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Name of Project: 	 Promoting Health Interventions for
 

Child Survival (PHICS)
 

Number of Project: 	 612-0231
 

1. Pursuant to Title I[ of the Foreign Operations, Export Financing and
 

Related Program Appropriations Act of 1989 (Sub-Saharan Africa,
 

Development Assistance), I hereby authorize the Promoting Health
 
(the
Interventions for Child Survival Project (the "Project") for Malawi 


to exceed
"Cooperating Country") involving planned obligations of not 


$15,000,000 in grant funds over a five year period from date of
 

funds in accordance with
authorization, subject to the availability of 


the A.I.D. OYB/allotment process, to help in financing foreign exchange
 

and local currency costs for the Project. The planaed life of the
 

Project 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 health 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 covenants and major conditions, together
 

with such other terms and conditions as A.I.D. may deem appropriate.
 

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

Commodities financed by A.I.D. under the Project shall have their source
 

and origin in the United States, in the Cooperating Country, or in
 

countries included in Geographic Code 935, except as 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 their 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 otherwise agree in writing,
 
be financed only on flag vessels of the United States or Code 935
 
countries. Air travel and transportation shall be financed 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 be
 
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.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, Epidemiology Unit and Health
 
Information System) Activities
 

Except as A.I.D. may otherwise agree in writing, prior to arty
 
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
 

-%.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.
 

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.
 

for significant project implementation actions including:
concurrence 

(a) the plan for the phased creation and filling of new positions; 

(b)
 

project management and coordination procedures; (c) annual 
workplans; (d)
 

the Project Coordinator and
 position descriptions for key staff such as 


health surveillance assistants; 	(e) procedures and proposal 
selection
 

criteria for the child survival 	research program; and (f) 
the selection
 

of technical advisors and trainees.
 

The Grantee agrees to undertake 	in the
(3) 	Recurrent Costs. 


Project's 	second year a review of the Government's program 
for assuming
 

The Grantee will then advise A.I.D. on
 the Project's recurrent costs. 


the program and take all necessary actions to implement 
it.
 

The Project Coordination
(4) Project Coordination Committee. 


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 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.
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(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 regilations.
 

(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. Waiver
 

A waiver of the 25 percent host country contribution 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.
 

Carol A. Peasley
 
Mission Director
 
USAID/Malawi
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Drafter: ST Norton, PDO Date: 3 g 
Clearances: GW Newton, HPH 0 ft) Date: 6/10/89 

RC Day, PO Date: G13/5' 
RB Amin, CONT Date: 60249 
RL Shortlidge, AD ubs Date: 6/24/89 

JBorns, RLA/REDSO (Draft) Date: 6/27/89 

0620D 
xi 



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)
 
The goal to which the PHICS
and the Ministry of Works (MOW). 


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
 

(ARI),
malaria, malnutrition, and acute respiratory infections 

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.
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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 necessaty to sustain child
 
survival services. Resource constraints combined with
 
organizational and instituticnal deficiencies limit the impact
 
of ORT and immunization, the "twin engine-" of child survival.
 
To maximize the impact of the "twin engin2s" and other priority
 
child survival interventions, the project will strengthen the
 
institutional infrastructure on which qualitative and
 
quantitative improvements in child survival service delivery
 
depend. This will be done through: (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 project 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 population to safe \ater, 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 project
 
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:
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Information, Education and Communication (IEC):
1. 

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.
 

Improve the capacity of
2. Service Delivery Support: 

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,
 
(CDD) and Malaria, and
Control of Diarrheal Diseases 


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
 so

extension of the gravity-fed piped water system and, in 


doing, contribute to the key MOH child survival goal of
 

preventing water-borne diseases, particularly diarrheal 
diseases
 

among children.
 

5. Project Manaqement: Strengthening the capacity of
 

the MOH Planning Section and Project 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
 
Consequently,
preventive health and child snrvival in Malawi. 


the GOM will be better able to sustain'child survival 
services
 

over the long term.
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G. 	 Estimated Budget
 

Project activities will be funded as follows:
 

Project Activity Amount(US$000)
 

$ 1,805
1. 	 Information, Education, and 

Communication
 

2. 	 Service Delivery Support 3,384
 
a. 	Research Unit 1,102
 
b. 	Epidemiology Unit 1,811
 
c. 	Health Information System 471
 

3. Rural Piped water (MOW) 	 5,099
 

4. Service Delivery 	 3,216
 
a. 	Hygiene Education and
 

Sanitation Promotion 1,850
 
b. 	Child Survival Services 1,366
 

5. 	 Project Management 434
 

340
6. 	 Evaluation and Audits 


722
7. 	 Contingency 


$15,00
Total 
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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 malaria (18%),
 
measles (13%), anemia (13%), and diarrhea (7%). The leading
 
causes of morbidity among children under five generally parallel
 
those 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 five, a 13% increase in pediatric malaria
 
admissions, a 33% increase in pediatric malaria deaths in
 
hos Atals, and a 25% increase in malaria case fatality. The
 
in(r.ase in the severity of malaria is in Dart due to the
 
development of chloroquine resistance in 1983. 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
 
Malawi has a devastating impact on child survival.
 

B Economic Overview of Health
 

Malawi's annual per capita income in 1987 was US$174,
 
below the average for sub-Saharan Africa. After growing
 
strongly in the 1970, the economy has experienced formidable
 
difficulties in the 1980s. 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
 
'est, 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
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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. As 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 System
 

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 the 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 cof basic health
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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. In 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 favorable 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 spacing, growth monitoring and limited
 
curative care.
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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 heelth 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.g.,

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

overupilized. 
There is a need to give greater emphasis to
 
preventive services at the village level to relieve pressure on

these facilities while increasing the efficiency of the health
 
care system.
 

D. Major Constraints 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 level 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 clinical 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
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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 strategy, 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 nealth 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 f6ur-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, Agriculture, and
 
Rural Enterprises (SHARE), a seven-year, $10 million project
 
planned for FY90 under which appro:;imately $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
 
project 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 education); 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). In 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. In 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
 
Developunent 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).
 

Other 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 program.
 

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 women
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during pregnancy, on birth weight and other indicators of child
 
and maternal health. 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, as 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. In addition to the above-mentioned studies, A.I.D.
 
supports nutrition education (PHICS and SCF); health worker
 
training (HID and ADRA); and vitamin A distiibution (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.
 

(i) 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 playing 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
 
funding. 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 delivery 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-testing, 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 pregnant 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 regarding 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 diseases. 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. In 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 CCCD
 
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 epidemiology 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 project

will provide a technical advisor to fill a line position in the
 
newly-established MOH epidemiology 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 training programs will be initiated in Malawi. 
The
 
project will result in the establishment of permanent

epidemiology 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 surveillance. 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 communication
 
(IEC) materials focused on the reduction 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 a2d 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 in fixed facilities throughout the
 
country. The main objectives 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 comnuity-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 CCCD 
program had minimal input into Malawi's EPI program. PHICS 
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 maternal 
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 central, regional,
 
and district level. Given the centrality of women 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.
 

I, 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 ba assumed according to an agreed-upon schedule. GOM
 
agreement to assume these costs is also a condition precedent of
 
the project. In 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. foi a more detailed
 
discussion of health care financing issues).
 

III. 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 Strategy
 

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 sdpply 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 ba 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
 
combination 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-created MOH Research
 
Unit to design, manage, and evaluate research needed to guide
 
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 coomunication
 
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 health. 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 educat4on 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-house 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.
 



24
 

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 radio, 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 meaningful.
 
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. In 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. In
 
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:
 

(i) 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 delivery 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
 
planning, 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 4f 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
 
Monographs of
decision-makers and other interested parties. 


each study will be published and widely circulated. In
 

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
 
A.I.D. will fund the additional recurrent costs
research costs. 


resulting from this activity on a declining basis. These
 

include the additional staff and the costs of disseminating
 
The direct research costs are not considered
research findings. 


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. Epidemioloqy 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
 
epidemiological functions and channel epidemiological
 
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, supporting child
 
survival interventions, and coordinating epidemiology training

for MOH staff. In 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 will
 
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. In addition, to carry out the work of the
 
Epidemiology Unit at the regional level, three Regional

Surveillance Officers (RSOs) will be appointed.
 

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
 
public 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 epidemiology 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. In
 
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 system,
 
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
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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. In 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 RWS 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 sampleS 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 necessa*:y, 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 kits, supplies, refrigerators, and
 
materials for training new staff. In conjunction with this, the
 
MOW will formally adopt temporary water quality guidelines 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 a2so 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
 

be 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;
 
motorcycles,
construction equipment, tools, and materials; 


tools, and parts for system maintenance; motorcycles, test kits,
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refrigerators, and supplies for water quality monitoring;

partial funding of in-country training; costs of temporary

engineering staff; short-term technical 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 delivery of child survival services
 
at the community level, and, in so doing, identify service
 
delivery approaches which 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 avoiding 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 participate 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 Promotion 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
 
villag.>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 6,000
 
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. In
 
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 project
 
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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Seven Public
District-level Service Delivery Support: 

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 qurntity 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
 

(2) the
people/households a health worker can effectively serve; 

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 Mulanie Inthe 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 	 5
 
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 and 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 households.
 

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
 

"case study" district and the site of intensive process
 
documentation, research, technical assistance and training
 
activities, the district selected is reasonably accessible to
 

Prototype service delivery approaches and
MOH headquarters. 

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
 
Using Dedza district as the test case will facilitate
resolved. 


the implementation and replication of services in districts two
 

through seven 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 nompleted and
 
another five under construction. The PHICS project 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.
 



44
 

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 externally-funded 
health projects. The project will support the addition of two 
new staff to the Planning SectioVPIU 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 responsibilkities, will 
receive short-term training in project management including 
A.I.D. project procurement and implementation. The 'hief Water 
E-gineer 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 iranage 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 camputer 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. COST ESTIMATES AND FINANCIAL 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, 
conmodities, operating expenses, and project management, 
evaluation and audit. 

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

The GCM 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 
rCtM contribution will be phased-in according to a schedule 
agreed-upon by both parties so that by the first post project 

M01 will assume in full the recurrent costs associatedyear the 
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 commities 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. Communities will also raise some cash for the repair 
and maintenance c? 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-teric 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. Trainin,: 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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and short-term certificateBachelor's degrees, twelve diplomas, 
hundred others. Inlevel and workshop training for several 

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 attainment of project goals and 

objectives. 

3. Commodities: A.I.D. anticipates providing 
$6,148,000 for the procurement of project commodities. 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. anti.cipates providing 
Total operating expenses$3,491,000 for 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. 
for the costs of projectanticipates providing $774,000 

Of this amount,management, monitoring, evaluation and audit. 
$142,000 would be 	for the costs of GOM project management
 

full-time Malawian project management staff
including two new 
and the costs of management training for these staff and others 
involved on part-time basis 	with PHICS project management.a 
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 if 
required.
 

