implied by
PHICS for the MOH recurrent budget is minor -- the incremental



65

recurrent costs increase fram 0.3% of the budget in the Sth year
to 1.1% when 100% of these costs are assumed. For another
dimension of this burden, we may look at the percent the
increnentalreaxrrentcostswi:gtoPHI(Swillbeofiments
to the MOH recurrent budget over these years. This percent
rises fram 5.2% in the Sth project year to 15.7% in the first
post-project year when 100% of these costs will be assumed.
ILooked at from this point of view, the burden still does not
appear aminous.

Turning to the econamic analysis, we may first provide an
introductory coamparison of the costs and benefits of PHICS in
terms. For a project such as PHICS, attempts to do
straightforward cost-benefit (C-B) and cost-effectiveness (C-E)
analysis run into a number of difficulties. These will be
briefly discussed.

In discussing these problems, it is important to recognize
(and as the literature in this domain bears witness) that it
will be rarely, if ever, that a meaningful C-B and C-E analysis
of the performance of health programs can be accamplished by
what has become the conventional approach -- notably, an
iti. erant, short-term investigator trying to rush through such a
study. If policy makers feel that C-B and C-E findings are
worth assembling, then an effort should be made to assemble them
in a proper way. This will require far more time and attention
than usually is given to the task. Indeed, making these
findings should be a regular, ongoing observation program
accampanying project implementation as an integral part of the
implementation. PHICS, by incorpcrating this feature, will
thereby make an important contribution to project design.

Particularly for same of the institution-strengthening
camponents of PHICS, it would be fair to identify the whole
population of Malawi as beneficiaries, indirectly and over the
longer run. However, for present purposes, it will be better to
identify beneficiaries in a more proximate way. The project’s
service delivery component will reach approximately 1.5 million
people. Populations to be served will include those living in
the seven districts selected on the basis of their high infant
mortality, and those who will be reached by the new piped water
schemes.
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Turning first to the water-cum-health-package
beneficiaries, we find an adjusted (to reflect the present value
of project outlays over the seven year period) cost of about $23
per beneficiary for this cohort. In evaluating the benefits
yielded by this expenditure, we must take account of the fact
that the beneficiaries will be receiving benefits over a number
of years. We adopt a 20 year benefit-yield horizon for this
exercise.

A large number of favorable health effects can be expected
from a program such as PHICS which fields a package of
water/sanitation/health services. For example, decrease in
morbidity owing to shistosomiasis, malaria, hookworm, diarrhea
and other diseases for all age groups in the population ——
infants and children as well as those who camprise the
agriculture workforce. There is good reason to believe that the
combination of clean water, sanitation (latrines) and improved
household KAP can reduce the risk of childhood diarrhea
substantially. Similarly, a more effective commnity-based PHC
system complementing services delivered by peripheral MOH
facilities (health centers) should result in more effective
delivery of EPI, ORT and malaria-control services.

Is it worth an average cost of $23 per beneficiary to
achieve these benefits? A good way to gain some perspective on
the answer to this question is to ask what the value of the
benefit yield would have to be, in money-value terms, over the
20-year benefit period with, say a 12% rate of discount, to make
the experditures for PHICS worth it. The answer turns out to be
about $3.08 per beneficiary per year. (That is, an investment
of $23 today which yield 20 annual payoffs valued at $3.08 each
would have an internal rate of return of 12%).

mhat is, the expenditure for PHICS can be regarded as
costworthy if the payoffs in each of the benefit years can be
valued at least $3.08, per beneficiary. To inform judgment on
this score, and recalling that in Malawi the health sector is
regarded as a cnicial and integral part of the overall economic
development effort, it will be appropriate to look at this
matter from the point of view of health as a producers good. It
is plausible to suppose that PHICS inputs to the health-services
sector will result in a favorable impact on the health status of
the agriculture work force. It may be estimated that if, owing
to this impact, total factor productivity per worker in
agriculture were just 5.0% higher in each of the benefit years
than it otherwise would have been, the yield would be the
equivalent of about $5 per worker per year. Thus, even a very
modest expectation about the impact of PHICS on productivity
argues strongly for the costworthiness of expenditures on PHICS.
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Health services and better health tend to be valuated as
"producers" goods in the context of economic analysis of health
programs. But, health services and better health are also
important as "consumers" goods -- indeed, most wo'd contend
that this is their major value. Programs such a: _dICS which
seek significant reductions in infant and child mortality and
morbidity are apt to be particularly important from this point
of view.

This analysis has been addressed to the
water-cum-health-package beneficiaries. We find for the
health-package-only beneficiaries of PHICS an adjusted cost of
about $5.20 per beneficiary. A yield per beneficiary per year
which could be valued at about $0.70 over the 20 year payoff
period would be encugh, assuming a 12% discount rate, to make
the outlay of $5.20 worth it.

Fram this point, the analysis for this cohort of
beneficiaries is the same as that already provided for the other
cohort except that, of course, far more modest expectations
about the impact of the project will lead to the conclusion that
the outlays for the health-package-anly beneficiaries are worth
it.

In summary for both cohorts of beneficiaries, it would
seen clear that the project expenditures should be regarded as
costworthy in light of the expected value of the benefits
anticipated from the project.

For health programs, a major prablem for straightforward
C-B and C-E analysis ex ante program implementation is
uncertainty with respect to the program production function.
This general problem is exacerbated in the case of a program
such as FHICS. PHICS is not the typical health project
represented by a comprehensive delivery system providing health
services of same kind, for which in principle (albeit probably
not in practice) a production function might be written. For
PHICS, none of its camponents by itself is a delivery system for
health services nor do its camponents collectively comprise a
delivery system for health services for which, even in
principle, a health-service production function might be
written. Rather, PHICS camponents are expected to have their
favorable impact on health status — as complementary inputs,
along with non-project inputs, to those health programs which
are the delivery systems providing health care.

The project design and its relationship to ongoing
health-sector events in Malawi, are such that there is not much
scope for useful econamic analysis ex ante project
implementation beyond that presented above.
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There will be, however, excellent prospects for learning
much from the project of importance for the development of
health services in Malawi if, as is intended, the implementation
of the project is accampanied by carefully planned base-line and
follow-up evaluation ofthe performance of the health programs
PHICS seeks to camplement. The cost and performance data to be
collected in this way will inform really meaningful C-B and C-E
analysis of project performance ex ante its implementation.

VI.  IMPLEMENTATION AND PROCUREMENT

Section V. C., the Administrative Analysis of this paper,
includes a narrative description of the roles to be assumed by
the MOH and the MOW during project implementation, and an
assessment of capacities to perform these roles. Included in
this section is a sumary implementation plan and a discussion
of procurement under the project.

A. Implementation

The following is a summary outline of anticipated
implementation actions to be taken during the first project
year. Actions scheduled for one quarter may occur in an
aljoining quarter. An illustrative implementation plan for the
entire project will be campleted by the end of the first year,
and detailed work plans will be developed on an annual basis.

1. First Quarter: Anticipated implementation actions
will include: (1) the posting of key project staff including
the MOH Project Coordinator and Accountant, and USAID Project
Manager; (2) the convening of Project Coordination Committee to
review and finalize project management and coordination
procedures and a detailed work plan for year one; (3)
coordination meeting(s) with staff from the Health Institutions
Development (HID) Project and the Lilongwe School for Health
Sciences (LSHS) regarding HSA training; (4) a review of the
implications of the June 1989 MOH Camprehensive Review of the
Diarrheal Diseases and Malaria Control Programs for PHICS
project implementation plans; (5) the recruitment and
contracting of long-term advisors in epidemiology and water
engineering; (6) the identification of short-term technical
assistance needs for year one and an action plan for meeting
them; (7) the selection of long-term trainees and off-shore
training programs; (8) detailed implementation planning of the
service delivery camwponent in the first district (Dedza) and the
initial piped water schemes: and (9) the ordering of caommodites.
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2. Second Quarter: Implementation actions will
include: (1) the arrival of long-term technical advisors; (2)
the finalization of procedures and proposal selection criteria
for the child survival research program and the dissemination of
the research program announcement and request for proposals; (3)
the design and initiation of priority operations
studies and baseline, knowledge, Attitude and Practice (KAP) and
cost recovery surveys; (4) the commencement of off-shore
participant training; (5) assessments of the availability of
health, sanitation, and water staff in selected project areas;
and (6) the recruitment of the initial batch of new MOH service:
delivery staff.

3. Third Quarter:

Implementation actions will include: (1) campletion of
KAP and baseline surveys in selected project areas; (2) posting
of service delivery staff and commencement of implementation of
the service delivery camponent in Dedza District; (3) the
conduct of orientation and training workshops for service
delivery staff; (4) receipt of project commodities: and (5)
camencement of work on initial rural piped water projects.

4. Fourth Quarter:

Implementation actions will include: (1) the monitoring
of the servie delivery camponent in Dedza District; (2) the
finalization of detailed, full-term workplans, (3) the hiring
and posting of additional trained service delivery staff; (4)
the conduct of project orientation and implementation workshops
in additional districts; (5) planning for the cammencement of
service delivery activities in an additional district(s); and
(6) preparation of the first annual report.

B. Procurement

1. Responsible Agency: Overall responsibility for
implementation of the PHICS project including the procurement of
project cammodities will rest with the Principal Secretary of
the Ministry of Health for all project components except the
rural piped water systems camponent. The Principal Secretary of

the Ministry of Works will have overall implementation
responsmllity for the rural piped water systems camponent of
the project. The Principal Secretaries will have the
responsibility for authorizing the expenditure of project furds,
for approving and signing Project Implementation Orders, Project
Implementation Letters and other forms of obligating documents,
for monitoring the procurement process, and for acknowledging
receipt of goods to A.I.D. by issuance of receiving reports.
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In the MOH, the Chief of Health Services and the Chief
Planning Officer will hold the above listed responsibilities
concurrently with the Principal Secretary and will also be
authorized to sign project implementing and abligating
documents. Additionally, the Administrative Officer in the
Planning Section and the PHICS Project Coordinator, to be
appointed and working within six months of authorization of the
project, will have the primary responsibility for routine
project implementation activities.

In the Ministry of Works, for the rural piped water
systems component, the Water Engineer in Chief and the Principal
Water Engineer will be delegated the authority to enter
contracts and to approve obligations of project funds.

In order to strengthen the institutional capacity of the
MOH and of the MOW, the REDSO/ESA Regional Commodity Management
Officer will conduct a one to two day seminar in Malawi on
camercial procurement practices and A.I.D. procurement
requirements within six months after project authorization for
Ministry staff involved in the procurement process. This
seminar will be designed to assist the respective Ministry
personnel involved with managing the A.I.D.-financed procurement
activities to be undertaken by the project.

2. Purchasing Entities: Purchases of project
commodities will be undertaken by a variety of entities. The
PVC pipe, cement, reinforcing rods, hand tools and other
materials required for the MOW rural piped water systems
canponent of the project will be purchased by the Ministry of
Works by international tender under A.I.D. HB 17 host country
contracting procedures. The MOW has had recent experience in
A.I.D.-financed purchases of these types of materials. Other
building materials and supplies and the hand tools and the
furniture to be financed in local currency under the Service
Delivery and Sanitation and Hygiene Education camponents of the
project will be purchased by the various purchasing sections of
the Ministry of Health. The sections of the MOH directly
responsible for the camponent involved will also be responsible
for executing memorandums of understanding with the Ministry of
Agriculture’s Extension Aids Branch and the Govermment Printing
Office, or for executing contracts for production services with
private sector entities, for the production of the films and
training macerials to be financed under the information,
education, commnication and service delivery components of the
project. The A.I.D. Executive Office will be charged with the
purchase of all motor vehicles, including motorcycles, which
will be financed under the project. The primary health care
kits will be purchased by A.I.D./W from UNICEF. Because of the
obvious complexity of the procurement camponent of this project
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and in order to ensure that goods are purchased at the most
advantageous prices, the majority of the other equipment
financed by the project will be purchased by a professional
procurement services agent (PSA) under an indefinite quantity
contract with REDSO/ESA. In order to maximize MOH involvement
in and control over the procurement process, work orders issued
to the PSA will specify that the PSA is to report directly to
the MOH unit concermed with the particular procurement component.
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3. Equipment List: The following list is organized by
project camponent or by MOH Section, as appropriate.

Item Qty Budget Prob S/O Proc entity

1. Information, Education and Commnications Section:

a. Cassette tape recorders 5 $500 U.S. PSA
for field use

b. Reel to reel tape player 1 $1,500 u.s. PSA
for editing

c. Microphones and accessories 9 $3,000 u.s. PSA

d. Cassette tapes 500 $500 u.s. PSA

e. Reel to reel tapes 300 $1,000 u.s. PSA

f. Splicing tapes 100 $250 u.s. PSA

g. Other audio supplies $10,000 U.S. PSA

h. Musical instruments $15,000 U.S. PSA
and equipment

i. Cargo vans to be fitted 4 $65,000 Japan USAID
locally into mobile cinema vans

j. 9 passenger 4x4 2 $32,000 Japan USAID

utility vehicles

k. Film enlarger w/ accessories 1 $5,000 U.s. PSA

1. Film dryer 1 $1,000 U.S. PSA

m. 35mm camera w/lenses 5 $5,000 Japan PSA

n. film and other photographic $5,000 U.s. PSA
equipment

o. Small refrigerator 1 $300 u.s. PSA

p. Multisystem VES recorders 4 $2,000 Japan PSA

g. Video monitors 4 $2,800 Japan PSA

r. Personal camputers 2 320,000 U.S. FSA
w/software for printing &
Graphics Dept.

s. Typesetting machines 1 $4,000 U.S. PSA

t. Camera, Lucides 1l $4,000 U.S. PSA

u. Offset printing press 1 $5,000 U.S. pPsa

V. Silk screen equipment & $5,000 U.S. PSA
supplies

w. Drafting tables 3 $3,000 U.S. PSA

X. Misc. graphics supplies $50,000 U.S. PSA

y. Contract production of Films $150,000 1local MOH
and information materials

Subtotal $390,850

2. Research Unit:

a. Personal camputer, 2 $30,000 U.S. PSA
data base and CD reader

b. 8 Passenger 4x4 1 $16,000 Japan USAID

utility vehicle
Subtotal: $46,000
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3. 8 passenger 4x4
utility vehicle 4 $80,000
4. Health Information Systems Section:
a. Personal camputer system 9 $9,,000
b. Modems and phone Links $10,000
for data processing equipment
c. 8 passenger 4x4 1 $16,000
utility vehicle for epidemiology unit
d. 8 function calculators 90 $1,000
e. Scientific calculators 10 $1,000
f. Furniture for hospital $10,000
document centers
Subtotal $208,000
4. Service Delivery Section:
a. Building materials $150,000
b. Primary health care kits 4,000 $100,000
c. Motorscooters 30 $50, 000
d. Bicycles 300 $35,000
e. Training book production 20,000 $35,000
2000 copies of 10 booklets
Subtotal $379,000
5. Sanitation and dygiene Education Section:
a. 7 Ton truck 1 $30,000
b. 9 passenger 4x4 1 $20,000
utility vehicle
c. Campact pick-up trucks 10 $120,000
d. 125 CC motorcycles 50 $75,000
(trail bikes)
e. Bicycles 250 $37,500
f. Wheelbarrows, hammers, $30,000
trowels, shovels, other tools
g. House huilding materials $100,000
h. San plat latrine materials $122,000
i. Wash slab building materials $250,000
total $784,50C
6. Ministry of Works Water Programs Component:
a. Towing tractor w/ water tank 1 $10,000
and general utility trailer
b. 7 Ton pipe carrying ruck 2 $60, 000
c. 7 Ton dropside trucks 3 $90, 000
d. 7 Ton tipper truck 1l $30, 000
e. 9 passenger 4x4 1 $20,000
utility vehicle
£. Campact pick-up trucks 4 $48,000
g. 125 cc motorcycles 8 $16,000

Japan

U.Ss.
Local

Japan

UDS.
U.Sl

local
Various.

UIS.
local

Japan

Japan
Japan

U.S.

ILocal/U.S.

Local
local

USAID

UNICEF
USAID

USAID
USAID

USAID
USAID

USAID
USAID
USAID
USAID

USAID
USAID
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bicycles
1/4 cu yd concrete mixers
Poker vibrators
Portable rock drills
. Other tools and equipment
(welding Machines, pressure toﬁtens
Water field test kits
Refrigerators
o. PVC pipe, reinforcing rods,

cement
Subtotal

-4
vNOOYW

33

7. Project Management:
a. Personal camputer for PSC 1

b. 5 passenger 4x4 1
utility vehicle

c. Office supplies

Subtotal

TOTAL

Contingency:

TOTAL COMMODITY LINE ITEM BUDGET:

$4,500 u.s.
$80,000 U.S.
$40,000 U.S.
$5,000 u.s.
$100,000 U.S.
water puwps, etc.)
$11,000 U.S.
$3,000 U.S.
$3,000,000 Local
$3,517,500
$10,000 U.S.
$15,000 Japan
$5,000 U.S.
$30. 000
$5,346,850

801,150

6,148 000

USAID
USAID

USAID
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4. Development Fund for Africa Certification: This
project will be funded at least through the first two years of
implementation by Development Fund for Africa (DFA) resources.
Following the Congressional quidelines set forth: in the
legislation authorizing the DFA, all reasonable efforts have and
will be made to maximize procurement of U.S. source/origin
commodities. The above list was prepared with the assistance of
the REDSO/ESA Regional Commodity Management Officer. All
vehicles to be financed by the project will be purchased under
the authority of the worldwide right-hand drive vehicle waiver.
A yearly report of all such vehicle purchases will be sent to
AFR/PD. Only those other items which are not currently made in
the United States or those items which because of the very
nature of the items involved can not be purchased and shipped to
Malawi fraom the U.S. at reasonable cost (for example, cement,
PVC pipe, building materials, etc.) have been designated for

fram non-U.S. source/origin. Therefore, the
USAID/Malawi Mission Director, in accordance with A.I.D. Africa
Bureau guidelines, will maximize U.S. procurament whenever
practicable. Thz A.I.D. Project Officer assigned to monitor
this project will keep records of all commodities purchased by
the project by A.I.D. Geographic Code and will report this
information on a yearly basis to A.I.D./W, AFR/PD.

5. Office of Information Resources Management Review:
In order to assist the Ministry with further defining their
needs for data processing equipment and to assure that the most
appropriate hardware and software is procured, the REDSO/ESA IRM
representative will review with appropriate Ministry of Health
representatives the above listed requirements for data
processing equipment within six months of project authorization.

6. Cammodity Marking: Cammodities purchased by the
project will be appropriately marked with the A.I.D. hand clasp
symbol. The PSA will be charged with ensuring that all goods it
purchases are marked at source. A.I.D. will purchase a supply
of emblems for distribution to the MOH and the MOW for marking
commodities purchased locally as well as for marking the
vehicles purchased by A.I.D. for the project.

7. Procurement Schedule: The most time-critical
procurement to be undertaken by the project will be the
procurement of the materials for the construction of the wash
slabs aind san plat latrines by the MOH under the sanitation and
hygiene carmponent and the procurement of the PVC pipe,
reinforcing rods, and cement under the MOW water works
canponent. The international tenders for the MOW yearly
requirements for water supply construction materials will have
to be issued by August of each year to ensure that the required
materials arrive in Malawi by the end of January to be available
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at the various project sites by the beginning of the dry season
(about March 1). Likewise, the MOH project manager will have to
planarﬂexemtethewrdnsaofoanent rebar, tools and other
supplies well in advance of planned construction projects. The
MOH Project Coordinator will camplete a time-phased proamement
plan within 8 months of project authorization. Assistance in
completing this plan will be requested of the REDSO/RCMO.

8. Gray Amendment: The HRID contractor will play a
central role in the procurement of project-fmanoed technical
assistance and training from individuals and organizations in
the U.S. In addition, a procurement services agent (PSA)
working under an IQC from REDSO/ESA will play a central role in
the procurement of project-financed U.S. commodities. A.I.D.
has directed contractors assisting with the procurement of
project-funded technical assistance, training, and commodities
to assure that maximum consideration and efforts are made to use
minority and women-owned firms, historically black colleges and
universities, and minority-controlled PVOs. In connection with
its routine monitoring of Gray Amendment campliance,
USAID/Malawi will track contractor performance.

VII. PROJECT MONITORING AND EVAIUATION

A. Monitori

Monitoring is that aspect of a project which enables
implementors to track the project' s activities and progress
toward meeting cbjectives, remain current, and anticipate
technical, administrative and other problems. In PHICS,
monitoring takes on added importance since a key element is
concerned with the testing of health, water, and sanitation
service delivery approaches, and the acquisition and
interpretation of information needed to guide policies,
strategies and programs.

The PHICS monitoring system will serve two purposes, i.e.,
administrative and programmatic. With regard to administrative
monitoring, A.I.D. will ensure that standard A.I.D. policy,
project implementation, and financial requirements are met.
Financial monitoring will take place in the form of audits and
financial and management reviews as needed.

The implementing ministries (MOH and MOW) will develop
annual workplans consistent with the project’s implementation
schedule. Both ministries will prepare quarterly progress
reports. The format for these reports should be simple and
should focus primarily on questions such as the following:
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1. Is the project exceeding budgeted costs?
2. Is the project departing from schedule?

3. what are the foresesable bottlenecks? What has been
learned about addressing such problems?

q, what new actions need to bv: taken? What are the
next steps?

The quarterly progress report ior the last quarter of each
year will serve as the annual review. In addition to answering

the questions listed above, this review will concentrate on
measuring the project’s progress toward meeting established
targets.

Tne Project Coordination Committee will also play a
central role in project monitoring. The CommiZtee will be
supported by the MOH Project Coordinator and membership will
include representatives from the MOH, and USAID representative
MOW and the MOF. The Cammittee will meet regularly to discuss
progress reports, identify and resolve problems, coordinate work
programs, and address other implementation issues such as the
selection of technical advisors, the selection of off-shore
training programs, and the planning of evaluations.

Additional information on which to monitor and evaluate
PHICS will be generated fram a number of sources. The MOH
Health Information System (HIS), including the twelve-site
sentinel surveillance system, campiles clinic-based data on
childhood mortality and morbidity nationally and ky district,
and on malaria and diarrhea treatment practices at the twelve
sentinel surveillance site areas. With the standard caveats,
HIS data is useful to discern general mortality and morbidity
trends on national and district levels and as such will serve as
an indication of project impact. Data from the sentinel
surveillance system will be used as a more direct measure of the
impact of national-level health cammunications efforts on
malaria and diarrhea treatment practices. At the project’s
commencement, baseline surveys and KAP studies will be done in
selected areas in which project service delivery activities and
operations research will be focused. This will allow the effect
of various service delivery strategies on health knowledge,
behavior, and status to be measured. Baseline data
disaggregated by age and sex will be collected to enable a focus
on the project’s impact on wamen and children.
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The Rural Water Section (RWS) of the MW collects
information on individual water schemes and receives monitoring
and maintenance reports fram the field. Information generated
by the RWS will be incorporated into the PHICS monitoring system
primarily through the Project Coordination Cammittee and
quarterly reports.