B. Methods of Implementation and Financi.nq 

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 managerent training, 
including A.I.D.-specific project implementation and procurement 
training. Technical assistance in project management is also 
available if requested by the 	GOM. 

http:Financi.nq
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A review of MDH financial accounting and control systems 
was performd -y 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 compliance with Treasury 
regulations. Controls exercised fran 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 
advanm.es 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 (PIus). 

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

1. Technical Assistance and Traininq: 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 GCM 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 reeds. If the AED mechanism proves 
unsatisfactory to the GCM, other mechanis for meeting GCM 
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 GCM are
 
stipulated and training costs estimated (e.g. application and
 
GRE exam fees, travel, per diem, monthly subsistence allowance
 

http:advanm.es
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for long-term trainees, etc.). Delivery orders will be based on 
terms of reference and budgets developed by the GCM. AED will 
assist the MOH with the preparation of terms of reference and 
training budgets, if requested to do so. AED will furnish the 
GCM with a list of possible training programs from which the GOM 
selects the most suitable program. If the GCM 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 completion of training including support for the 
application/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 GCM for 
services provided by AED in support of RHICS-funded off-shore 
training. 

b. In-country Traininq: 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 obtained 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 
GC4M 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 GCM with a list of candidate advisors from which to choose. 
If the GC4M knows at the outset the most appropriate individual 
to provide technical assistance, the irdividual is suggested by 
the GCM in the terms of reference. Once the advisor is chosen 
by the GCM, 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-tem advisors, housing. 
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n addition to the actual costs of technical
 
assistance, AED will charge the project 2% of the total actual
 
costs of lczq-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 
GCt4 fromi 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 GCO4 during the eight-year life of the PHICS project can 
best be addressed by these specialized centrally-funded
 
projects. Technical assistance obtained from these projects 
would be funded under the project through bilateral "buy-ins". 
The GCM will specify technical assistance needs to be met 
through "buy-ins" in its detailed project inplementation plans. 
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The following chart summarizes the anticipated methods of
 
implementation and financing to be used in this proje.t.
 

Method of Implementation 	 Method of Financinq 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. 	 Traininq 1,959 

1. 	 Off-Shore/AID Direct Contract
 
(AED) Letter of Credit 793
 

2. 	 In-country/HC Implementation HC Reimbursement 1,166 

C. 	,Cmmcdities 6,148 

1. 	 Electronics and Computers: 717 
a. 	HC Contract (PSA) Direct Pay 
b. 	 HC Contract (Ccmmodities) Bank 1/Comm 

2. 	 Local Shelf Items: HC Reimbursement 3,880
 
HO 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 Reimbrsement 

E. 	 Evdluation and Audits Direct Pay 340 

F. 	 Contingency 722 

Total AID Contribution 	 15,000 
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2. Procurement of commodities: 1he Bank Letter of 
Commitment will be used for procuremnt of ommodities, 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 local currency costs under this 
project. The financing and implementation methods described 
above have been used in previous A.I.D. projects with the MOH 
and W. The MW has well established procuremnt and 
accounting procedures which meet A.I.D requirements. The MOH 
has an aoccmts 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 compliance 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 office. 
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 sanitati on within "Group II"; 
interventions which have direct impacts on chil" 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 c-ater component are attributed to health in general. 
Institutional strengthening activities supported under the 
project's Information, Education and Communication (IEC) 
component are critical to the implementation of Malawi's medium 
term strategy for AIDS. It is anticipated that 5 percent of the 
project's overall hudget will be spent on AIDS over the 
eight-year life of th project. Child spacing will be an 
integral part of the project'z service delivery and operations 
research components as well as focus of IEC activities. 
Therefore, 10% of project funds have been allocated to child 
spacing. 
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A.I.D. funding for PIICS 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
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V. SUMMARIES OF ANALYSES 

A. Technical 

1. The Siting and Strategy of Service Delivery 
Activities: The project's service delivery activity is camposed 
of three coponents: potable piped water; sanitation and hygiene
education (i.e. the Hygienm= Education and Sanitation 
Progran/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 components 
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 69 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 camrunity organization on which the construction and 
continuation of piped water system depend could be utilized to 
initiate and sustain HESP and child survival services. 

W,ile the strategy is sensible to pursue under the project 
where feasible, the presence of piped water should not be the 
determinhq factor in project site selection. Several reasons 
argue agatnst 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 manageent ana 
implementation. The 0' 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. Planning, implementing and 
evaluating the addition of two service delivery ccuponents (HESP 
and child survival) to piped water schemes in 69 Nreas scattered 
among and within 17 different districts would be a formidable 
management challenge. Third, there are concerns about equity. 
Resources available for primary health care and child survival 
are limited in Malawi. Giving ccmmunities 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 
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need to be explored in Malawi, to name but a few: the 
feasibility of community-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 containment and recovery. The project's
service delivery ccirfonent is intended to offer the GOM an 
opportunity to systematically address these and other critical 
questionsthrcugh 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 
strate 1 is based include: (1) to promote 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 s -uld include coununities 
without access to piped water as weli as those with access; (2)
offering project services to cxumunities with law access to 
health services aid 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 ccumunity 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 community 
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organization surrounding the construction 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, Coverae, and 
Implementation: Three approaches were considered regarding the 
type and number of latrines to be supported under the project's 
sanitation ccmponent. 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 prmting 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 (LAD). The project is 
centered around an inexpensive latrine model called the 
"San-PLat". Labor 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 LADD, 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 Environmental Health 
Unit, the HESP project, and the Liwonde ADD project, local 
wisdom (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 borne 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 Enviroamental Health Unit staff 
feel omprehensive 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 cumponent is the responsibility of 
the MOH Environmental Health Unit and the HESP program. The 
HESP program has considerable experience with sanitation program
"software" - hygiene and sanitation prumotion 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 Government (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' comparative advantages.
Concerns of duplication of effort may arise if the MLG gets
involved in HESP-like sanitation promotion and education efforts 
and if the MOIG expands into rural areas. However, at present, 
the MOIG 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 Malawian households depend on 
agriculture for their livelihood. Some 50 percent of the 
small-scale farming households are unable to meet their dumestic 
food needs from household production and on average they earn 
only $50 in cash annually. Wage rates for workers on 
agriculture estates are sufficient to cover the basic needs of 
the worker, but not a family. 

In spite of progress made by the MOH in the provision of 
health services and by the MOW 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. 
Some 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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Women bear the main responsibility for child care, in 
addition to their responsibilities for household mainteranoe and 
production activities (primarily agricultural production) to 
provide food and other basic needs. These responsibilities 
usually campete for allocation of wamen's time and for scarce 
financial resources. The poor health of many wrmen is reflected 
in low birth weights, stillbirths, and infant deaths. Child 
spacing services were initiated in 1983, but most wcmen 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 PHIC- project will contribute to the attainment of MDH 
objectives 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 second ccmponent, service delivery, includes the 
construction of gravity-fed piped-water systems in 14 areas 
serving a design 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 
ccmmunity-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 ccmmunities 
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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 contries and cultures. The critical features are proper 
community orientation and the assignment of specific, limited 
responsibilities to the volunteers, including TBAs and 
traditional healers. The caummnity-based projects mentioned 
have experimented with cost-recovery for simple curative 
medicines and initial results show that the ccumunity is willing 
and able to pay some 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 community-level health workers. For example, the SCF 
child survival project in Mbalachanda has 20 female 
supervisor/trainers to work with 120 community health workers. 
Such a high supervisor to worker ratio would be advantageous but 
perhaps not affordable nationally. The project will support the 
study of innovative projects like those in Liwonde and Salima 
ADDs and iN Mbalachanda (SCF) to identify workable approaches 
which the Government can afford to implement nationally. The 
project will seek to determine the optimal health worker to 
volunteer ratio which will result in ad-guate community 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 
component. The experience of Liwore 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 ccoponent 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 regular 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 cr no disposable
 
income which can be spent on improving diets (quantity or 
quality) or other activities which might improve health 
awareness practices (e.g. purchasing a radio). The design of 
the HEJ and service delivery components of PHICS take this 
condition into accunt. For example, health and nutrition 
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messages will emphasize ways to increase the effective use of 
the family's limited income or ways to improve health-related 
habits at no additional cost. In addition, nuch 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 serv. ces will be provided, more 
accessible than before. With ORT, chloroquine and simple
curative care available in the community, the need to travel to 
health centers will be reduced. 'ihis 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 ommon in the lives of the rural 
population, especially among women.
 

C. Administrative Analysis 

The PHICS project is designed to help fill critical gaps
in donor support to the GC4M for child survival. One of the most 
critical needs is for a general strengthening of the MDH service 
delivery infrastructure. In 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 objectives 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 health and child 
survival services. Attainment of this objective is fundamental 
to the institutionalization and sustainability of child health 
services. As a result of this support, the MD)H 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 Governmnt of Malawi working through the MDH 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: MDH 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 imp2-ntation in the MOH, 
such as the over-centralization of decision-making, inadequate 
management skills, excess "red tape", insufficient staff, 
ccmplex organizational structures, and inadeauate pay and career 
inrrntives. 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 managment
controls over staff, money, capital and materials. 

Both the HRID project and the PHICS project are designed
to help strengthen MH implementation capacity and in so doing
address needs identified in the National Health Plan. The HRID 
project will assist the *MH and other critical development
ministries to strengthen overall management capacity. Based on 
needs identified in MDH 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, 
Environmental Health, and Health Education Units; the 
implementation of a large scale service deAvery 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 
Nursing. 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
Imlementation 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 (ENLs) and/or Enrolled 
Cummnity Health Nurses (EaNs). The project will play an 
important role in supporting the health education cmonent of 
the G04 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 MDH Planning 
Section. The position will be filled by a senior-level manager 
with considerable government 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 fram 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, Environmental 
Health, HIS, PHC, Ma-, 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 
accxmplished, responsible persons/unit, and deadlines. 

The principal GCM mechanism for project coordination and 
the prcmotion of inter-ministerial coordination will be the 
Project Coordination Ccmmittee. The main purpose of Cummittee 
meetings is to monitor project progress against work plans and 
to identify and resolve implementation probi- ,. The Cammittee 
will be ccmposed of MDH and Mow and USAID representative staff 
with primary responsibility for the implementation of the 
project activities. The Project Coordinator will be responsible 
for arranging Cmittee meetings, preparing agenda, and 
preparing and distributing minutes of meetings. 