In sum, program monitoring will be realized through
special studies and surveys, the MOH’s HIS system, and the MOW’s
RWS information system. Special surveys and studies will focus
on information requirements outside of the HIS and RWS
information systems. In this way each system should camplement
the other.

B. Evaluation and Technical Assessments

PHICS project evaluations will assess whether planned
targets are being met and what impact the project is having on
health in Malawi. The evaluations will alsc examine the
validity of key project assumptions and suggest modifications
where warranted.

There is a close link between project monitoring and
evaluation. Information on specific aspects of the project
generated by progress reports, studies, surveys, and information
systems will be brought together and analyzed in the
evaluations. Evaluations will assess the availability,
installation, ard utilization of inputs and production of
outputs and overall progress in achieving project cbjectives.
Based on these assessments, evaluations will determine project
impact. In the PHICS project, impact on health status will be
determined by monitoring health and child survival status
indicators throughout the project. Mortality and morbidity will
be tracked in children less than 5 years of age.
Disease-specific mortality will be assessed when valid data are
available. The project will support annual child survival
technical assessments and furnish child survival data to
A.I.D./W on an annual basis. Throughout the PHICS project,
changes in knowledge, attitude, and practices will be assessed
in addition to clinical impacts. Annex C provides an
illustrative listing of factors that should be monitored and
evaluated.

In addition to assessing progress toward targets,
examining project assumptions and measuring impact, evaluations
will look at project administration. A key concern here is the
adequacy of the project’s management and financial arrangements.
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The project will be evaluated on an anmual basis for the
first three years by technical assessment teams camposed of
representatives from the GOM, A.I.D./W or REDSO/ESA, and
USAID/Malawi. Mid-term (July 1993) and end-of-project
evaluations (Jamuary 1997) will be conducted by a team of people
external to A.I.D. and the PHICS project, preferably with
substantial Malawian participation. A detailed evaluation plan
will be developed by the GoM and A.I.D. as part of the PHICS
project’s implementation plan.

To support MOH and MOW project implementation and
monitoring efforts, the project will support the costs of a
Personal Services Contractor (PSC), hired by USAID/Malawi to
work in the HPN Office. The PSC will assist the responsible
A.I.D. project officer to meet A.I.D. project monitoring and
evaluation requirements and will also play a central role in
meeting Mission project implementation responsibilities by
preparing and processing in-house documentation related to
project procurement, participant training, technical assistance,
and project modifications.
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VIII. CONDITIONS, COVENANTS AND NEGOTIATIONS STATUS

A. Conditions Precedent

(1) conditions Precedent to First Disbursement
Except as A.I.D. may otherwise agree in writing, prior to the
first disbursement under the Grant, or to the issuance by A.I.D.
of documentation pursuant to which such disbursement will be
made, the Grantee shall furnish or have furnished to A.I.D., in
form and substance satisfactory to A.I.D.

(a) A written statement setting forth the names and
titles of persons holding or acting in the office of the Grantee
and of any additional representatives, and representing that the
named person or persons have the authority to act as the
representative or representatives of the Grantee, together with
a specimen signature of each such person certified as to its
authenticity.

(2) Conditions precedent to Disbursement for Service
Delivery Support (Research Unit, Epidemioloqy Unit
and Health Information System) Activities

Except as A.I.D. may otherwise agree in writing, prior to any
disbursement for Service Delivery Support Activities under the
Grant, or to the issuance by A.I.D. of documentation pursuant to
which such disbursement will be made, the Grantee shall furnish
or have furnished to A.I.D., in form and substance satisfactory
to A.I.D.:

(a) Written evidence that the Grantee has: a)
established an account at the Reserve Bank of Malawi for the
deposit of funds provided by A.I.D. to the Grantee for the
implementation of the Project; b) assigned a separate vote
number and account; and c) for funds provided through each PIL,
established a subsidiary ledger account and separate file for
paid vouchers supporting expenditure transactions.

(b) Written evidence that a Ministry of Health (MOH)
Project Coordinator and Accountant have been appointed and
assurance that they will commence work within 60 days of their
appointment.

(c) Written evidence that a Project Coordination
Committee comprised of appropriate representatives from both
Parties has been formally constituted.
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(3) Conditions Precedent to Disbursement for
Information, Education and Communication (IEC):
Hygiene Education and Sanitation (HESP): and Child
Survival Services Activities

Except as A.I.D. may otherwise agree in writing, prior to any
disbursement for IEC, HESP and Child Survival Activities under
the Grant, or to the issuance by A.I.D. of documentation
pursuant to which such disbursement will be made, the Grantee
shall furnish or have furnished to A.I.D., in form and substance
satisfactory to A.I.D.:

(a) Written evidence of a time-phased plan for creating
and filling with qualified individuals the new positions within
the MOH as required under the Project.

B. Covenants
(1) Policy Dialoque. The Grantee agrees to involve

A.I.D. in discussions of policy issues which are likely to
affect implementation of the Project.

(2) A.I.D. Concurrence. The Grantee agrees to obtain
A.I.D. concurrence for significant project implementation
actions including: (a) the plan for the phased creation and
filling of new positions; (b) project management and
coordination procedures; (c) annual workplans; (d) position
descriptions for key staff such as the Project Coordinator and
health surveillance assistants; (e) procedures and proposal
selection criteria for the child survival research program; and
(f) the selection of technical advisors and trainees.

(3) Recurrent Costs. The Grantee agrees to undertake in
Project’s second year a review of the Government’s program for
assuming the Project’s recurrent costs. The Grantee will then
advise A.I.D. on the program and take all necessary actions to
implement it.

(4) Project Coordination Committee. The project
Coordination Committee which will convene at least twice a year
will, at its initial meeting(s), develop procedures for the
management and coordination of the Project. The Committee
regularly will review project progress, address and resolve
problems, and plan and coordinate future activities.

(5) Annual Workplans. The Grantee agrees to submit to
A.I.D. annual workplans which describe quarterly objectives,
estimated financial expenditures, anticipated implementation
problems, outstanding actions, and a tine frame for proposed
activities indicating responsible parties.
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(6) Annual Reports. The Grantee agrees to submit with
each annual workplan, a short annual report on the preceding
year’s progress, achievements, and problems.

(7) Use of Project Goods. The Grantee agrees to assure

that all vehicles and equipment procured for the Project will be
used exclusively for Project purposes and that usage will Le
carefully monitored and controlled.

(8) Long-Term Trainees The Grantee agrees to financial
support Government employee participants during their absence on
long-term training in accordance with existing Government
regulations.

(9) Employment of Trainees. The Grantee will ensure
that all A.I.D.-financed trainees, upon completion of their
training, will serve the Government in an appropriate position
commensurate with their newly acquired skills.

(10) Project Evaluation. The Parties agree tu establish
an evaluation program as part of the project. Except as the
Parties may otherwise agree in writing, the program will include
during the implementation of the Project:

(a) evaluation of progress towards attainment of the
objectives of the Project;

(b) identification and evaluation of problem areas or
constraints which may inhibit such attainment;

(c) assessment of how such information may be used to help
overcome such problems; and

(d) evaluation, to the degree feasible, of the overall
development impact of the Project.

C. Status of Negotiations

The above Conditions Precedent and Covenants have been
developed in conjunction with Government officials, and the CPs
reflect major written understandings reached with the GOM.

The Project was developed in close collaboration with the
Ministries of Health, Works and Finance and accurately reflects
the desires of both A.I.D. and the GOM.



Table 1:

MOH 20d HOWS Technical Assistance and Training
Needs Identified by PHICS for Possible HRID Support

MINISTRY/WIT JA/TRAINING POSITION DU'U\"?‘ €osT $000
n
1. MOH/Plamning OPEX Senior Planner (1) 48 400
2. MOWPlanning PhD Senfor Planner (1) % 75
3. NMOH/Plamning MPh Planning Officer (1) 24 50
4. MOW/Environmental M.Sc. (Environmental Senior Staff (1) 12 35
Health Section Health) '
Regional Study Tours Senior Staff (18) JJ5 12
MEDC Courses Regicnal Staff (3) 1.5 9
CEFiGRE Courses Senior Staff (3) 1 _16
597
S. MOMS/RWS M.Sc Sanitary Engineering Engineers (2) 12 50
8.Sc Civil Engineering Engineers (2) 36 125
Diploma: Evaluation Senior Staff (1) 12 n
Methods
Regional Study Tours Engineers/ .25 36
Management Courses on g:::;:‘;:::f‘?%) 1.5 53
.M5 and S
Conferences/Seminars Senior Staff (2) 25 _24
299
MOH/MOMS Total 896
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INCREASES IN RECURRENT COSTS ASSUMED BY MOH (K)

TABLE 2

PHICS Project Component

Project Year / Calendar Year

5/1992/93 6/1993/94 17/1994/95 8/1995/96

1EC
Mater/HESP

Research, Eul Plan,
Sﬂ'vices

Row A § Incremsntal
Recurrent Cost of
MOH racuyrrent
Sudget

Incremsntal
Recurrent Budget

Row B 1 Incremeatal
Recurrent Cost of
MOH Incremental
Recurrent Budget

Projected NDH Recurrent
Budget **

* Research Unit
Epiden
HIS
Plan Unit
Service Dzlfivery

** Development Policies

46,500 96,000 148,500 192,000
41,080 82,180 123,240 164,320
135,750 271,500 407,250 542,975
223,330 449,660 678,990 899,29
0.4% ) .13 1.3%
K 3.5a K 4.0m K 4.0m K 4.5a
6.4% 11.3% 17.0% 2u .03
K55 .4m K58 .5a K62 .5m K67 .Om
12,500
53,750
<0,000
8,500
4,000
(1, p. 188)




TRAINING

MOH UNIT Recipients No. ect Loc. Degree Mos .
Office of the
Coatroller of Sr. Health Ed. Officers 2 Health Education us MA 24
Preventive Sr. Health c2. Officers 2 Health Education Reg. MA 24
Health Services Regional/Dist. HE Officers 6 Health Education Reg/local BA 48
District HE Officers 12 Health Education Reg./local Diploma 24
District HE Officers 24 Health Education Local Certif. 6
CS Workshops/
Courses/Conference Off-shore
Epidemiologist 1 Epidemiology u.s. Ph D 48
Epidemiologist 1 Epidemiology us. MA 24
Public Health 45 Epidemiology Local Diploma 24
Nurses, Senfor Health
Inspectors
Field-Level health 360 Epidemiol ogy
Personnel (Intro.) local
District Health Personnel Epidemiology
(Orient.) local 0.
Senior HIS staff 2 Data Analysis Region 1.2
Regional and district Data collection Jocal 0.
nealth sta.r ity anadlysis
MOH staff T80 CS conferences 0off-shore N/A T80
and seminars
HSAs 300 CS services local 3
Community Health Workers T80 CS services local T80
Trainers (MOH, MOWS, CS) 15 Training of Jocal 0.5
Trainers
YHC members 420 w/s on Water, San. local 0.25
and Hygiene
.Women and Tap Comms 420 w/s on . Mater San. 1acal 0.25
and Hygiene
New HSAs 250 w/s on Water, San. local 0.25
and Hygiene
HAs, HSAs, MAs 320 Refresher w/s on Jocal 0.25
water etc.
HSAs 250 w/s on san plat. local 0.25
Supervisors & Trainers 30 w/s on san-plat. Jocal 0.25
Supervisors 10 w/s on Hygiene, local 0.25

Ed., & San

<p



TRAINING

MOH Recipients No. ubject Loc. Degree Mos .
Office of the
Controller of
Health Technical
Suppcrt Services
Research Unit (RU)
Documentation officer 1 Library Science us MA 24
Health Staff 180 Research Local 0.
(all levels) Orientation w/s
Planning Unit Planning Officer 2 Microcomputer and us 1.5
Planning
Accountant, Procurement 4 AID Orientation Region 0.5
Officer & 2 admin. and Procedures
officers
2 Prajart Macycement ys. 1.5