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

a. There are an insufficient mmr of trained 
staff at the cmmunity level to deliver services, and an 
insufficient nmbter 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 cummunity-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 MH divisions will 
have responsibility for the implementation of certain project 
activities. The Project Coordination Cmittee mechanism will 
ensure a reasonable level of coordination among the divisions 
involved. In addition, standard MDH procedures for monitoring 
and implementation of donor-supported projects, such as routine 
monthly meetings of division heads chaired by the P.S./MH, will 
be followed for the PHICS project. Of particular inportance 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 MH and the MOW, are 
involved in project implementation. MOW representation on the 
Project Coordination Camittee 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 G1M 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 RIICS. 

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

The Rural Water Section (rWS) in the MOW has the 
responsibility for developing and implementing the gravity-fed 
piped water and sanitation schemes under PHICS. 1S 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 1W. Both of these functions have been 
affected recently by a shortage of project engineers.The i s has 
only two engineers at headquarters and one in the field. These 
two must carry out all designs with assistance from field 
supervisors who hold engineering diplomas frum 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. They 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 somewhat 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 1S soon. To deal with 
the shortage of engineers aver the short-term, funds have been 
budgeted for expatriate technical assistance frum 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 nS efforts to 
recruit, train, prumote 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 MDH over 
the coming eight years or so as anticipated by Malawi's National 
Health Plan. The economic analysis is in the main concerned 
with comparisons of the costs and benefits of the PHICS project 
and with probles confronting such analysis. 

In the past decade, the economy of Malawi has encountered
 
formidable problems, the real rate of economic growth has fallen 
behind the rate of population grcwh. The Government continues 
to confront these difficulties and to respond to them in the 
context of strwmural-adjustment agreements with the IMF and the 
World Bank. Pursuant to this, the Government 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 
some time to came. 
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However, it is important to remark that the implications

for health-sector financing may be less ominous than this 
over-all picture might suggest. For one thing, the health sector 
is seen by the GC 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 econaoic 
growth. Levels of education, health and nutrition in 
Malawi are some of the lowest insub-Saharan Africa. Thus 
the Government places high priority on expanding the 
social sector infrastructure..." 

The fact that the health sector isregarded as an
 
important development sector augers well for public-resource

availability to the sector. In addition, the GCtM 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
 
Governmnt's program seeks to improve the provision of social
 
services including health services.
 

These policies are reflected inthe official projections

of the Government's recurrent budget. For the 1987-1996 period,

the MOH budget isprojected to increase fram 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 MH budget in 
real terms over this period of 6.3%, a significantly faster rate 
of growth than is projected for GDP or for overall Government 
expenditure. 

These facts bear on the issue of sustainability. That is,
 
some 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 inthe post-project years. Inthis
 
way, PHICS may imply same increase in the recurrent-cost burden
 
to be borne by the MH (or by same 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% inthe 5th project year, 50% inthe 6th project
 
year, 75% in the final project year, and 100% inthe 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 MWH recurrent budget in 
these years. Fran this point of view, the burden implied by
PHICS for the MOH recurrent budget isminor - the incremental
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recurrent costs increase from 0.3%of the budget in the 5th year 
to 1.1%when 100%of these costs are assume. For another 

may look at the percent thedimension of this burden, we 
recurrent costs uwing to PHICS will be of incrementsincremental 

over these years. This percentto the MTH reurrent budget 
rises fram 5.2%in the 5th project year to 15.7% in the first 
post-project year when 100% of these cost-.will be assumed.
 
tooked at from this point of view, the burden still does not 
appear ominas. 

Turning to the economic analysis, we may first provide an 
introductory comparison of the costs and benefits of PHICS in 
general 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 accomplished by 
what has became 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, raking these 
findings should be a regular, ongoing observation program 
accmpanying project implementation as an integral part of the 
implementation. PHICS, by incorporating this feature, will 
thereby make an important contribution to project design. 

Particularly for some of the institutin-strngthenng 
couponents of PHICS, it would be fair to identify the whole 
population of Malawi as beneficiaries, indirectly and over the 
longer run. However, for present puposes, 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 cxmprise 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 cunumity-based PHC 
system complementing services delivered by peripheral MDH 
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 term, over the 
20-year benefit period with, say a 12% rate of discount, to make 
the expenditures 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%). 

"hat 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 crucial 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 estirated 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 econmic analysis of health 
program. But, health services and better health are also 
important as "consumers" goods -- indeed, rost woe'd contrMnd 
that this is their major value. Programs such a,-ICS 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 enough, assuming a 12% discount rate, to make 
the outlay of $5.20 worth it. 

Fran 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-only 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 problem 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 cmprehensive delivery system providing health 
services of some 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 ccqponents collectively ccmprise a 
delivery system for health services for which, even in 
principle, a health-service production function might be 
written. Rather, PIICS ocmponents are expected to have their 
favorable impact on health status - as oamplementary 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 economic analysis ex ante project 
implementation beyond that presented above. 
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There will be, however, excellent prospects for learningmuch from the project of importance for the development ofhealth services in Malawi if, as is intended, the implementation
of the project is accctpanied by carefully planned base-line and
follow-up evaluation ofthe performance of the health programs
PHICS seeks to complement. The cost and performance data to becollected in this way will inform really meaningful C-B and C-E
analysis of project performance ex ante its implementation. 

VI. IMPLEMENTATION AND PROCUREMT 

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 summary implementation plan and a discussion
 
of procurement under the project.
 

A. Implementation 

The following is a sumary outline of anticipated
inplementation actions to be taken during the first project

year. Actions scheduled for one quarter may occur in an

adjoining quarter. An illustrative implementation plan for the
entire project will be completed by the end of the first year,and detailed work plans will be developed on an annual basis. 

. First Quarter: Anticipated implementation actions
will include: (1) the posting of key project staff includingthe MOH Project Coordinator and Acxcuntant, and USAID Project
Manager; (2) the convening of Project Coordination Cammittee 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 theimplications of the June 1989 MH Comprehensive 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 theservice delivery ccgponent in the first district (Dedza) and the
initial piped water schemes; and (9) the ordering of commodites. 
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2. Second Quarter: Inplementation actions will 
include: (1) the arrival of long-term technical advisors; (2) 
the finalization of procedures and proosal selection criteria 
for the child survival research program and the dissemination of 
the research program annrKxir n and request for proposals; (3) 
the design and initiation of priority operations research 
studies and baseline, knowledge, Attitude and Practice (KAP) and 
cost recovery surveys; (4) the c.mmenoemet 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 ?9JH service 
delivery staff. 

3. Thirl Quarter: 

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

4. Fourth Quarter: 

Inplementation actions will include: (1) the monitoring 
of the servie delivery ccponent 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 inplement-ation workshops 
in additional districts; - .m.ment(5) planning for the 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 prorenent of 
project cummodities will rest with the Principal Secretary of 
the Ministry of Health for all project ccaponents except the 
rural piped water systems component. The Principal Secretary of 
the Ministry of Works will have overall implementation 
responsibility for the rural piped water systems ccmponent of 
the project. The Principal Secretaries will have the 
responsibility for authorizing the expenditure of project funds, 
for approving and signing Project Implementation Orders, Project 
Inplementation 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 obligating 
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 
commercial 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. Purchasinq 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 system 
component of the project will be purchased by the Ministry of 
Works by international tender under A.I.D. HB J1 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 components 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 component involved will also be responsible 
for executing memorandums of understanding with the Ministry of 
Agriculture's Extension Aids Branch and the Government Printing 
Office, or for executing contracts for production services with 
private sector entities, for the production of the film and 
training macerials to be financed under the information, 
education, cummunication 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 ccuponent of this project 
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and in order to ure that goods are pzrdased at the most 
advantageois prices, the majority of the other equipment 
financed by the project will be purchased by a professional 
proirmenu t services agent (PSA) under an indefinite quantity 
contract with RMSO/ESA. In order to maxlmize MH involvmnt 
in and control over the proma ment process, work orders issued 
to the PSA will specify that the PSA is to report directly to 
the ?aS unit concerned with the particular procurement cmcnent. 



72
 

3. Equipment List: The following list is organized by 
project cxmponent or by MOH Section, as appropriate. 

Item 	 Budget Prob S/O Proc entity 

1. 	 Information, Education and Cmmnications 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. 	Micropones 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. 35rm camern 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 VW{S recorders 4 $2,000 Japan PSA 
q. Video monitors 4 $2,800 Japan PSA 
r. Personal computers 2 $20,000 U.S. PSA 

w/software for printing & 
Grapics Dept. 

s. Typesetting machines 1 $4,000 U.S. PSA 
t. Camera, tucides 1 $4,000 U.S. PSA 
u. Offset printing press 1 $5,000 U.S. PSA 
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 Film $150,000 local MDH 

and information materials 
Subtotal $390,850 

2. 	Research Unit: 
a. 	Personal computer, 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 Japan USAID
 

4. 	 Health Information Systems Section: 
a. 	Personajl cmmter system 9 $9),000 U.S. PSA 
b. 	Modems and pone Links $10,000 local MOH
 

for 	data processing equipment 
c. 8 passenger 4x4 	 1 $16,000 Japan USAID
 

utility vehicle for epidemiology unit 
d. 	8 function calculators 90 $1,000 U.S. PSA
 
e. 	Scientific calculators 10 $1,000 U.S. PSA
 
f. 	 Furniture for hospital $10,000 Local MDH 

docmnnt centers 
Subtotal 	 $208,000
 

4. 	 Service Delivery Section: 
a. 	Building materials $150,000 local MOH 
b. 	Primary health care kits 4,000 $100,000 Various. UNICEF
 
c. 	Motorscooters 30 $S0,000 Japan USAID
 
d. 	Bicycles 300 $35,000 U.S. PSA
 
e. 	Training book production 20,000 $35,000 local MOH
 

2000 copies of 10 booklets 
Subtotal $370,000 

5. 	 Sanitation and dygiene Education Section: 
a. 	7 Ton truck 1 $30,000 Japan USAID 
b. 	9 passenger 4x4 1 $20,000 Japan USAID 

utility vehicle 
c. 	 Compact pick-up trucks 10 $120,000 Japan USAID 
d. 	125 CC motorcycles 50 $75,000 Japan USAID 

(trail bikes) 
e. 	Bicycles 250 $37,500 U.S. PSA
 
f. Wheelbarrows, hammers, $30,000 Local MH
 

trowels, shovels, other tools
 
g. 	House building materials $100,000 Local/U.S. MDH/PSA
 
h. 	San plat latrine materials $122,000 Local Ma
 
i. Wash slab building materials $250,000 local MOH 
Subtotal $784,500 

6. 	 Ministry of Works Water Programs Caqvnt: 
a. 	Towing tractor w/ water tank 1 $10,000 U.S. PSA 

and general utility trailer
 
b. 	 7 Ton pipe carrying truck 2 $60,000 Japan USAID 
c. 	 7 Ton dropside tncks 3 $90,000 Japan USAID 
d. 	7 Ton tipper truck 1 $30,000 Japan USAID 
e. 	9 passenger 4x4 1 $20,000 Japan USAID
 

utility vehicle 
2. 	 Compact pick-up trucks 4 $48,000 Japan USID 
q. 	 125 cc motorcycles 8 $16,000 Japan USAID 
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h. bicycles 30 $4,500 U.S. PSA 
i. 1/4 CU yd ccrete mixers 6 $80,000 U.S. PSA 
j. Poker vibrators 6 $40,000 U.S. PSA 
k. Portable rock drills 2 $5,000 U.S. PSA 
1. other tools and equipment $100,000 U.S. PSA 

(welding Machines, pressure testers, water pumps, etc.) 
m. Water field test kits 3 $11,000 U.S. MOH 
n. Refrigerators 3 $3,000 U.S. PSA 
o. PWC pipe, reinforcing rods, $3,000,000 Local mow 

cement 
Subtotal $3,517,500 

7. Project Management: 
a. Personal cxmpater for PSC 1 110,000 U.S. USAID 
b. 5 passenger 4x4 1 $15,000 Japan USAID 

utility vehicle 
c. Office supplies $5,000 U.S. USAID 
Subtotal $30 000 

IOTAL $5,346,850 

Contingency: 801,150 

T[TAL COMMODITY LINE ITEM BUDGEt: 6,148 000 
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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 guidelines 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 REESO/ESA Regional Osmmodity 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 fran the U.S. at reasonable cost (for example, cement,
 
PVC pipe, building materials, etc.) have been designated for 
purchase 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. procurment whenever 
practicable. The 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 IM 
representative will review with appropriate Ministry of Health 
representatives the above listed requirements for data 
processing equipment within six months of project authorization. 

6. Commodity Marking: commodities 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 MH and the MOW for marking 
ccmmodities purchased locally as well as for marking the 
vehicles purchased by A.I.D. for the project. 

7. Procurement Schedule: The most time-critical 
procuremnt to be urdertaken by the project will be the 
procurement of the materials for the corstruction of the wash 
slabs and san plat latrines by the MH under the sanitation and 
hygiene ccaqpent and the procurement of the PVC pipe, 
reinforcing rods, and cement under the MOW water works 
cmponent. 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 
plan and execute the purchases of cement, rebar, tools and other 
supplies well in advance of planned construction projects. The 
M0H Project Coordinator will complete a time-phased procurement 
plan withi-3 8 months of project authorization. Assistance in 
ccpleting this plan will be requested of the REDSO/RCMD. 

8. Gray Amendment: The HRID contractor will play a 
central role in the procurement of project-financed technical 
assistance and training from individuals and organizations in 
the U.S. In addition, a procurement services agent (PSA) 
working under an IQC from RE[SO/ESA will play a central role in 
the procurement of project-financed U.S. xumodities. 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 wcmen-cvned firms, historically black colleges and 
universities, and minority-controlled PVOs. In connection with 
its routine monitoring of Gray Amendment compliance, 
USAID/Malawi will track contractor performance. 

VII. PRIJECT MONITORING AND EVAUJATION 

A. Monitoring 

Monitoring is that aspect of a project which enables 
implementors to track the project's activities and progress 
toward meeting objectives, 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 hea-Ith, water, and sanitation 
service delivery approaches, and the acquisition and 
interpretation of information needed to guide policies, 
strategies and programs. 

The pfHICS 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 (MDH 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. 	 Wat are the foreseeable bottlenecks? What has been 
learned aboit addressing such problems? 

4. 	 What new actions need to b. taken? Wat are the 
next steps?
 

The quarterly progress report for 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 mceyting established 
targets. 

The Project Coordination Camitteu will also play a 
central role in project monitoring. 'he Cmttee will be 
supported by the MOH Project Coordinator and membership will 
include representatives from the MU, and USAID representative 
MOW and the MDF. The Committee will meet regularly to discuss 
progress reports, identify and resolve problem, 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 info.-mation on which to monitor and evaluate 
PHICS will be generated from a number of sources. The MOH 
Health Information System (HIS), including the twelve-site 
sentinel surveillance system, compiles clinic-based data on 
childhood mortality and morbidity nationally and L-y district, 
and on malaria and diarrhea treatment practices at the twelve 
sentinel surveillance site areas. With the stanlard 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 fran the sentinel 
surveillance system will be used as a more direct measure of the 
impact of national-level health communications efforts on 
malaria and diarrhea treatment practices. At the project's 
coimencement, 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 women and children. 
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The Rural Water Section (RWS) of the MW collects 
information on individual water schemes and receives monitoring
and maintenane reports from the field. Information generated 
by the RS will be incorporated into the PHICS monitoring system 
primarily through the Project Coordination Cmittee and 
quarterly reports.
 

In sum, program monitoring will be realized through 
special studies and surveys, the MHF's HIS system, and the MOW's 
I S information system. Special surveys and studies will focus 
on information requirements outside of the HIS and RI 
information system. In this way each system should ccuplement 
the other. 

B. Evaluation and Technical Assessments 

PHII project evaluations will assess whether planned 
targets are being met and what impact the project is having on 
health in Malawi. The evaluations will also examine the 
validity of key project assunptions 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, and utilization of inputs and production of 
outputs and overall progress in achieving project objectives. 
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 assents 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 inpacts. 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 ooncern here is the 
adequacy of the project's managenent and financial arrangements. 
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The project will be evaluated on an annual basis for the 
first three years by twchnical assess tean cpsed of 
representatives from the GOM, A.I.D./W or REDSO/ESA, and 
USAID/Malawi. Mid-term (July 1993) and end-of-project 
evaluations (January 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 GC14 and A.I.D. as part of the HIICS 
project's inplementation 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-huse documentation related to 
project proaxemnt, 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, 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.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 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
 
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 fl.nancial expenditures, anticipated implementation
 
problems, outstanding actions, and a tinte 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 ..e
 
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 to establish
 
an evaluation ?rogram as part of the project. Except as the
 
Parties may otherwise agree in writing, the program will include
 
during the imrlementation 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 nd MOWS Technical Assistance and Training 

MINISTRY/UNIT 

1. MON/Planning 

2. NONPlanning 

3. NON/Planning 

4. NOH/Envrommntal 
Health Section 

5. MOS/RS 

Needs Identified by PHICS for Possible HRID Support
 

TA/TRAINING POSITION 

OPEX Senior Planner (1) 

PhD Senior Planner (1) 

MPh Planning Officer (1) 

M.Sc. (Environmental Senior Staff (1)
Health) 

Regional Study Tours Senior Staff (18) 

.DEDC Courses Regional Staff (3) 


CEFIGRE Courses Senior Staff (3) 


M.Sc Sanitary Engineering Engineers (2) 


B.Sc Civil Engineering Engineers (2) 


Diploma: Evaluation Senior Staff (1) 

Methods
 

Regional Study Tours Engineers/ 
Supervisors (9)


Management Courses on Senior Staff (2) 
.WS and S 

Conferences/Seminars Senior Staff (2) 

MOH/M01S Total 

DURATION COST $000 

(Months) 

48 400 

36 75 

24 50 

12 35 

.75 12 

1.5 9 

1 16 

597 

12 so 

36 125 

12 11 

.25 36 

1.5 53 

.25 24 

299 

896 



TABLE 2 

INCREASES IN RECURENT COSTS ASSWEO BY 	 MON (K) 

PHICS Project Component Project Year / Calendar Year 
5/1992/93 6/1993/94 7/1994/95 8/1995/96 

IEC 46.50 96,000 148.50 192,000 

oteIH ESP 41,060 82.160 123,240 1b4,320 

Research. Eval, 
Services * 

Plan, 
135,750 271,500 407,250 542,975 

.223,330 449,660 678,990 899,29b 

Row A 	S Incremental 
RcvrrentCost of 0.4% 0. 1.1 1.31 
MON racurrent 
Budget
 

Incremenntal
Recurrent Budget K 3.Sin K 4.0a K 4.O. K 4.5. 

am B S Incr tal 
Recurrent Cost of
 
MON Incremental 
Recurrent Budget 6.4% 11.31 
 17.01 21i.OS 

Projected MON Recurrent
 
Budget * 
 K5.4. KSB.5. 162.5m K67.0n 

• 	Research Unit 12,500 
Epidem 53,750 
HIS 20.000 
Plan Unit 8,500 
Service 02i Ivery 41.000 

ODvelypowst Policies (1, p. 188)
 



TRAINING 

K)M UNIT Recipients No. Subject Lc. Degree Mos. 

fftice of the 
Controller of 
Preventive 
Health Services 

Sr. Health Ed. Officers 
Sr. Health Z . Officers 
Regional/Dist. HE Officers 
District HE Officers 
District HE Officers 

2 
2 
6 

12 
24 

Health Education 
Health Education 
Health Education 
Health Education 
Health Education 
CS Workshops/ 

US 
Reg. 
Reg/local 
Reg./local 
Local 

NA 
MA 
BA 
Diploma 
Certif. 

24 
24 
48 
24 

6 

Epidemiologist 
Epi emiologist 
Public Health 

1 
1 

45 

Courses/Conference 
Epidemiology 
Epidemiology 
Epidemiology 

Off-shore 
U.S. 
U.S. 
Local 

Ph D 
MA 
Diploma 

48 
24 
24 

Nurses. Senior Health 
Inspectors 
Field-Level health 
Personnel 
District Health Personnel 

360 Epidemiology 

Epidemiology 
(Orient.) 

(Introo.) 

local 

lcal 

0.1 

Senior HIS staff 
Regional and district 
rna, th !Ld0T 

2 Data Analysis 
Data collection 

fllu dlla1lysis 

Region 
local 

1.2 
0.1 

MOH staff TBD CS conferences Off-shore N/A TBD 
and seminars 

HSAs 
Comunity Health Workers 

300 
TBD 

CS 
CS 

services 
services 

local 
local 

3 
TGO 

Trainers (MOH, MOWS. CS) 15 Training of 
Trainers 

local 0.5 

VHC members 

Women and Tap Comns 

New HSAs 

420 

420 

250 

w/s on Water, San. 
and Hygiene 
w/s on.Water San. 
end Hygiene 
w/s on Water, Sn. 

local 

local 

local 

0.25 

0.25 

0.25 

HAs, HSAs, HAs 320 
and Hygiene 
Refresher w/s 
water etc. 

on local 0.25 

HSAs 
Supervisors A Trainers 
Supervisors 

250 
30 
10 

u/s on san plat. 
w/s on san-plat. 
w/s on Hygiene, 
Ed.. & San 

local 
local 
local 

0.25 
0.25 
0.2F 



TRAINING 
MON Reciplents No. Subject Loc. Degree Mos. 