MINISTRY OF WORKS: TRAINING FUNDED BY PHICS PROJECT

TRAINING
MOW UNIT Subject No. oC . Degree Mos .
Rural Mater Technical Refresher 105 Tocal Refresher 0.25
Supply
Surervisors YWorkshop 15 Tocal Work shop 0.25
Senior Staff Workshop 1 local Work shop 0.25
Supervisor Technical Course 12 Tocal Technical course 1.5
New Operator 20 local Technical course 1
Systems Operator Repair 400 Jocal Orientation 0.25
Local Projects visits 200 Tocal Orientation 0.03
Training of Trainers 12 Tocal Joint Training wk
MOH MOSC
Joint Field Training 18 Tocal Field Training




TABLE 3b. MINISTRY OF HEALTH: NtW POSITIUNS AND TECHNICAL ASSISTANCE FUNDED BY PHICS PROJELT
NEW POSITIONS TECHNICAL ASSISTANCE
MOH Unit MOH Position No. Title/Purpose Mos .
Office of the Senior Health Education Officer 4
Controller of {HQ)
Preventive Regional Health Ed. Officer 3 S-T IEC 22
Health Services District Health Ed. Officers 24
Principal Epidemiologist 1 L-T Epidemiology (PEX) 60
Epidemiologist 1 L-T Public Health Advisor 24
regional Surveillance Officers 3
HIS Statistical Clerks 6 S-T Computor specialist (HQ) 2
(central hospitals)
S-T Coxputer specialist
{central hospitals) 4
S-T Documentation Expert 4
Malaria/Cl) Program Manager 1
S-T MCH/CS service 3
delivery (ex: logistics)
HSAs 300 S-T T.A. to develop HSA
Job descriptions and
HSA/community worker
training programs
Enrolled Community Health 30
Nurses (ECHNs)
Public Health Nurses (PHNs) 6
Sr. Environmental Health (HESP) 1
Staff (HQ)
Regional HESP Coordinators 3
Supervisors 10.
HAs 50
HSAs 250




NEW POSITIONS

TECHNICAL ASSISTANCE

MOH Unit MOH Position No. Title/Purpose Mos .

Controller of Assistant Documentation Officer 1

Health

Technical

Support Services

Research Unit

(RU) S-T Documentation Expert 12
{1idbrarian/computer expert)
S-T T.A. to support research 6

Planning Unit PHICS Project Coordinator
PHICS Accountant




WA

SOURCE

Technical Assistance
a. Long Term
b. Short Term

Sub-Total
Training
a. Off-Shore
b. Local
Sub-Total
Commodities

Operating Expenses

Evaluation and Audits
Total

Contingencies (5%)

Grand Total

* Community Contribution

TABLE 4:

FX

1,461
- 879

2,340
793
793

3,498

340
6,971
353

7,324

SUMMARY COST ESTIMATES AND
FINANCIAL PLAN

(Us $000)
AID TOTAL

Lc -
- 1,461
879
- 2,340

- 793
1,166 1,166
1,166 1,959
2,650 6,148
3,49 3,491
- 340
7,307 14,276
369 122
7,670 15,000

G0M
|-

] § gl

947

1,327

1,327

COMM . CONT.*
R

1,173

1,173

1,173

PROJECT TOTAL

1,461
879

2,340
793
1,546
2,339
6,148
5,61
340
16,778
722



TOTAL

2,340

1,959
6,148
3,491
340
14,278

15,000

TABLE 5: AID COST ESTIMATES
(us $10W)
1EC RU EU HIS RUWS HESP CS MEA
1. Technical Assistance
a. Long-Term - - 840 - 381 - 240 1,461
b. Short-Term 330 pa = 1% _bA _43 - 879
330 27v 40 150 465 - 45 580
2. Training
a. Offshore 177 54 332 K4 - - 105 95 793
b. Local 380 1 & W 3 21 - = L
563 n 754 44 3 297 105 95
3. Commodities 594 (1] 120 147 3,584 981 617 45
4. Operating Expenses 318 702 97 130 1,01y 572 599 54
'y, Evaluation and Audits - - - -~ - - - 340
Sub-Total 1,805 1,102 1,811 4an 5,099 1,850 1,366 774
o. Contingency (5%) Yl 56 91 2 56 94 oY s
Total 1,890 1,158 1,902 496 5,355 1,944 1,435 814
1EC - Information, Education, Communication RWS - Rural .water Supply Section (MOW)
KU - Research Unit HESP - Hygiene, Education and Sanitation Promotion
tEU - Epidemiology Unit s - Cnild Survival
nld - Heaitn intormation dystew “Wta - Projecc Management, tvaluation and Audits
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TABLE 6: PROJECTION OF EXPENDITURES BY

U.S. GOYERNMENT FISCAL YEAR

SOQRCE USAID CONTRIBUTION

MOH MOW TOTAL
1989 1,336 1,197- 2,533
1540 2,891 1,114 4,005
1991 1,748 921 2,669 -
1992 1,164 668 1,332
1993 1,038 651 1,689
1994 898 454 1,352
1995 566 354 920
TOTAL 9,641 5,359 15,000

0194D

(US$000)

------- GOM CONTRIBUTIOQN-===----
. MOH  MOW  COMMUNITY  TOTAL
0 69 35 104

0 88 195 283

0 94 195 289

30 86 195 an
102 55 195 352
240 52 195 487
477 40 163 674
843 484 1,173 2,500



II.

Table 7: Child Survival Research Program Activities
PHICS Program Year One*

1ST YEAR OF PHICS

Child spacing KAP

Reasons for child spacing dropouts

AIDS knowledge and sexual practices study

Formative research on child >urvival/MCH/interventions for HEU

TBA survey to determine number, traditional practices and
potential roles in community

Health care KAP - problems, attitudes and behavior at the
village level

Health staff work patterns - determine personnel pattern (direct
service vs, supportive activities, travel, non-productive) -
break service component down (curative, preventive, communicable
disease control, environmental sanitation).

LONG TERM TOPICS

health care finance
health services utilization and expenditure

Listenership patterns, diffusion of information, and health
educator KAP

Service delivery at the community level (baseline and process
documentation).

* See Annex A.2 for more details concerning the abovementioned long term
research.

Ky
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ANNEX A.1
PROJECT ANALYSES

INFORMATION, EDUCATION AND COMMUNICATION

Introduction

The potential for effective communication with rural Malawians in
support of health education is great. The constraints delineated in the
Ministry of Health's National Health Plan (1986-1995) are formidable but
not insurmountable, given careful planning and the wise investment and
management of resources.

The goal of health communication with rural Malawians is to
encourage and equip them to assume greater responsibility for their own
good health, and especially the health of children under five years of
age. As pointed out in ihe National Health Pla1, a lack of health-based
child rearing and child survival skills is a major factor in Malawi's
high child mortality and morbidity rates. Health education will promote
the Ministry of Health's goals of increased lev2ls of prevention and
eariy treatment, thus reducing demands upon the country's professional
medical services. Areas of major emphasis in the information, education
and communication (IEC) project component will include malaria, measles,
diarrheal diseases, child spacing and AIDS.

Support must be provided to give personnel of the MOH's Health
Education Unit (HEU) and Hygiene Education and Sanitation Promotion
Section (HESP) the managerial and technical skills they need to design,
produce, deliver and evaluate a wide variety and large volume of
educational materials in a cost-effective manner. Two-way communicaticn
up and down the system between all elements of the health communication
chain, from policy maker to villager, must also be strengthened and
streamlined.

Training for many MOH personnel in effective communication
techniques must also be conducted, along with workshops to publicize the
results of research activities on a regular basis.

Links with all health education agents outside the MOH, existing and
potential, must be explored and cultivated. Formal and informal channels
of communication must be strengthened, particularly at the local level.
Training, tools and materials must be provided sherever appropriate.

Given Malawi's rich oral tradition, music and drama should be used
extensively in both face-to-face and mass media channels to heighten
audience interest, participation and learning.



A2

A1l planning must be conditioned by the probability that a wide
range of IEC activities may be undertaken at short notice in response to
the challenge of AIDS. Therefore project design must be done in such a
way that across the board incramental expansion of project support can be
made without requiring extensive redesign.

While it is important to consider the role of IEC in increasing
demand for health services ds 1 way of promoting greater participation in
health programs, the subject must be approached cautiously because of the
possibility of exceeding the MUH's service delivery capacity. Efforts to
increase demand must be synchronized carefully with expansion of services.

The sections that follow #4ill deal with: (1) the present state of
IEC activity in the health sector, particularly the functioning of the
MOH's Health Education Unit; (2) an analysis of Malawi's communication
channels and an examination of factors which constrain more effective
utilization; and (3) recommendations for strengthening the MOH's
informational, education and communication capabilities.

An Overview of IEC Activities in the Health Sector

A. Ministry of Health

1. Health Education Unit

The Health Education Unit was established in 1971 to coordinate the
Ministry of Health's education programs. Since that time the HEU has
undertaken a number of activities in support of the National Health
Policy of 1980 which seeks to raise the level of health of all Malawians
through a far reaching primary health care (PHC) program.

The Ministry of Health considers IEC activities essential to the
accomplishment of health goals but recognizes several major constraints
limiting the effectiveness of health education:

(a) Absence of a clear health education policy;

(b) Inadequate mastery of the skills and techniques of information
and education for nealth by a majority of those involved;

(c) Inadequate coverage of the target population which should be
reached with the necessary health information and appropriate
technologies to help them handle their problens;

(d) Shortages of qualified health educators at different levels to
handle the tasks of organizing, promoting, and directing
health education programs and activities to reach the target
population;
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(e) Lack of adequate facilities to produce and distribute
appropriate health information and euucation materials to
reach target groups, especially at r sk families;

(f) Lack of sufficient knowledge about sucial, cultural, economic,
behavioral, environmental and service related aspects of these
priority problems;

(g) Absence of an effective mechanism to coordinatz the efforts
being made by different sectors and »rganizatiins to inform
and educate the people on health;

(h) Absence of an effective managerial ssstem in health
information and education programs aid activities;

(i) The inferior status and weak structu e of the health education
unit within the MOH and the absence « f a career structure for
health educators.

The Ministry of Health and the Health Educ.tion Unit have already
undertaken steps to address these constraints. The PHICS Project '
proposes to reinforce and further these efforts through a combination of
institution building, training and technical supiort within the Health
Education Unit and the Hygiene Education and San tation Project (HESP).
Recommendations concerning HESP will be discussel in the Rural Water,
Sanitation and Hygicne Education component of th: Project Paper.

The first constraint, absence of a health elucation policy was
removed in January 1988 with the approval of a pnlicy statement by the
Office of the President and Cabinet (Memorandum ilo. 7563/B/175). The
Health Education Policy is:

To create public awareness, facilitat: community involvement
and participation, and promote activi .ies which will foster
healthy behavior and encourage people to want to be healthy,
know how to stay healthy and do what .hey can individually and
collectively to maintain health and siek help when needed.

Other constraints have been responded to by MOH administrative
actions which allow for the establishment of add tional posts within the
HEU and recognize the need to elevate the status of the unit and create
an equitable career structure for its personnel. The MOH, ncu and USAID
through the PHICS Project in collaboration with other donors will
cooperate in addressing the remaining constraints.

The Health Education Unit is a component of Prevent:ve Health
Services within the Ministry of Health. It presently has a professional
staff of 16 and a support staff of 11. The proftessional staff are:
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Acting Senior Health Education Officer
Radio Production Officer (2)

Materials Production Off-cer

Graphic Artist (2)

Photographer

Publications Editor

Band Leader

Band Members/Actors (7)

Two Peace Corps Volunteers are also assigned to the HEU. One is a
graphic artist, the other an administrator. UNFPA/WHO currently provides
a resident advisor to the Acting Senior Health Officer. A HEU resident
advisor was provided through the HEALTHCOM Project. This advisor will
depart mid-1988. Operating funds for the HEU are now part of the
Community Health Sciences Unit (CHSU) budget. Approximately K330,000
(US$137,500) was spent by the HEU in 1987.

The HEU's activities to date have included the production of two
magazines, Moyo, a bi-monthly publication for health workers (circulation
2,800) and Family Health Newsletter, which reports on new medical
developmentS and is more technical in its approach (circulation 1,500),
The HEU also prepares a health education article for a monthly newspaper
in the Chichewa language, Boma Lathu, widely circulated as part of the
Ministry of Community Services adult literacy project.

Four regular radio programs are produced by the HEU in cooperation
with the Malawi Broadcasting Corporation. They are "The Radio Doctor,"
"Health and Community Development," "Ophiri" and "Health of the Nation."

The unit also produces a number of posters, pamphlets and other
graphic materials as well as a Ministry of Health calendar. In the past
the HEU operated mobile cinema vans, but none are now in service due to
mechanical problems. The HEU also had difficulty finding appropriate
health-related films to show.

An extremely popular health education activity is the HEU band and
drama group. In 1987 it performed in 14 of Malawi's 24 districts.

The HEU conducts research and trains local health workers and other
staff through seminars and workshops. A series of 30 audio cassettes
designed to teach improved planning and communications skills have
recently been completed with the help of the HEALTHCOM advisor. A number
of graphic materials have been produced and now await distribution.

2. HESP

The HESP program began in 1982 as part of the USAID financed Malawi
Self-Help Rural Water Supply Program. Its purpose is to promote and
teach hygiene and sanitation proctices to increase the health benefits
derived from improved water supplies. Field work is done by Health
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Surveillance Assistants and Health Assistants who use demonstrations and
direct teaching to promote the construction and use of sanitary
facilities such as improved latrines and washing slabs.

The HESP unit utilizes some teaching materials produced by the HEU,
but until now HEU has not had sufficient production capacity to meet all
the needs of HESP. It is anticipated that under the PHICS Project HESP
will concentrate on direct field work such as the building of latrines
and washing slabs and that the HEU will assume greater responsibility for
more general training and promotion relating co hygiene and sanitation.
The expanded capacity of the HEU will allow a greatly increased supply of
teaching materials and audio/visual aids to assist HESP in its work.

Some audio/visual presentation equipment will be provided to strengthen
HESP local training programs.

3. IEC Inputs from Other Donors

Several international donor agencies have prcposed inputs relating
to health and hygiene/sanitation education. Tie programs and direct IEC
inputs are as follows:

(a)  UNICEF--A program for Child Survival and Development 1988-1992

Preparation and distribution of DDC posters in villages and
schools. Preparation and distribution of DDC brochures and
booklets to health workers and comminities. Design,
publication and distribution of nutrition posters and
brochures. Maintenance training and hygiene education for HSA
and village PHC committees as part >f shaliow well projects.

(b) UNICEF--EPI/MCH Program 1986-1989

Technical assistance, workshops, training of trainers and
training materials for MCH. Design and printing of EPI
materials.

(c) UNICEF--A Program for Child Survival and Development:
Proposals for Supplementary Funding 1988-1992

Training of community level health personnel to utilize the
health education program to mobilize community participation.
Design and development of appropriate health education
messages and materials. Development and production of
materials, supplies/equipment and training for district health
educators.

Improvement of the Malawi Family Health Bulletin, including
increased emphasis on EPI.

Qv
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Training, social mobilization and logistics and supplies to
extend improved sanitation and health messages for the
prevention of water transmitted diseases and to ensure
adequate facilities to complement the HESP program funded by
UNICEF. Supplies, audio-visual and training materials,
vehicles and personnel.

A hygiene educat on and sanitation component for the Nsanje
District Drinkinj Water Supply Project.

(d) World Bank--Second Family Health Project 19d8-1993

Printing of IEC and training materials developed for MHC
program. Printing of IEC materials for child spacing
program. Implementation by the Department of Information
OPC: Mass media for child spacing messages (newspapers,
poster boards, radio programs, films.) Overseas IEC training
for Department of Information staff.

(e) UNFPA--Comprehensive Population Program in Malawi 1987-1991

Technical assistance, training, equipment for a population IEC
program. (Technical advisor is Mr. Joe, who is already in
place.)

(f)  WHO--Proposed Chi'd Survival Program (currently under review)

Radio listenership study and study of traditional media for
communication of health messages. (It has been agreed with
the donor that the PHICS Project will incorporate these
activities.)

While some areas of coriespondence exist, steps will be taken in
design of tie PHICS Project :o insure that there will be no significant
overlap with the programs of other donors.

B. Other Institutional Health Education Activities

The Malawi Broadcasting Corporation (M3C), linked to government
through the Office of the President and Cabinet (OPC), broadcasts
health-related radio programs on a regular basis, some produced in
cooperation with the HEU and others produced entirely by MBC. Health
messages are also included frequently in other types of programs, such as
"Dawn Over Malawi," a weekly thirty-minute program covering a broad range
of development topics.

Production of healtn programs for broadcast by MBC is done in MBC's
Lilongwe studio. An MBC prcducer provides assistance to HEU personnel.
Both the Acting General Manager of MBC in Blantyre and the manager of the
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Lilongwe studio expressed interest in broadcasting additional health
programs if the HEU's output and production could be improved. The PHICS
Project will propose ways to increase the use of radio for health
education.

The Extension Aids Branch of the Ministry of Agriculture produces
radio programs broadcast by MBC and operates 1obile cinema vans in rural
areas. Health messages are sometimes a part of these presentations. The
Extension Aids Branch also has produced 16mm “ilms for the Ministry of
Health. Increased use of EAB for contract praduction of educational
materials, particularly films, will be proposed.

The Department of Information operates mobile cinema vans and
produces publications presenting health messages, usually connected with
news events. Linkage to government is through the OPC. Increased
cooperation with the Department of Informatio1 can be of great benefit to
the Ministry of Health's educational program.

Some formal and informal health teaching is carried out in Malawi's
schools, both as part of the regular curriculum and by visiting health
educators. The use of schools as a forum for health education should be
greatly expanded.

Some industrial firms in the country hav2 sponsored health-related
messages and have underwritten health publications through advertising.
This is a sector which must be exploited aggressively as a means of
furthering health education cost recovery.

II. Communication Channels and Constraints

Radio is an under-utilized medium with tremendous potential for
dramatically increasing the impact of health education messages
throughout the country. Malawi is fortunate to have in place a
well-developed and experienced broadcast system that covers an estimated
80% of the country through a network of seven medium wave and two short
wave transmitters. Plans are being made to increase coverage further by
the construction of an additional 20 kilowatt transmitter. Nineteen
hours and fifteen minutes of programming are broadcast daily, mostly in
the Chichewa language. MBC is the only broadcast service in Malawi and
each station in the network carries only the national program originating
at the studio center in Blantyre. Approximately one-third of the
network's annual operating costs of MK 3.3 million (US$ 1.25 million) are
generated through commercial adverticing (1986 figures).

MBC has more than 20 years of experience producing and delivering
programs and mescages on a wide range of development themes.
Headquarters and the main studios of MBC are now in Blantyre but will
move to Lilongwe when the Malawi Parliament is relocated there. There
are regional studios in Zomba and Lilongwe.
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Because of its coverage and the fact that development agencies are
not charged for air time, MBS is potentially the most cost effective
means of health message delivery available to the MOH.

The major constraint tc the full exploitation of radio is a shortage
of radio receivers, particularly in rural areas. Estimates of radio
ownership vary considerably. MBC estimates 1.6 million receivers, while
Graphics-Lintas, an adverticing agency in Blantyre, estimates the total
to be between 2.5 and 3 million.

A study by the Extensicn Aids Branch found that radio ownership
averages about 15%. However, this does not reveal how many people may
actually be listening, nor does it take into account how many of these
radios are in working condi:ion. Another study reported the ownership
figure at 25%, but points out that an estimated 75% of these radics
belong to civil servants an tradespeople. Other surveys indicate a
rural listenership of only r% to 7%. Tnere is also concern as to the
extent to which rural women a prime target for health messages, exercise
influence over listening pa .terns.

A major reason for the scarcity of radios is the high cost of
receivers and batteries in ilalawi. Imported radios cost a minimum of
several hundred Kwacha, mor: than the annual wage of many Malawians.
Radios are manufactured loc.lly in Lilongwe and Blantyre, but are still
priced beyond the reach of nany. The least expensive radio, a
two-battery pocket receiver manufactured by the Sorex Company of
Lilongwe, costs approximate y MK70 (US$ 30). In spite of the high cost,
18-20 thousand radios are brught in Malawi each year, approximately one
radio ger 380 people. (Estimated by Mr. Sidik, Managing Director of
Sorex.

Most radios in Malawi require four D-size batteries which cost an
average of MK 1.89 each. The cost for a new set of batteries is
approximately US$3.06. Average battery life is about four months when
the radio is used at normal listening levels five hours daily. Thus
battery costs f v most radios in rural areas (where batteries must be
used because commercial power is not available) would be more than us$ 12
annually. For this reason, many radios are probably in operation only
during the time of year immediately following harvest when income has
been generated by the sale of agricultural products.

If the potential of r dio for health education is to be realized, it
is imperative that a compr:hensive survey of radio ownership and
listenership be undertaken early in the PHICS Project and that ways be
found to increase substantially the number of radio receivers available
for rural listening.

While there are sever.] national periodicals in addition to
newspapers, the usefulness of the print media for delivering health
messages to rural areas is severely constrained by restricted circulation
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and Tow literacy. The Chichewa newspaper, Boma Lathu, has a circulation
of approximately 80,000, the highest in Malawi.” Other publications
produced in the country are the Malawi News (30,000), the Malawi Times
(27,000) and the magazines Moni {30,000) and Quest (5,000)7 (ATT
estimates by Mr. Stan Littleton, General Manager of Graphics-Lintas
Worldwide Ltd., Blantyre).

Even with a circulation of 80,000, Boma Lathu can reach only about
1% of Malawi's citizens. Delivery of print materials to rural areas is
made difficult by transportation problems.

The national literacy rate is estimated at 25%. The urban rate is
45%, the rural 23%. The overall estimate for literacy among women is
21%4. While higher than in some developing countries, the level of
reading skills further constrains the use of print media in Malawi.

Films are extremely popular in rural areas. As many as 1000 people
attend screenings presented by the Extension Aids Branch "Yellow Vans"
which have been operating throughout the country for more than 26 years.
The EAB currently has 17 vans which present puppet shows during the day
and films at night. The EAB film unit produces about twelve films each
year. Some costs are recovered through the screening of advertising
films and contract production for other agencies.

Campaigns are carefully planned so that the appropriate agricultural
practices are featured at the correct time of year in each region. The
1988 schedule calls for screenings in almost 350 locations.

While highly effective in the promotion of agricultural development,
the system is of limited value to health education because of the volume
of agricultural information it must deliver. The EAB has an extensive
library of films to show, so there is little time for screening materials
on behalf of others.

Another constraint in respect to use of the"Yellow Vans" is the fact
that so few relevant and culturally appropriate health films are now
available for showing. The greatest potential represented by EAB is for
the production of films on behalf of the HEU, as will be proposed as a
component of PHICS.