Office of the 
Controller of 
Health Technical 
Support Services 
Research Unit (RU) 

Documentation officer 1 Library Science US MA 24 
Health Staff 180 Research Local 0.1 
(all levels) Orientation v/s 

Plonning Unit Planning Officer 2 Microcomputer and US 1.5 

Accountant, Procurement 4 
Planning
AID Orientation Region 0.5 

Officer & 2 admin. and Procedures 
officers 

7 P-41t qM-n-nt U.S. 1.5 



MINISTRY OF MORKS: TRAINING FUNDED BY PHICS PROJECT
 

NOW UNIT 


Rural Water
Supply 

Subject 


Technical Refresher 

Supervisors Workshop 

Senior Staff Workshop 


Supervisor Technical Course 

New Operator 


Systems Operator Repair 


Local Projects visits 

Training of Trainers 


Joint Field Training 

No. 


105 


15 

lU 

12 

20 

400 


200 


12 


18 

TRAINING
 
L0c. 


local 


local 

local 


local 

local 


local 

local 


local 

MOH MOSC 

local 

Degree Mos. 

Refresher 0.25 

Workshop 0.25 
Workshop 0.25 

Technical course 7.5 

Technical course 1 

Orientation 0.25 

Orientation 0.03 

Joint Training at 

Field Training 



TABLE 3b. MINISTRY OF HEALTH: NEW POSITIONS AND TECHNICAL ASSISTANCE FUNDED BY PHICS PROJELT
 

NOH Unit 

Office of the 
Controller of 
Preventive 
Health Services 


NEW POSITIONS 

HOH Position 

Senior Health Education Officer 
(HQ)

Regional Health Ed. Officer 

District Health Ed. Officers 


Principal Epidemiologist 
Epidemiologist
Ptagional Surveillance Officers 

HIS Statistical Clerks 
(central hospitals) 

Malaria/Co Program Mamager 

HSAs 

HealthEnrolled Community 
Nurses (ECHNs)
 

Public Health Nurses (PHNs) 

Sr. Environmental Health (HESP) 

Staff (HQ)
 
Regional HESP Coordinators 


Supervisors 


HAs 


HSAs 

No. 

4
 

3 

24
 

1 

1 

3
 

6 


I
 

300 


30
 

6
 

1
 

3
 

10.
 

50
 

250
 

TECHNICAL ASSISTANCE
 
Title/Purpose mos. 

S-T IEC 22
 

L-T Epidemiology (PEX) 60
 
L-T Public Health Advisor 24
 

S-T Computer specialist (HQ) 2
 

S-T Computer specialist
 
(central hospitals) 4
 

S-T Documentation Expert 4
 

S-T MCH/CS servicE 3
 
delivery (ex: logistics)
 
S-T T.A. to develop HSA
 
job descriptions and
 
HSA/communi ty worker
trai ning programs 



MON Unit 
NEW POSITIONS 

MON Position No. 
TECHNICAL 

Title/Purpose 
ASSISTANCE 

Mos. 

Controller of Assistant Documentation 
HealIth 
Technical 
Support Services 
Research Unit 
(RU) 

Officer 1 

S-T Documentation Expert
(librarian/computer expert)
S-T TA . to support research 

12 

6 

Planning Unit PHICS Project Coordinator 
PHICS Accountant 

1 
1 



TABLE 4: SUWMARY COST ESTIMATES MD 
FINANCIAL PLAN 
(US $0O0) 

SOURCE AID AID TOTAL G0N CONN. CONT.* PROJECT TOTAL 
FX LC - t LC 

1. Technical Assistance 
a. 
b. 

Long Term 
Short Term 

1,461 
879 

-
-

1.461 
879 

1,461 
879 

Sub-Total 2,340 - 2,340 2,340 

2. Training 
a. 
b. 

Off-Shore 
Local 

793 
-

-
1,166 

793 
1,166 

-
380 

-
-

793 
1,546 

Sub-Total 793 1,166 1,959 380 - 2,339 

3. Commodities 3,498 2.650 6,148 - - 6,148 

4. Operating Expenses - 3,491 3,491 947 1,173 5,611 

b. Evaluation and Audits 340 - 340 - - 340 

Total b,971 7,307 14,27k% 1,327 1,173 16,778 

b. Contingencies (5%) 353 369 722 - - 722 

Grand Total 7.324 7,67b 15,000 1,327 1,173 

* Community Contribution 



----------------------------------------------------------------------------------------------------------

TABLE 5: AID COST ESTIMATES
 

(US S1 NUu) 

MEA TOTAL
HIS RidS HESP CS
IEC RU EU 


1. Technical Assistance 

a. 
b. 

Long-Term 
Short-Tern 

-
330 

-
27I) 

840 
-

-
1. 

381 
4 

-
- 4b 

240 
-

1,461 
879 

330 27U 840 lbU 4b5 - 45 b6O 2,340 
2. Training 

a. Offshore 177 54 332 30 - - 105 95 793 

b. Local 38 16 422 14 31 297 - -- 1,1bb 

63 7 7b4 44 31 297 105 95 1,959 

3. Comodities 594 6U 120 147 3,584 981 617 45 b,148 

4. Operating Expenses 318 702 97 130 1,U19 572 599 54 3,491 

6. Evaluation and Audits - - - - - 340 340 

Sub-Total 1,806 1,19Z 1,811 471 Z,099 1,850 1,366 774 14,278 

o. Contingency (b%) 91 bbi 91 25 256 94 69 ___ 722 

Total 1,89b 1,lb8 1,90 49b 5,355 1,944 1,435 814 

IEC - Information. Education, Communication 	 RWS - Rural .water Supply Section (MOW) 
HESP - Hygiene, Education and Sanitation PromotionKU - Research Unit 

LU - Epidemiology Unit CS - Child Survival 
nIs - heattn inrunaation Sys eu LM - Pruject mandgemelt, Lvaluation and Audics 



TABLE 6: PROJECTION OF EXPENDITURES BY
 
U.S. GOVERNMENT FISCAL YEAR 

(US$000) 

SOURCE USAID CONTRIBUTION GOM CONTRIBUTION-------


MOH MOW TOTAL . MOH NOW CO4MUNITY TOTAL 

1989 1,336 1,197- 2,533 0 69 35 104 

1990 2,891 1,114 4,005 0 88 195 283 

1991 1,748 921 2,669 0 94 195 289 

1992 1,164 668 1,332 30 86 195 311 

1993 1,038 651 1,689 102 55 195 352 

1994 898 454 1,352 240 52 195 487
 

1995 566 354 920 471 40 163 674
 

TOTAL 9,641 5,359 15,000 843 484 1,173 2,500
 

0194D
 



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

I. IST YEAR OF PHICS
 

1. 	Child spacing KAP 

2. 	Reasons for child spacing dropouts
 

3. 	AIDS knowledge and sexual practices study
 

4. Formative research on child burvival/MCH/interventions for HEU 

5. TBA survey to determine number, traditional practices and
 
potential roles incommunity
 

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

7. 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). 

II. LONG TERM TOPICS
 

1. 	 health care finance 

Z. 	health services utilization and expenditure
 

,. 	 Listenership patterns, diffusion of information, and health 
educator KAP 

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

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

research. 
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ANNEX A.l
 

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
 

As pointed out in Lhe National Health Plal, a lack of health-based
age. 

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 lev.ls of prevention and
 

early 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 140H'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 communication
 
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 w~rkshops 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 Mherever 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.
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All 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 incremental 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 3 way of promoting greater participation in 
health programs, the subject maust be approached cautiously because of the 
possibility of exceeding the MOH's service delivery capacity. Efforts to 
increase demand must be synchr,)nized carefully with expansion of services. 

The sections that follow i€ill deal with: (1) the present state of 
IEC activity in the health sector, particularly the functioning of the 
f1OH's Health Education Unit; (2)an analysis of Malawi's communication 
channels and an examination of factors which constrain more effective
 
utilization; and (3)recoinenditions 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 r1inistry 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 health 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 problems;
 

(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 produ(e and distribute
 
appropriate health information and e(iucation materials to 
reach target groups, especially at r sk families;
 

(f) 	 Lack of sufficient knowledge about sticial, cultural, economic, 
behavioral, environmental and service rel,-ited aspects of these
 
priority problems; 

(g) 	 Absence of an effective mechanism to coordinat. the efforts 
being made by different sectors and .*rganizatibns to inform 
and educate the people on health;
 

(h) 	Absence of an effective managerial s.,sten, 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 if 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 Rur&l Water, 

Sanitation and Hygiene Education component of tho Project Paper. 

The first constraint, absence of a health e lucation policy was 
removed in January 1988 with the approval of a policy statement by the
 

Office of the President and Cabinet (Memorandum 11o. 7563/B/175). The
 
Health Education Policy is: 

To create public awareness, facilitat, community involvement
 
and participation, and promote activi ies whi(h 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 s,,ek help when needed.
 

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

The Health Education Unit is a component ol Prevent',ve Health
 

Services within the Ministry of Health. It presently ha; a professional 
staff 	of 16 and a support staff of 11. The protessional staff are:
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Acting Senior Health Edu(ation Officer
 
Radio Production Officer (2)
 
Materials Production Offcer
 
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 1:he HEALTHCOI, 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 F'amily 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
 

now in service due to
the HEU operated mobile cinema vans, but none are 

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 lIEU 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 HIEALTHCOM 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
 
to promote and
Self-Help Rural Water Supply Program. Its purpose is 


teach hygiene and sanitation practices to increase the health benefits
 

derived from improved water supplies. Field work is done by Health
 



A5
 

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 Lo 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 proposed 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 anJ hygiene education for HSA
 
and village PHC committees as part )f shallow well projects.
 

(b) 	UNICEF--EPI/14CH 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.
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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.
 

Health Project 1988-1993(d) World Bank--Second Family 

Printing of IEC and training materials developed for MHC 

program. Printing of IEC materials for child spacing 

program. Implementation by the Department of Informatio"i
 

Mass media for child spacing messages (newspapers,
OPC: 

poster boards, radio programs, films.) Overseas IEC training
 

for Department of Information staff.
 

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


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
 
(Ithas been agreed with
communication of health messages. 


the donor that th( PHICS Project will incorporate these
 

activities. ) 

While some areas of corr'espondence exist, steps will be taken in
 
no significant


design of te PHICS Project :o insure that there will be 


overlap with the programs of other donors. 

Health Education Activities
B. Other Institutional 

The Malawi Broadcasting Corporation (MBC), linked to government
 

through the Office of the President and Cabinet (OPC), broadcasts
 
some produced in
health-related radio programs on a regular basis, 


produced entirely by MBC. Healthcooperation with the HEU and others 
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 health programs for broadcast by MBC is done inMBC's
 

An MBC producer provides assistance to HEU personnel.
Lilongwe studio. 

Both the Acting General Manager of MBC in Blantyre and the manager of the 
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Lilongwe studio expressed interest in broadca.ting 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 i.iobile cinema vans in rural
 

Health messages are sometimes a part of these presentations. The
 areas. 

Extension Aids Branch also has produced 16mm Films for the Ministry of 

Increased use of EAB for contract production of educational
Health. 

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 througi the OPC. Increased
 

cooperdtion with the Department of Informatiol 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
 
a forum for health education should be
educators. The use of schools as 

greatly expanded. 

firms in the country hav- sponsored health-relatedSome industrial 
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
 
messagesdramatically increasing the impact of health education 

to have in place athroughout the country. Malawi is fortunate 
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. Pl'ans 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
 

tne network carries only the national program originating
each station in 

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 adverti-ing (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, ME:, is potentially the most cost effective
 

means of health message delivery available to the MOH.
 

The major constraint t( the full exploitation of radio is a shortage
 
areas.
of radio receivers, particularly in rural Estimates of radio
 

MBC estimates 1.6 million receivers, while
ownership vary considerably. 

Graphics-Lintas, an advertis ing agency in Blantyre, estimates the total
 

to be between 2.5 and 3 million.
 

A study by the Extensi( n Aids Branch found that radio ownership
 

averages about 15%. However, this does not reveal how many people may
 

nor does it take into account how many of these
actually be listening, 

Another study reported the ownership
radios are in working condi .ion. 


figure at 25%, but points out that an estimated 75% of these radios
 

belong to civil servants ani tradespeople. Other surveys indicate a
 

1% to 7%. There is also concern as to therural listenership of only 
target for health messages, exerciseextent to which rural women a prime 

influence over listening pa terns. 

A major reason for the scarcity of radios is the high cost of
 

lalawi. Imported radios cost a minimum ofreceivers and batteries in 
hundred Kwacha, mor, than the annual wage of many Malawians.
several 


Radios are manufactured locilly in Lilongwe and Blantyre, but are 
still
 

priced beyond the reach of miany. 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,
 
each year, approximately one
18-20 thousand radios are b)ught in Malawi 


radio per 380 people. (Est;mated by Mr. Sidik, Managing Director of
 

Sorex.) 

Most radios in Malawi require four D-size batteries which cost an 
The cost for a new set of batteries is
 average of MK 1.89 each. 


approximately US$3.06. Average battery life is about four months when
 

the radio is used at normal listening levels five hours daily. Thus
 
areas (where batteries must be
battery costs f r most radios in rural 


used because commercial power is not available) would be more than 
US$ 12
 

For this reason, many radios are probably in operation only
annually. 

during the time of year immediately following harvest when income has
 

been generated by the sale of agricultural products. 

it
If the potential of r dio for health education is to be realized, 


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.,l national periodicals in addition to 
for delivering health newspapers, the usefulness of the print media 

messages to rural areas is severely constrained by restricted circulation 
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and low 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) aFd Quest (5,000). (Ali
 
estimates by Mr. Stan Littlet-on, 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 mie~rTals 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%. 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 itmust 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
 
availdble 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 HEU with conceptualization, design
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particularly in thephotographic materials,and production of graphic and 

early stages of the project when HEU capabilities 
are being expanded.
 

also advise and assist with solicitation of 
Graphics-Lintas can Therecovery.

advertising and underwriting support as a means of cost 
year and is highly respected
 

agency bills approximately MK 2.2 million 
a 


a branch office in Lilongwe. The

There is
for the quality of its wor<. 


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
 
Mass media systems
 

important to health education at the 
local level. 


but the effects are greatly multiplied
 alone can accomplish a grtat deal, 
 The greatest constraints
 
when combined with face-t(-face comnunication. 


are a lack of field persoinel and lack of knowledge about the operation
 
and how these systems
 

of interpersonal systems n various parts of Malawi 
A
 

may interact with mass media and other 
information delivery system. 


proposal to study these qjestions is part of the 
PHICS Project.
 

A number of other channels for dissemination 
of health messages
 

They in,:lude signs on buses, bus placards, 
tape


exist in Malawi. 

messages played on buses, messages printed 

on plastic bags and match
 

boxes, calendars, posters, pamphlets and 
messages printed on product
 

The constraints are a lack of designs
containers, to name only a few. 


for such messages, a lack of facilities 
for producing them and a lack of
 

for placing and delivery. It is recommended that attention
 
.rangements 
 part of a coordinated approach
such delivery systems as
be given to all 

to health education by the HEU. 

A highly detailed plan for the introduction 
of television in Malawi
 

The proposal
 
has been prepared by the ITU under the sponsorship of UNDP. 


is reportedly under consideration at the 
highest levels of government.
 

probably include a major component
 
If the project is implemented, it will 


This will present an opportunity for tile 
for schools broadcasting. 

introduction of video health education 

materials into schools at low
 

in this area closely and be 
should watch developmentsThe HEUcost. in schools using the television 

ready to introduce heal i education under PHICS.and training are to be provided
medium, since video equ ?ment 

III. IEC Project Proposls
 

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
 

The PHICS Project will strengthen the HEU in
 
from concern with AIDS. 

respect to management skills, staffing 

levels, training, production
 
Additional
 

resources, delivery systems and evaluation 
capability. 


be provided to HESP, especially tools 
for presentation of
 

support will The HEU's
 
hygiene/sanitation teaching materials 

at the local level. 
a range


allow much closer support of HESP in 
increased capacity also will 


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 Minis.ry.
 

A long term goal will be to elevate tne status of the HEU to the
 
same administrative level as other major MOH coxi.rents to facilitate
 
direct horizontal communication so that HEU will re 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 40H 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 wili
 
implement some training and technical assistance recommendations.
 

Sometimes 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 lcd 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
 
produccrs and technicians is very long. This would delay the
 
production of such materials by the HEU for an unacceptable
 
length of time. 

http:Minis.ry
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Existing facilities such as EAB and 
MBC nave had more than 20
 

(3) 

years of experience with development education and have 

for dealing with logistics and maintenance 
developed systems duplicate.
that would b very difficult and costly to 

more responsive
Strengtheninu existing facilities to make them 

of(4) 
needs will also benefit the educational programs 

to HEU's 
others who use their services.
those agencies and 

and EAB be given some basic 
It is therefore re,:ommended that MBC 

The HEU,
 
equipment to increase tieir capacity 

to service the MOH. 


however, should train a cinema 
writer/producer to work closely 

with EAB
 

to act as a liaison person for the 
are b-iing made and

when health films 
efficient working relationship with 

an
establishment and maintnance of 

A similar liaison person also should be identified and 
that agency. for contractingprovided

with MB. Project funds will be 
trained to work 
work to outside agencies.
 

to produce video materials with 
The HEU will be equipped and trained 

be developed to allow the unit 
to
 

the hope that sufficient expertise 
will 


become a center for quality video 
production, perhaps with capacity 

to
 

Facilities and training for the 
production of a
 

serve other agencies. 

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
 

Mr. Stan Morrow, a representative
 
electronic and audio-visual equipment. 


of the Association of Canadian 
Community Colleges who is teaching at the
 

stated that it would be
 
Polytechnic and directs ACCC programs 

in Malawi, 


possible to train HEU technicians 
at the Polytechnic at no charge 

under
 

ACCC auspices.
 

is interested in providing training at 
Chancellor Colleje in Zomba soon beginThe institution will 


the M.A., B.Sc. and c~rtificate 
levels. 


master's degree protiram in audio-visual education, which, a faculty
 
a The
 
spokesman said, could be modified 

to include students from the HEU. 


Educational Media and Technology 
faculty can also offer a range of
 

The department is well staffed and
 
specialized technical short courses. a video production

production facilities, including
has good audio-visual 
complex.
 

in Doasi, is a well-equipped
Institute of EducationThe Malawi personnel in 

can offer instruction to HEU 
printing facility which 
printing and graphics. The Institute also would be able 

to print some
 

HEU health materials while the 
unit's print/graphics facilities 

are being
 

The Lilongwe School of Health Sciences will also be 
a training
 

upgraded. 

site for HEU personnel.
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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 bc 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)helping 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 inyears 5, 6 and 7).
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Year 2 -- 5 new positions
 
Year 3 -- 10 new positions
 
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
 

(MOH assumes 25% per year of operating costs inyears 5, 6 and
 

7).
 

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 assimbs 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 health education. The immediate need 

is to create systems to facilitate the increased output, delivery and
 
Initial
evaluation of high quality materials on a timely basis. 


be media-general rather than health-specific,
management inputs will 

Content guidance
particularly during the early years of the project. 


The HEU will
will come from health specialists within the Ministry. 
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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/health 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. 

kIV
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should be drafted by the technical advisorA detailed plan of work 
taking into account the needs and priorities expressed by 

HEU and MOH
 

Early attention should be g'!ven to the identificationsenior officers. 

of promising candidates for newly created positions and for training.
 

training should be identified firstCandidates for long-term external 
whenever possi bl e. 

Another important activity early in the implementation phase 
of the
 

project will be coordination with other donors to brief them on USAID
 
Because of
 

plans and invite participation in areas not covered by PHICS. 


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 

health workers as well as a tool torecognition and support for local 
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
 

Radio can reward the HSAs and increase their status by
activities. 
 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.
 

calling attention to their value and importance in the community. 


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 long 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
 

Its purpose would be to increase dramatically
attitude toward health. 

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
 

This will be achieved through an extensive mass media
 of their families. 

campaign using radio, posters, booklets, placards and recorded 

messages
 

available interpersonal techniques includingon busses along with all 
music, drama and discussion groups. 

The

The campaign should mark a "New Beginning" in health education. 


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,
 

and urban alike, that health activities enjoy the full support of
 
rural 

all development-oriented institutions in the country--political,
 

be spared until
traditional and professional--and that no effort will 


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 ANALYSIS
 

RESEARCH, MONITORING, EVALUATION, PLANNING
 

A. Introduction
 

Inthe last several years, the MOH has begun to make progress 
in
 

developing a capacity in the area of research, monitoring, 
evaluation and
 

The with the
planning of field and operational activities. Ministry, 

support of donors, is in the process of
 financial and technical 

to carry out studies, collect and

developing an institutional capacity 
analyze data, and design policies, strategies and programs 

that improve
 
Special emphasis has
 

the effectiveness and efficiency of its operations. 


been placed and will continue to be placed on the three 
most common
 

diarrheal disease and 
causes of childhood mortality in Malawi, malaria, 

immunizable childhood diseases (especially measles and 
neo-natal 

The activities funded under the Research, Monitoring,tetanus). 