It is proposed that the HEU field its own fleet of mobile cinema
vans to present health films and live performances by the HEU bands and
dramatic groups, since the value and popularity of village shows have
been so clearly demonstrated over the years. The vans also can be used
to distribute a wide range of print and other materials to rural areas.

Some media support services are available in Malawi which can be of
value in the production of health education materials. Graphics-Lintas
Worldwide Ltd., a Blantyre advertising agency, has facilities and
well-trained personnel who can assist h%l) with conceptualization, design
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and production of graphic and photographic materials, particularly in the
early stages of the project when HEU capabilities are being expanded.

Graphics-Lintas can also advise and assist with solicitation of
advertising and underwriting support as a means of cost recovery. The
agency bills approximately MK 2.2 million a year and is highly respected
for the quality of its work. There is a branch office in Lilongwe. The
manager of Graphics-Lintas has agreed to consider support of the HEU
through training workshops, rate discounts and donations.

Traditional interpersonal systems of communications are clearly
important to health education at the local level. Mass media systems
alone can accomplish a great deal, but the effects are greatly multiplied
when combined with face-tc-face comnunication. The greatest constraints
are a lack of field persornel and lack of knowledge about the operation
of interpersonal systems n various parts of Malawi and how these systems
may interact with mass media and other information delivery system. A
proposal to study these qlestions is part of the PHICS Project.

A number of other chinnels for dissemination of health messages
exist in Malawi. They in:lude signs on buses, bus placards, tape
messages played on buses, messages printed on plastic bags and match
boxes, calendars, posters, pamphlets and messages printed on product
containers, to name only a few. The constraints are a lack of designs
for such messages, a lack of facilities for producing them and a lack of
~srangements for placing and delivery. It is recommended that attention
be given to all such delivery systems as part of a coordinated approach
to health education by the HEU.

A highly detailed plan for the introduction of television in Malawi
has been prepared by the ITU under the sponsorship of UNDP. The proposal
is reportedly under consideration at the highest levels of government.

If the project is implemented, it will probably include a major component
for schools broadcasting. This will present an opportunity for the
introduction of video health education materials into schools at Tow

cost. The HEU should wotch developments in tnhis area closely and be
ready to introduce heal education in schools using the television
medium, since video equ jment and training are to be provided under PHICS.

II1I. IEC Project Proposcls

The Health Education Unit is presently under-staffed, under-trained
and under-equipped to deliver the quantity and quality of output sought
by the Ministry of Healtn, especially in light of demands that may arise
from concern with AIDS. The PHICS Project will strengthen the HEU in
respect to management skills, staffing levels, training, production
resources, delivery systems and evaluation capability. Additional
support will be provided to HESP, especially tools for presentation of
hygiene/sanitation teaching materials at the local level. The HEU'S
increased capacity also will allow much closer support of HESP in a range
of education activities.
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The size of the HEU will be expanded over the life of the project to
increase staff by at least 100%. The cooperation of the MOH is required
to assure that organizational structures are modified and adjusted to
provide established posts for new staff and to assure that an adequate
career structure system is in place, as already agreed by the Ministry.

A long term goal will be to elevate tne status of the HEU to the
same administrative level as other major MOH coar.yants to facilitate
direct horizontal communication so that HEU will e able to respond with
greater speed and efficiency to demands made upon it and have greater
autonomy in managing its financial and administrative affairs. The
expectations placed on the HEU require that it be given its own budget to
allow for orderly and effective planning and implementation of the many
tasks assigned.

The HEU strategy paper of December 1985 sets forth a well-developed
plan for the expansion and upgrading of the unit, keyed to the MOH Ten
Year Plan. The PHICS Project will assist with the implementation of this
plan, up to the limits imposed by the duration of the project and funding
levels, to strengthen the headquarters unit and allow expansion at the
regional level and beyond. It is anticipated that the HRID Project will
implement some training and technical assistance recommendations.

Sowetimes in the past it has been necessary for the HEU to contract
with outside agencies such as MBC, EAB and government and commercial
printers for tie production of certain kinds of educational materials.
The HEU has expressed frustration over the high costs and long delays
that are frequently encountered. This has 1od to the request for
expanded production capabilities within the unit to make HEU more nearly
self-sufficient and better able to respond quickly and professionally to
requests from MOH clients.

While the need for fast production and delivery of materials is
acknowledged and appreciated, the following points argue against the
total duplication of major media production capabilities already existing
in other institutions:

(1) It is more cost effective to improve existing facilities to
allow faster turn around of contracted work than to duplicate
them,

(2) The time required to establish complex production facilities
such as those for motion picture production and to fully train
producers and technicians is very long. This would delay the
production of such materials by the HEU for an unacceptable
length of time.
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(3) Existing facilities such as EAB and MBC have had more than 20
years of experience with development education and have
developed systems for dealing with logistics and maintenance
that would be very difficult and costly to duplicate.

(4) Strengtheniny existing facilities to make them more responsive
to HEU's needs will also benefit the educational programs of
those agencies and others who use their services.

It is therefore recommended that MBC and EAB be given some basic
equipment to increase taeir capacity to service the MOH. The HEU,
however, should train a cinema writer/producer to work closely with EAB
when health films are b:ing made and to act as a liaison person for the
establishment and maintz2nance of an efficient working relationship with
that agency. A similar liaison person aiso should be identified and
trained to work with MBC. Project funds will be provided for contracting

work to outside agencies.

The HEU will be equipped and trained to produce video materials with
the hope that sufficient expertise will be developed to allow the unit to
become a center for quality video production, perhaps with capacity to
serve other agencies. Facilities and training for the production of a
range of audio materials will also be provided, along with color slide
processing and duplicating capabilities, expanded graphics and printing
facilities, mobile cinema vans, radios and cassette players and funds for
remodeling and construction to accommodate expanded technical, training
and research operations.

The Malawi Polytechnic in Blantyre has expressed great interest in
the possibility of training technicians in maintenance and repair of
electronic and audio-visual equipment. Mr. Stan Morrow, a representative
of the Association of Canadian Community Colleges who is teaching at the
Polytechnic and directs ACCC programs in Malawi, stated that it would be
possible to train HEU technicians at the Polytechnic at no charge under
ACCC auspices.

Chancellor Colleje in Zomba is interested in providing training at
the M.A., B.Sc. and ¢ rtificate levels. The institution will soon begin
a master's degree projram in audio-visual education, which, a faculty
spokesman said, could be modified to include students from the HEU. The
Educational Media and Technology faculty can also offer a range of
specialized technical short courses. The department is well staffed and
has good audio-visual production facilities, including a video production
complex.

The Malawi Institute of Education in Domasi, is a well-equipped
printing facility which can of€er instruction to HEU personnel in
printing and graphics. The Institute also would be able to print some
HEU health materials while the unit's print/graphics facilities are being
upgraded. The Lilongwe School of Health Sciences will also be a training
site for HEU personnel.

W
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Long and short term technical assistance will be provided to help
the HEU achieve its goals. The long term technical advisor (48 months)
will work alongside the Chief Education Officer and will act in that
position while the CEO is absent for training.

A major task for the technical advisor will be helping insure that
management systems are developed and in place early in the project as
expansion of the HEU begins. The TA will also assist with the selection
of candidates for employment and training and will help identify and
choose appropriate training courses and institutions. Another major
responsibility will be helping implemen: and monitor the timely
procurement. of commodities and advising on the integration of new
equipment into the HEU system.

Short term technical assistance (43 months) will be provided to
further strengthen the HEU's management and operational capabilities. It
will include: (1) helping identify and specify commodities, particularly
new production hardware; (2) helping install new equipment and conducting
initial training in its operation and maintenance; (3) conducting a
series of workshops and training courses to improve production skills in
all areas, including campaign planning, design, testing and evaluation as
well as technical aspect; (4) helping establish and maintain sound
financial planning and management systems, including strategies for cost
recovery; (5) assisting with impact evaluations and the wide
dissemination of results; and (6) nhelping with long term planning to
sustain the HEU beyond the end of the PHICS project.

IEC components of the PHICS Project and estimated costs:

1. Training for MOH Health Education Unit

One PhD.

Four MAs.

Six BSc for Regional Health Education Officers.

Twelve diploma level for District Health Education Officers.
Twenty-four certificate level for technical specialists.
Workshops/Seminars/Field Trips.

Number Trained (less Workshops, etc.) 39

2. Personnel--Salaries for New HEU Positions (MOH assumes 25% per
year in years 5, 6 and 7).

\\
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Year 2 -- 5 new pusitions
Year 3 -- 10 new pusitions
Year 4 -- 10 new positions
Year 5 -- 5 new positions

New Positions 30
3. Technical Assistance

Forty-eight months long term
Forty-eight months short term

Total Months TA 96
4. Commodities

Four Cinema Vans and two utility vehicles and operating costs
(?OH assumes 25% per year of operating costs in years 5, 6 and
AR

Funds for contract film and graphic production (MOH assumes
25% per year in years 5, 6 and 7.

Equipment and software for video, color slide, audio and
expanded graphics/printing (MOH assumes 25% per year of
software costs in years 5, 6 and 7).

Film production equipment for EAB for use on HEU productions.

Radio production equipment for MBC for use on HEU productions.

Remodeling of HEU premises.
Radios, cassette players and batteries

5. Research and Evaluation - operational studies and pre and
post testing of educational materials. Costs for major
studies such as the MBC listenership/health KAP study will
appear in the Research, Monitoring, Evaluation and Planning
component of the Project Paper.

It is recommended that the long term Technical Advisor recruited to
work with the HEU be a specialist in media management and production who
also has training and experience in healtn education. The immediate need
is to create systems to facilitate the increased output, delivery and
evaluation of high quality materials on a timely basis. Initial
management inputs will be media-general ratfier than heal th-specific,
particularly during the early years of the project. Content guidance
will come from health specialists within the Ministry. The HEU will

AN



A 15

concentrate on developing the means to respond to requests quickly and
professionally. Since most of the present HEU staff has some health
background, training will emphasize technical aspects of media production
until such a time as the quality and output of materials reach a
satisfactory level. Operational research will continue to be sure the
materials produced are easily understood, appropriate and medically
correct.

Implementation

Two steps should be taken as early in the project life as possible.
First, a radio listenership/nealth KAP study should be undertaken. The
data it provides will be essential for planning and as a baseline for
later assessment of health education impact. The study should include
the following:

(1) Urban and rural listenership in each region by season of year,
day of week and time of day.

(2) Number of working radios.
(3) Preferred listening times.
(4) Favorite programs.

(5) Access of women to radios.

(6) An analysis of how messages from radio and other mass media
are diffused through the community, i.e., links between mass
media and interpersonal systems at the village level. The key
question is the extent to which interpersonal systems amplify
or multiply the effects of the mass media.

(7) Knowledge, attitudes and practices relating to selected health
concerns, including AIDS.

(8) Sources of health information ranked by importance.
(9) Perceived credibility of each channel.

Second, the HEU technical advisor or a short-term consultant should
immediately inventory HEU's equipment and, in close cooperation with HEU
personnel, draw up a detailed list of required commodities and begin the
procurement process. A tentative list of specific short-term consulting
needs in various technical specialities also should be prepared at this
time,
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A detailed plan of work should be drafted by the technical advisor
taking into account the needs and priorities expressed by HEU and MOH
senior officers. Early attention should be given to the identification
of promising candidates for newly created positions and for training.
Candidates for long-term external training should be identified first
whenever possible.

Another important activity early in the implementation phase of the
project will be coordination with other donors to brief them on USAID
plans and invite participation in areas not covered by PHICS. Because of
the urgency, scope and complexity of Malawi's Health education needs,
careful donor coordination will be essential throughout the life of the
project if maximum impact is to be realized.