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
 

Diseases (CCCD) Project (1984-88). The
Combatting Communicable Childhood 
effort 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.
 

While recent advances in the Ministry's capacity in 
the research,
 

moaitoring, evaluation and planning fields can be observed, 
it suffers
 

from a lack of resources, both financial and human, to sustain the
 
the current situation.
 progress achieved to date much less improve on 


support is institutional
What the Ministry has requested and AID will 


development of the units and sections in the MOH which 
are directly
 

the
responsible for these four activities, namely the Research Unit, 

Information Systems (HIS)/StatisticsEpidemiology Section, the Health 
primary of assistance will be

Section and the Planning Unit. The forms 
short term), raining (off-shore,

technical assistance (both long and 
internal, in-sev'vice, both degree and non-degree), equipment, and
 

out field activitiesto permit the Ministry to ra;ryfinancial resources 
to guide policy development and strengthen the government's 

ability to
 

deliver priority services to the most vulnerable sectors of the Malawian 

(i.e, children under five and mothers).*population 

10-Year Plan identifies 6 "core" interventions which will
*TThe MH's 

be given special emphasis the plan period (immunization, ORT,
 

malaria treatment, health/nutrition education, child 
spacing, growth
 

monitori ng). 
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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
 
The final
activities included in the project which will be detailed. 


issue 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
 

In the four years of the project, 29 operations research
studies. 

studies were carried out (see list, Attachment A.2.#l). 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 chloroquine 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 strengthen the MOH's capability to carry on this
 

important action-oriented, policy/program-shaping work, particularly
 
The newly formed Research Unit
with the phasing-out of the CCCD Project. 


will play a central role. In the MOH organogram the Research Unit is
 
It was
attached to the Controller of Health Technical Support Services. 


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
 
Moreover,
anti-malarials (e.g. amodiquine and fansidar) was tested. 


research was carried out to determine why pregnant women
behavioral 

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.
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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
 
of the first activitiesproposals being designed and funded. One 

undertaken by the newly formed Research Unit was to bring 	20 health
 

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 if 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 establisned 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
 
The Malawi
abstracts on research being conducted and results found. 


wasEpidemiological Quarterly which published with the help ofte 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). 
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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
 
Thus, in order


the training of MOH personnel or the support of: research. 


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
 

not the mandate of the Research Unit to conduct field studies
that 	it is 

Rather, it will be staffed to help assist researchers;
on its ovin. 


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
 

The support required by the

by the latest feedback from the field. 

Research Unit takes the forin of technical assistance, training,
 

personnel, support of the Research Review Committee, studies,
 

dissemination of findings, equipment and assistance to a research
 

institution.
 

The technical assistance identified as being
Technical Assistance ­
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 	person should be totally conversant
this position.*" 

with operations research techniques and methods and have spent
 

His or her services will be
considerable time in the field. 

required for five years. This will cover the four years his
 

either end.*
counterpart is being trained plus six months on 

soon 	as the local candidate
The OPEX should be recruited as 


for training is identified.
 

is defined as an expatriate expert
* 	 OPEX, or "Operational 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
 
The final six months
framework for the forthcoming training. 


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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This person
need for a documentation expert.
There is also a 

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
 
A total of 15
 as well as disseminate research findings. 


She/he will
months of TA has been requested for this expert. 


work with the Documentation Officer (D.O.) who will be trained
 

under the PHICS project and ensure before leaving the final
 

time that the D.O. is fully capable of operating the system
 

Short-term Technical \ks:istance (TA) ­
to support the research-studiesThe need for short-term TA is 


that will be conducted over the six-year life of the PHICS
 

As stated below, an estimated 8 research projects
Project. 

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
 
The specialists that will
short-tern T.A. have been budgeted. 


be required depend on the nature of the studies to be
 

conducted, but would include experts in such fields as
 

demography and/or economics.
 

Two persons from the Research Unit will receive graduate
Training: 

training off-shore to give it the manpower required to carry-on 

its
 

First is the principal research officer who should receive 
a
 

work. 

PhD in Health Service Research Policy and Administration. 

An OPEX
 

fulfill the functions of a principal research officeradvisor would 
while the Malawian is earning a PhD.
 

The second position is the Documentation Officer who 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 consul tant. 

In addition to the off-shore training, orientation workshops will 
be
 

in order to educate health staff at all levels
required in Malawi 
(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 
held during

workshops of approximately 20 persons each should be 
first three years of the PHICS Project.each of the 

support an Assistant Documentation
Personnel: The project will 

Officer in the monitoringthe DocumentationOfficer who will support 

and help in the preparation of
of proposals, research and reports 
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
 
identified 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;
 

Community-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
 

Some funds will be utilized to contract with appropriate
materials. 

research instittutions 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 the 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 otit 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 oni slower, more costly publishing operations.
 

The hardware andsoftware should be provided during the first year
 

of the project so that the documentation consultant can utilize it
 

and train others in i4.s operation. A CD reader and appropriate 
1 also be funded to give the MOH and 4alawianmedical data bases wi 


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
 
a
(with the Units' assistance) and carry out the studies. There is 


need, therefore, to iJertify local institutions who have, or with
 

support could have, the canability to conduct high quality field and
 
A nu,,ber of options exist including the Center
operations research. 


for Social Research, the Lilongwe School of Health Sciences and
 

private firms. However, whichever institution is chosen, it will
 

require some support in the 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 cost.s of the research component, the recurrent
 

costs attached to the Research Unit are minimal. Components like
 

technical assistance, traning, orientation workshops and equipment are
 
Most of :he recurrent costs will be faced in personnel,
one-time costs. 


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 PHIES 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 itself 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
 
The research insitution,
and disseminate results of quality studies. 


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 out for donors and the government.
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C. Epidemiology Section 

1. Current Status
 

At present the Epidemiology Section which according to the MOH
 

organigram is attached to the Community Health Sciences Unit (CHSU), does
 

not exist. The Epidemiologist assigned to the CCCD Project has served as
 
With the closing of the
 the MOH Epidemiologist for the last four years. 


CCCD Project, it is incumbent upon the MOH to establish and 
staff the
 

Section of the Ministry. There are no epidemiologists in
Epidemiology 
the MOH at present 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 ill facilitate bio-medical studies and 

operations research, carry out epidemiologic training, assist HIS 

efforts, investigate disease outbreaks and support priority child
 
description of the main responsibilitysurvival interventions. A praphic 

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 (long and short-term), training
 

(degree and non-degree, both off-shore and in-country), personnel and
 
transportation.
 

The need for both long and short-term
Technical Assistance 

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 re:;earch, field studies,
 

support priority Child Survival interventions, assist the HIS 

Section (helping supervise senitinel sites, monitoring 
reporting and processing, analysis, forms development),
 

participate in the epidemiology course, further develop course
 

materials and help formulate a short (0month) 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 idvisor is needed for one year to 

help develop and manage the recently designed longer term
 
be given atepidemiology course that has oeen proposed to 

is one of the first attemptsMalawi University*. Since this 
to establish such a course anywhere in Africa and the
 

issues will
developing world, it is expected that numerous 

this reason, ahave to be resolved during the first year. For 
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public health specialist is requested to help in refining the
 

to assist in the initial round of field exercise incourse and 

epidemiology and in training.
 

Specialists in various Child Survival-related
Short-term TA ­
diseases (e.g., measles, malaria, ARI, diarrheal diseases)
 

will be required periodically during the 7-year project to
 
design studies and interpretassist the Epidemiology Section 

be neededdata. It is estimated that three months of TA will 
of 18 months over the life of the project.each 	year, a total 

Training Two Malawian professionals will be trained in epidemiology 
level to leadership of the Epidemiologyat the graduate assume 

Section upon the departure of the OPEX. One epidemiologist will be 
The 	second
trained at the PhiD level which will require four years. 


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 
The 	first is the long-term course
be carried out in Malawi. 


in the field to complete a(probably 24 montvis including 12 mnnths 
nurses and seniorthesis/study) at the University for public health 

health inspectors. It is planned that approximately 45 persons will 

attend this course (see Attachment A.2 # 5 for list of modules). 

cover the room and board of those attending for tileThe 	project will 

first four years. After that, the MOH will gradually assume 

25% per year. Thisresponsibility, at the rate of an additional 
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 

health personnel. This course would be
epidemiology for field-level 

course and meant as anan abbreviated version of the long 
Itwill be held at
introduction to the epidemiologic perspective. 


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
 
The GOM would assume support
students will attend each session. 


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. 

V7A
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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 orientation workshops in all
 
the districts. Twelve districts qill be covered a year, completing
 
the introduction to epidemiologic principals within two years. It
 
is recommended that the short orientation 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
 
exercises. 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
 

3. 	 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.
 

(
 



0. 	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 anid OPO)
 
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. Witn 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 .rsystem 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 rattonalized. 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 axpressed 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 
consultancy will be required over the first three years of the 
PHICS Project. After the initial one month study, the second 
assignment would be tiree months to install the new system and 
train the HIS staff ii its operation. In the third year it is
 
expected that another one month of TA from the same consultant
 
will be required to sipport the new system and address any
 
problems which may have arisen.
 

* 	 A recent recommendation sugjested that the HIS Section be shifted to 

the Planning Unit; this chaige, if carried out, does not affect the
 
section's duties or role.
 

** 	 Stanley Foster "Malawi Afri :a Child Survival Initiative Combatting 
Childhood Communicable Disetses (ACSI-CCCD Supervisory Review)", 
February 8-12, 1988. 
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Computer Specialist (Decentralization): A consultant is 
needed to develop a data processing capability at the three 
main hospitals in the country (Queen Elizabeth Central 
Hospital, Kamuzu Central Hospital and Zomba Hespital). These 
facilities generate approximately a third of trhe in-patient 
data in Malawi. Developing a capacity for each of these 
hospitals to process their own data would relieve the pressure 
on the headquarter's HIS Section. Computers presently being 
used in the HIS Section would be shifted to the hospitals (one
 
PC each). The consultant would be needed to help install the
 
computers and train staff to use them. This would consume
 
about two months during the first and second years of the 
project. During the third and fourth years, two more months 
would be required for each region which would each have a 
computer installed so that they can process the in- and 
out-patient data from the districts in their regions. The 
consultant would also develop a linkage capability with the 
central computer (through modems). A total of one year of TA
 
is required in support of this decentralization effort.
 

Documentation Expert - A consultant is required to assist the 
three main hospitals to design and institutionalize a record
 
keeping system that will facilitate the filing and retrieval
 
of records. Five months of TA will be needed - 2 months to
 
design the system and one month in each hospital to install it.
 