A number of health education materials have been developed by
HEALTHCOM but have not yet been widely distributed. Early attention
should be given to their distribution, following any additional testing
and revision which may be required.

A system for the provision of radios and batteries to local health
workers will be designed and implemented. The radios can be a symbol of
recognition and support for local health workers as well as a tool to
increase the impact of nealth education. Local health personnel will be
encouraged to organize radio listening groups, especially among women.
Operational research will be undertaken to help design formal plans for
group listening.

The use of radio can reinforce significantly the impact of Health
Surveillance Assistants who are at the front lines of local health
education an: are called upon to represent the programs of many health
activities. Radio can reward the HSAs and increase their status by
calling attention to their value and importance in the community. Radio
also can assume part of the burden for more general health education,
allowing the HSAs more time to deal with specialized topics relevant to
particular areas in which they are based.

Arrangements for recruiting and training repair/maintenance
technicians at the Malawi Polytechnic will be made as early as possible
with the hope that some personnel will be trained by the time production
commodities begin to arrive.

The 1ong term Technical Advisor will work closely with senior HEU
and MOH officers to insure that all implementation is in accordance with
the policies and plans already established by the Ministry for the
coordinated expansion of the Health Education Unit.

As a background to the continuing educational efforts of tne HEU, a
campaign should be mounted early in the project to create a new public
attitude toward health. Its purpose would be to increase dramatically
the public's perception of health as a major development undertaking

————
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deserving of full and enthusiastic public participation and to stress the
idea that individuals share responsibility for their own health and that
of their families. This will be achieved through an extensive mass media
campaign using radio, posters, booklets, placards and recorded messages
on busses along with all available interpersonal techniques including

music, drama and discussion groups.

The campaign should mark a “New Beginning" in health education. The
goal will be, as Mr. Chandiyamba of HESP so clearly puts it, to "Make a
big noise about health:" There should be a feeling among all the public,
rural and urban alike, that health activities enjoy the full support of
all development-oriented institutions in the country--political,
traditional and professional--and that no effort will be spared until
better health has been achieved by everyone.

This enthusiasm, visibility and momentum will be important for
securing the support of people, donors and the government as the HEU
struggles for its share of scarce resources needed to begin and continue
the growth that is so important to its mission.
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ANNEX A.2
PROJECT ANALYS!S

RESEARCH, MONITORING, EVALUATION, PLANNING

A. Introduction

In the last several years, the MOH has begun to make progress in
developing a capacity in the area of research, monitoring, evaluation and
planning of field and operational activities. The Ministry, with the
financial and technical support of donors, is in the process of
developing an institutional capacity to carry out studies, collect and
analyze data, and design policies, strategies and programs that improve
the effectiveness and efficiency of its operations. Special emphasis has
been placed and will continue to be placed on the three most common
causes of childhood mortality in Malawi, malaria, diarrheal disease and
jmmunizable childhood diseases (especially measles and neo-natal
tetanus). The activities funded under the Research, Monitoring,
Evaluation and Planning component of the PHICS Project are in many
respects a follow-on to and are built-upon the foundation laid by the
Combatting Communicable Childhood Diseases (CCCD) Project (1984-88). The
ef fort begun in the CCCD Project will be developed and institutionalized,
enabling the government to plan, manage and evaluate its own program and
helping them achieve the goal of their 10-Year Health Plan (1985-95) to
reduce the infant and child mortality rates.

Wwhile recent advances in the Ministry's capacity in the research,
mouitoring, evaluation and planning fields can be observed, it suffers
from a lack of resources, both financial and human, to sustain the
progress achieved to date much less improve on the current situation.
what the Ministry has requested and AID will support is institutional
development of the units and sections in the MOH which are directly
responsible for these four activities, namely the Research Unit, the
Epidemiology Section, the Health Information Systems (HIS)/Statistics
Section and the Planning Unit. The primary forms of assistance will be
technical assistance (both long and short term), craining (off-shore,
internal, in-sevvice, both degree and non-degree), equipment, and
financial resources to permit the Ministry to carry out field activities
to guide policy development and strengthen the government's ability to
deliver priority services to the most vulnerable sectors of the Malawian
population (i.e, children under five and mothers).*

* The MOH's 10-Year Plan identifies 6 "core" interventions which will
be given special emphasis the plan period (immuni zation, ORT,
malaria treatment, health/nutrition education, child spacing, growth

monitoring).
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This annex is divided in four sections. Each section will focus on
one of the units or sections of the MOH which will receive support under
the PHICS Project. The current situation existing in each of these units
and the constraints being faced by each will be described. This
background serves as the basis or justification for the support
activities included in the project which will be detailed. The final
jssue addressed in each section is the recurrent costs which will be
faced once project funding stops.

B, Research Unit

1. Current Situation

The MOH has carried out a variety of bio-medical and action-oriented
operations research studies which guided policy and program development.
The CCCD project played a key role in the conduct of many of the MOH
studies. In the four years of the project, 29 operations research
studies were carried out (see list, Attachment A.2.#1). The studies
focused on malaria (16), diarrheal disease (8) and immunizable diseases
(4).* Malaria became a high priority when the number of reported
under-five deaths due to malaria rose by over 250% between 1980 and 1982
when chloroguine resistance was first recognized. The studies provided
information to the Malaria Control Committee on drug usage,
distribution, community involvement and the effectiveness of
anti-malarial prophylaxis to select groups (e.g., under fives and
pregnant women). In accordance with the findings, policies and programs
were modified.

There is a need to strengtnen the MOH's capability to carry on this
important action-oriented, policy/program-shaping work, particularly
with the phasing-out of the CCCD Project. The newly formed Research Unit
will play a central role. In the MOH organogram the Research Unit is
attached to the Controller of Healtr Technical Support Services. It was

* Some examples of the types of studies carried out illustrate the
practical action-oriented nature of the research. A study to
determine the ability of families to prepare oral rehydration
solutions (ORS) in their homes found that sodium concentration in
most cases were either two low (30% below 80/MEG/L) thus ineffective
or too high (50% over 100 MEG/L) thus potentially dangerous. In
addition, field research discovered that 28% of . households did not
have sugar and 79% did not have salt making a home-mixed ORS program
inadvisable. In malaria, the effectiveness of alternative
anti-malarials (e.q. amodiquine and fansidar) was tested. Moreover,
behavioral research was carried out to determine why pregnant women
did not take prophylactic doses of chloroquine and to test the
feasibility and effectiveness of having traditional birth attendants
(TBA) distribute chloroquine to local pregnant women.

"N\
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established in February 1988, with the appointment of a Malawian
professional who had just returned to the country from an assignment
teaching in a university in a neighboring country. This chief of the
unit found nothing more than an office upon his arrival. No support
staff existed and no facilities were available for him to work with.

Despite this, the chief of the unit was able to begin some research
activities and establish procedures which resulted in several research
proposals being designed and funded. One of the first activities
undertaken by the newly formed Research Unit was to bring 20 nhealth
professionals together for a 2-week training course that oriented the
participants on research methods and techniques and on proposal
preparation. Proposals were drafted and submitted for funding, four of
them receiving funding from WHO.* The cost of these studies range from
$4,000 up to $21,000 each, totalling about $40,000. The WHO funds came
from the regional WHO office and is referred to as “seed money". It is
not considered as a long-term source of support either for developing the
capacity of the unit or funding studies. At present, data on the four
studies are reportedly being collected and are scheduled to be processed
by the end of this calendar year.

In the words of the chief of the Research Unit, the studies to be
carried out under its auspices will be action or program oriented. His
primary concern is that study results inform decision-makers on the
correct course of action. He wants decisions to be based on fact, not
speculation.

The Research Unit has established and convened a 4-member Research
Committee to assist the director in the review of research proposals
submitted to the Unit.

The Unit currently does not possess any equipment. It has no data
processing capacity and no ability to produce monographs. reports, or
abstracts on research being conducted and results found. The Malawi
Epidemiological Quarterly which was published with the help of the CCCD
Project and which would have served as an appropriate vehicle for the
dissemination of research findings has not been published recently. In
addition, the research unit has no equipment to produce such reports and
must rely on the Government Printer which could delay the circulation of
important research results.

* The topics of the funded research proposals are:
- Factors contributing to high neo-natal morbidity ratio;
- Oral health KAP;
- Housing care standards; and
- Reasons underlying the low utilization of child spacing
methods (especially in Northern Region).

N
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2. Support Activities

Being newly formed, the Research Unit has no staff other than its
director. Moreover, it has no equipment or funds with which to support
the training of MOH personnel or the support of research. Thus, in order
to develop the Research Unit into a group which is able to promote
research, orient MOH officials and staff on the necessity and value of
active-oriented studies, fund and track research and disseminate study
findings, the unit requires considerable assistance. It should be noted
that it is not the mandate of the Research Unit to conduct field studies
on its ovin. Rather, it will be staffed to help assist researchers;
coordinate MOH research activities; design and review proposals; assist
in the analysis and presentation of research findings and assure that
they are known to decision makers so that their actions can be informed
by the latest feedback from the field. The support required by the
Research Unit takes the form of technical assistance, training,
personnel, support of the Research Review Committee, studies,
dissemination of findings, equipment and assistance to a research
institution.

Technical Assistance - The technical assistance identified as being
required by the Research Unit is in three forms:

Long-term Advisors - An Operational Executive (OPEX)* is
called for to serve as the Principal Research Officer who will
assist the chief of the Research Unit in the development,
support and monitoring of research activities. The Unit has
requested a senior public health research specialist to fill
this position.** This person should be totally conversant
with operations research techniques and methods and have spent
considerable time in the field. His or her services will be
required for five years. This will cover the four years his
counterpart is being trained plus six months on either end.*
The OPEX should be recruited as soon as the local candidate
for training is identified.

* OPEX, or "Operational Expert", is defined as an expatriate expert
who assumes an established government position while a Malawian is
being trained to assume the position. The OPEX receives the
government salary plus the differential and housing/benefits from
the sponsoring donor agency.

**  Six months overlap between OPEX and counterpart both before and
after training is being recommended in all cases. The first six
months orients the trainee to the job to be done, setting the
framework for the forthcoming training. The final six months
permits the graduate to be oriented to the job by the experienced
OPEX advisor before the latter departs. This will allow for a
turnover of responsibility with a minimum amount of disruption.
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. There is also a need for a documentation expert. This person
with librarian experience will help establish a computer
capability within the Unit so that it can track research.
Moreover, the documentation expert will establish a depository
as well as disseminate research findings. A total of 15
months of TA has been requested for this expert. She/he will
work with the Documentation Officer (D.0.) who will be trained
under the PHICS project and ensure before leaving the final
time that the D.0. is fully capable of operating the system .

. Short-term Technical ‘scistance (TA) -
The need for short-term TA is to support the research-studies
that will be conducted over the six-year life of the PHICS
Project. As stated below, an estimated 8 research projects
will take place each year. Considering the expertise that
will be available locally (in the MOH and at a research
facility to be identified) plus the OPEX epidemiologist and
Senior Public Health Research Specialist, 18 months worth of
short-tern T.A. have been budgeted. The specialists that will
be required depend on the nature of the studies to be
conducted, but would include experts in such fields as
demography and/or economics.

Training: Two persons from the Research Unit will receive graduate
training off-shore to give it the manpower required to carry-on its
work. First is the principal research officer who should receive a
PhD in Health Service Research Policy and Administration. An OPEX
advisor would fulfill the functions of a principal research officer
while the Malawian is earning a PhD.

The second position is the Documentation Officer wno will require a
2-year course in Library Science. This will enable him or her to
maintain the documentation system established with the help of the
documentation consultant.

In addition to the off-shore training, orientation workshops will be
required in Malawi in order to educate health staff at all levels
(at headquarters, regional and district) on the need and value of
action-oriented, operations research and to instruct them on how
proposals should be developed. It is suggested that three 3-day
workshops of approximately 20 persons each should be held during
each of the first three years of the PHICS Project.

Personnel: The project will support an Assistant Documentation
OFFicer who will support the Documentation officer in the monitoring
of proposals, research and reports and help in the preparation of
reports.
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Research Review Committee (RRC) Funds are needed to support monthly
meetings of the RRC; this includes money to meet per diem and travel
costs of members not otherwise covered. It is important that the
RRC develop criteria for proposal review. Priority topics have been
agreed upon by MOH and USAID. Research involving "core”
interventions (especially malaria and diarrheal disease), the
findings of which will support and help direct the community-level
service delivery component of the PHICS Project {see Annex A.4),
will be given priority.

Research A long-list of possible research topics have been
jdentified that would assist in increasing the efficiency and
effectiveness of MOH programming. An illustrative list of possible
studies mentioned during the course of project preparation is
provided as Attachment A.2 # 2, Studies considered important to
conduct at the commencement of the Project include:

Health Care Finance Study;

. Health Services Utilization and Expenditure;
Communi ty-based Contraceptive Distribution;

. Listenership Patterns, Diffusion of Information and Health
Eduction KAP;

. Service Delivery at the Community Level (baseline and process
documentation).

An additional 35 studies (or approximately 5/year) will be conducted
under the Project. The Project will finance field expenses, data
collection and processing as well as supporting equipment and
materials. Some funds will be utilized to contract with appropriate
research institutions for research.

Dissemination Two means have been identified that will serve to
disseminate the findings of the research studies to decision-makers
and MOH personnel who must be informed. One is a series of
workshops and seminars (approximately 20 participants in each).
These forums will allow findings to be publicized and discussed.

It is considered essential that monographs and research findings be
publicized by the Research Unit. A monograph reviewing each study
(approximately 50) conducted and its findings should be produced and
circulated. In addition, abstracts of studies along with
epidemiologic information and pertinent data from tne Health
Information System (HIS) should be published on a quarterly basis.
The Research Unit is the appropriate group to undertake this task.
The Project will support the publication and distribution of the
monographs as well as the Health Research/Epidemiological/HIS
Bulletin.
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Equipment To carry out its responsibilities the Research Unit
requires a computer to track proposals and research, document
findings and produce the monograph; and periodical described above.
To facilitate the latter, the computer should be equipped with desk
top-publishing capability to expedite the spread of information and
decrease dependence on slower, more costly publishing operations.
The hardware and software should be provided during the first year
of the project so that the documentation consultant can utilize it
and train others in i*s operation. A CD reader and appropriate
medical data bases wi 1 also be funded to give the MOH and Malawian
researchers access to research results.

Research Institution As mentioned, the Research Unit will not be
conducting research i:self. Others will be counted on to design
(with the Units' assistanca) and carry out the studies. There is a
need, therefore, to idertify local institutions who have, or with
support could have, the canability to conduct high quality field and
operations research. A nu:ber of options exist including the Center
for Social Research, the Lilongwe School of Health Sciences and
private firms. However, whichever institution is chosen, it will
require some support in tne form of technical assistance and
operating costs to provide the MOH and the Research Unit the
research capability it requires.

3. Recurrent Costs

Out of the total costs of the research component, the recurrent
costs attached to the Resvarch Unit are minimal. Components like
technical assistance, tra ning, orientation workshops and equipment are
one-time costs. Most of :he recurrent costs will be faced in personnel,
the Research Review Commictee (about a $1,000 per year) and in the
publication and dissemination of findings (close to $17,000 per year).
The total is approximately $20,000 per year. It is expected that by
gradually phasing out PHILS support over the last three years of the
project, the MOH will be ible to gradually absorb the extra cost. The
major cost of supporting the field research jtself is not included since
it is assumed that a donor or donors will be willing and able to assume
these costs once the Reseirch Unit proves that it can identify, supervise
and disseminate results of quality studies. The research insitution,
once it has demonstrated it is able to conduct high quality studies, will
be in great demand and should be able to support staff from studies and
research carricd cut for donors and the government.

\1
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C. Epidemiology Section

1. Current Status

At present the Epidemiology Section which according to the MUH
organigram is attached to the Community Health Sciences Unit (CHSU), does
not exist. Tne Epidemiologist assigned to the CCCD Project has served as
the MOH Epidemiologist for the last four years. With the closing of the
cCcCD Pro?ect, it is incumbent upon the MOH to establish and staff the
Epidemiology Section of tne Ministry. There are no epidemiologists in

the MOH at qregent who are serving as epidemiologists. WHO has assigned
an epidemiologist to the MOH to work exclusively on the AIDS program.

2. Support Activities

The Epidemiology Section will facilitate bio-medical studies and
operations research, carry out epidemiolojic training, assist HIS
efforts, investigate disease outbreaks and support priority child
survival interventions. A arapnic description of the main responsibility
of the epidemiology service (in monitoring/evaluation, outbreak
investigation, training) is presented in Attach A.2 # 3. The main
activities which will support the epidemiology section under the PHICS
Project include technical assistance (1ong and short-term), training
(degree and non-degree, both off-shore and in-country), personnel and
transportation.

Technical Assistance The need for both long and short-term
Technical assistance has been identified.

. . Long-term Advisor - An Epidemiologist, preferably an M.D.,
will serve as an OPEX. She/he will be responsible for
establishing the Section. A job description for the
epidemiologist is found in Attachment A.2 # 4. She/He will
facilitate bio-medical and operations research, field studies,
support priority Child Survival interventions, assist the HIS
Section (helping supervise sentinel sites, moni toring
reporting and processing, anaiysis, forms development),
participate in the epidemiology course, further develop course
materials and help formulate a short (1 month) epidemiology
course. The epidemiologist will be required for five years
which allows for a 4-year PhD course in Epidemiology for
his/her Malawian counterpart plus six months of overlap before
and after off-shore counterpart training.

. Public Health Advisor - This advisor is needed for one year to
help develop and manage the recently designed Tonger term
epidemiology course that has oeen proposed to be given at
Malawi University*. Since this is one of the first attempts
to establish such a course anywhere in Africa and the
developing world, it is expected that numerous issues will
have to be resolved during the first year. For this reason, a
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public health specialist is requested to help in refining the
course and to assist in the initial round of field exercise in
epidemiology and in training.

. Short-term TA - Specialists in various Child Survival-related
diseases (e.g., measles, malaria, ARI, diarrheal diseases)
will be required periodically during the 7-year project to
assist the Epidemiology Section design studies and interpret
data. It is estimated that three months of TA will be needed
each year, a total of 18 months over the life of the project.

Training Two Malawian professionals will be trained in epidemiology
at tne graduate level to assume leadership of the Epidemiology
Section upon the departure of the OPEX. One epidemiologist will be
trained at the PnD level which will require four years. The second
epidemiologist will be enrolled in a 2-year masters program in
epidemiology. It is important that the courses chosen for these two
trainees be as relevant to the Third World and as applied as
possible.

Training Course Three types of epidemiologic training courses will
be carried out in Malawi. The first is the long-term course
(probably 24 montns including 12 months in the field to complete a
thesis/study) at the University for public health nurses and senior
health inspectors. It is planned that approximately 45 persons will
attend this course (see Attachment A.2 # 5 for list of modules).

The project will cover the room and board of those attending for the
first four years. After that, the MOH will gradually assume
responsibility, at the rate of an additional 25% per year. This
means that by year eight, the first post-project year, the Ministry
wil be paying the entire cost.

The MOH wants to develop a 1-month course in practical aspects of
epidemiology for field-level health personnel. This course would be
an abbreviated version of the long course and meant as an
introduction to the epidemiologic perspective. It will be held at
the Lilongwe School of Health Sciences. This course would be
developed by the Public Health Advisor during the first year of
PHICS and then run three times a year thereafter. Approximately 20
students will attend each session. The GOM would assume support
according to the same phased schedule outlined above.

The University is preferred over the Lilongwe School of Health
Sciences so that participants can be granted a degree, rather than
just a certificate. It is thought important that those attending
this course have a degree to show for their work.

vA
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Finally, the MOH realizes it will take considerable time for all
levels of the Ministry to be oriented in epidemiology. Therefore,
it has requested funds to conduct 3-day oriertation workshops in all
the districts. Twelve districts vill be covered a year, completing
the introduction to epidemiologic principals within two years. It
is recommended that the short ori:ntation course be started in the
second year after the before mentioned courses have been
successfully launched.

Personnel To carry out the work of the Epidemiology Section at the
regional level in support of the decentralization policy, three
Regional Surveillance Officers will be appointed from the candidates
completing the first Epidemiology Course.* The PHICS Project will
pay their salaries for four years; the MOH will begin assuming
responsibility from the fifth year at increments of 25% a year.

Transportation Field vehicles will be required for both the course
and the regional epidemiologists. Two vehicles will be needed to
transport students to the field to conduct studies and course
exercis2s. One of these vehicles will also serve as the vehicle of
the Epidemiology Section of MOH. When the regional epidemiologists
are situated, they, too, will need vehicles to carry

Recurrent Costs

The recurrent costs for the Epidemiology Section come to

approximately $86,000 per year. Almost 90% of this amount is to support
the three epidemiology training courses; the remainder supports regional
epidemiologists' salaries and vehicle operating costs. out their
responsibilities. The Southern and Northern Regions will have their own
vehicles; the Central Region will share the MOH's. Vehicle maintenance
costs are gradually phased-over to the MOH to ensure resources are
available in the MOH budget when the Ministry assumes full support in
year eight. Almost 90% of this amount is to support the three
epidemiology training courses; the remainder involves the salaries of the
regional epidemiologists and maintenance of the vehicles.

The Complement and Grading Report (not yet approved) has not
recommended the Epidemiologist posts. This brings into question the
value of the training course if public health nurses and health
inspectors, already having too many responsibilities, are to assume
an epidemiologist role as well.

\V?



D. Health Information Systems (HIS) Section

1. Current Status

The HIS Section is currently found as part of the CHSU*. With the
support of the CCCD Project and other donors, the HIS of the MOH has been
greatly improved over the last several years. The three year backlog of
data recording and reporting has been cleared. CCCD's assistance
consisted of the provision of computers (7), the training of the staff
and support and supervision by the CCCD Technical Officer and
epidemiologist. The system is currently described as "potentially one of
the best in Africa"**,

The routine data collection and processing (both in-patient and OPD)
function of the HIS Section is complemented by a sentinal site system
that monitors community practices for treatment of diarrhea and malaria.
Twelve sites spread throughout the country are involved in this system
which was developed and introduced by CCCD Malawi. With the termination
of CCCD support, UNICEF will assume funding responsibility for the
sentinal sites.

2. Support Activitites

Short-term Technical Assistance Three types of short-term TA are
needed to rationalize the HIS Section's compu”>r system and to
initiate documentation of some of the data being processed.

. Computer Specialist (Central Office): A specialist is
required to review the use of computer in the HIS Section and
recommend ways in which it can be rationalized. At present
they have too many PCs which are not linked and which cannot
handle the volume of data which is submitted on a monthly
basis. WHO requested a consultant to do the same thing.
However, the MOH has 2xpressed a preference for the USAID
consultant since AID will be following up the study with the
support required to carry out the recommendations. If the MOH
requests AID to provile the consultant a full five months of
consul tancy will be raquired over the first three years of the
PHICS Project. After the initial one month study, the second
assignment would be taree months to install the new system and
train the HIS staff ia its operation. In the third year it is
expected that another one month of TA from the same consul tant
will be required to sipport the new system and address any
problems which may have arisen,

* R 