While the HIS has made strides in the processing
HIS Expert ­
of data, there is a need to review what data are collected,
 
comparing it to management needs. UNICEF is currently
 
supporting a revision of forms and the field testing of them.
 
If more assistance is required, the TA funds provided in PHICS
 
support to the Epidemiology Section can be utilized.
 

Training Several types of training are required to strengthen the
 
ability of the HIS staff at central, regional, and district levels 
to analyze and interpret data more effectively. 

Off-shore - Two senior staff from the HIS Section of the MOH
 
will attend a 6-month course on data analysis and
 
interpretation. This will improve the utilization of the data
 
that is currently being collected and processed.
 

In-service - The capability of regional and district staff 
must be upgraded so they can collect quality data and are able 
to analyze and interpret it. This will be an on-going effort 
requiring short (3 day) courses each year in each region. 
There will be an estimated 18 sessions over the 7-year life of 
the project. The MOH will gradually assume financial 
responsibility for tne training (an additional 25% of the cost 
per year over the last three years of the project).
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Personnel Six additional data clerks are required by the three main
 
hospitals to process the data. This increase will ensure that each
 
facility has four data clerks to handle the increased workload. The
 
Project will support the positions in full for four years with GOM
 
support phased-in over years 5, 6, and 7.
 

Equipment Additional equipment is needed by the HIS Section to
 
enable it to decentralize.
 

Computer - Several types of computers will be required. At
 
the Headquarters level, it is expected thit a mini computer
 
will be recommended by the consultant who is to study the
 
system. This will allow a network to be established linking a
 
number of terminals (possibly all terminals in the MOH
 
including personnel and finance). If a mini is not
 
recommended, four additional PCs will be procured to take the
 
place of the computers being provided to the three hospitals
 
and three more PCs will be purchased, one for each region.
 

Vehicle - One jeep is required for the headquarters HIS office
 
to enable it to supervise and support tne regional/hospital
 
data processing units and to carry out training at the
 
district level. The MOH will assume partial financial
 
responsibility for maintenance from the fifth year on (at the
 
rate of an additional 25% each year) so that by the eighth
 
year, the MOH will be fully responsible.
 

Furniture - Five file cabinets (4 drawer) will be required for
 
each document center in each of the three main hospitals. In
 
addition, tables, chairs and shelves will be needed.
 

Calculators - One hundred simple hand-held, solar-powered 
calculators (with only basic functions) will be required for 
health field workers so that they can calculate and interpret 
data in the field quickly and accurately.
 

Modems - To link the computers at the 3 main hospitals and
 
regional offices with the headquarters HIS section, each
 
facility will require modems. The telephone service in Malawi
 
is reliable enough to make such communications of data
 
feasible and practicable.
 

Computer Maintenance/Supplies With such a reliance on computers, it
 
is essential that tfie HIS have adequate computer services and
 
supplies. Service capabilities exist in Malawi, but are expensive.
 
In addition, basic supplies like computer paper and ribbons are
 
needed to ensure the computers can be utilized on an on-going
 
basis. It is estimated that $20,000 a year will be required for
 
service contracts and supplies for the HIS network at HQs, tne three
 
main hospitals and regional offices. Tne MOH will assume costs in
 
25% increments starting in the fifth year of the project.
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3. Recurrent Costs
 

Recurrent costs are estimated to be $32,000 per year. This amount
 
includes resources for continued in-service training ($3,000 a year),
 
salaries of the data clerks ($4,800 a year), vehicle maintenance
 
($1,500), modem telephone link charges ($3,000) and the service contract
 

for computer maintenance ($20,000). By gradually phasing fiscal
 
responsibility into the MOH budget (at 25% per year during five through
 

seven), it is hoped that the government will be more capable of assuming
 
Every effort
the total recurrent costs in the first post project year. 


be made to avoid the sudden shock of turning over large recurrent
will 

costs to the government at the end of the project and, in the process,
 

greatly reducing the chances of the project activities being continued
 
and sustained.
 

E. Planning 'Jnit
 

1. Current Situation
 

The Planning Unit of the MOH has produced a well-regarded 10-year
 

plan (1985-95), but the Unit is understaffed. Tie post of Senior Planner
 

remains vacant. The unit is staffed with three officers holding Masters
 

Degrees and two more enrolled in Masters program; abroad, one returning
 
later this year and one the following year.
 

The Project Implementation Unit (PIU) is part of the Planning Unit.
 

At present the coordinator of the Family Health 1I Project (funded by the
 

World Bank) serves as the head of this unit. Procurement Officer and
 

Project Accountant positions are to be filled, nost likely through
 

secondment from other Ministries. While this arrangement leaves the MOH
 

vulnerable to losing these important staff at any time, the Ministry
 
they
feels it can live with this situation in the immediate future, until 


can identify and appoint individuals on a permanent basis. The PIU is
 

particularly understaffed in the monitoring section; only two
 
Administrative Officers make up this section out of a planned strength of
 

one Project Officer and three Administrative Officers. The current level
 

of staffing makes it difficult to give the required attention to the host
 
of donor-funded projects since each Administrative Officer must oversee
 
four or five projects. 

2. Support Activities
 

The Planning Unit requires long-term technical assistance and
 

overseas training to strengthen its capabilitie,. The PIU needs
 
additional personnel and a limited amount of training.
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Long9-term Technical Assistance 
- A senior planner is required to

fill 
the post and lead the Planninj Unit while a counterpart is
studying for a PhD. 
 This would be an OPEX arrangement. The
position would be for four years, including six-months before the
counterpart goes for study and six months upon completion. 
This
long-term technical assistance is proposed for funding under the
 
HRID Project.
 

Training Off-shore training is rcquired for two members of the
Planning Unit. 
A PhD or DrPH course in Health Planning for the
senior planner. 
The person chosen for this training will likely
hold a Masters degree (probably ar MPH), therefore, the degree
should be completed in three years. 
 This PhD is proposed for
 
support under the HRID project.
 

The second person to be trained is a Planning Officer. 
This person

would study for a Masters, probabl 
 on MPH. This would require two
 
years. 

The MOH has requested short-term training in the use of
 
micro-computers for project monitcoing and planning. 
This training

will be supported under PHICS.
 

Personnel 
 To address the problem of an understaffed PIU, two
positions will be filled. 
A Project Coordinator will be identified
and assigned to the Unit to oversee Project administration and
supervise the Administrative Officer. 
An Adinnistrative Officer
will be recruited to be responsible for the PHICS Project. 
The two
posts will be supported by the PHICS Project for the first four
 years of the Project; starting inyear five, the MOH will 
assume an
additional 25% of their salaries each year.
 

Orientation 
 Four members of the PIU will be oriented in AID
Project implementation. 
 The four are the PHICS Project Coordinator,
the PHICS Administrative Officer 
accounts and procurement), and two

other PIU staff with part-time Pr.ject responsibilities. Training
provided by AID in the region wil. 
ensure that those responsible for
monitoring and overseeing AID Project implementation, understand AID

policies and can discharge their duties effectively.
 

Financial Management There is a need to hire a local CPA firm to
assist the PIU establish a financial management system and to
supervise it quarterly throughout the life of the project. 
 It is
expected that six months of consultant time will be required for

this activity over the course of the 7-year project.
 

3. Recurrent Costs
 

Only the salaries of the two officers added to the PIU constituterecurrent expenses"; this amounts to approximately $13,600 a year.
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RURAL WATER, SANITATION, AND HYGIENE EDUCATION
 

(Institutional Strengthening)
 

A. Project Description
 

A.l Background
 

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 nigh degree of community participation in the planning,
 

mobilization, construction, and maintenance of simple gravity-fed
 
These systems emphasize low-cost technologies,
community water systems. 


in that they take water from mountainous streams in protected forest
 

catchments and pipe it by gravity to agricultural villages in the
 

inhabited areas below. With few exceptions, the water is untreated. The
 

systems are designed to deliver 36 liters/capita/day of water at communal
 

No charge is levied for the water, but the beneficiary
standpipes. 

communities are expected to organize themselves into a series of
 

committees to provide self-help labor inputs, local construction
 

materials, and long-term maintenance services. To date, a total of 50
 

schemes have been completed, with another five still under construction.
 

These schemes are pruviding water of generally good quality and ample
 
Table 1 lists all existing
quantity to approximately 1,000,000 people. 


rural piped water schemes in Malawi.
 

In 1980, USAID agreed to provide the GOM a total of $6,000,000 for
 

support of the water program through 1985 (subsequently extended to
 

The USAID grant, however, strengthened the then-existing
December 1988). 

water program by incorporating into ita Health Education and Sanitation
 

Promotion Component to be implemented by the MOH. The HESP component was
 

given responsibility to promote improved latrines, washing slabs and a
 

variety of behavioral practices intended to maximize the health benefits
 

resulting from the improved water supplies. By mid-1986, the MOWS with
 

USAID-financing had undertaken 18 new schemes serving 265,000 people,
 

while the MOH had provided HESP services reaching an estimated 270,000
 

people. USAID mid-term (1983) and final (1985) project evaluations found
 

the program in both ministries to be effectively implemented and, in
 

general, to have achieved more than anticipated by the Project Paper. Of
 

particular interest was the development within rural communities of
 
as water supply services.
widespread demand for HESP services as well 


Although HESP had received only 5 percent of the original USAID grant,
 

the effectiveness of the MOH staff ii providing focused hygiene and
 

sanitation guidance to rural communities has resulted in the generation
 

of widespread demand for such services in communities untouched by HESP
 

activities. Moreover, both the MOH and the MOWS are pleased with the
 

interministerial involvement they have had under the USAID grant and both
 

have expressed strong interest in expanding the HESP component in order
 

to fully complement the well established water program.
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TABLE 1. EXISTING RURAL PIPED WATER SCHEMES
 

No. Scheme 


Non-USAID Financed (1968-1980)
 

1 Chingale 

2 Chambe 

3 Migowi 

4 Chilinga 

5 Ng'onga 

6 Muhuju 

7 Chinkwezulu 

8 Ighembe 

9 Mulanje West 


10 Luzi 

11 Chinunkha 

12 Chilumba 

13 Chilombwe 

14 Phalombe 

15 Dedza 

16 Mchinji 

17 Chagwa 

18 Kalitsilo 

19 Lifani 

20 Hewe 

21 Nkhamanga 

22 Lizulu 

23 Namitambo 

24 Sombani 

25 Ntonda 

26 Lingamasa 

27 Zomba (Domasi) 

28 Luwazi 

29 Nalipiri 

30 Muloza East 

31 Luchenya/Muloza 
32 Karonga 

33 Kawinga 

34 Nthalire 

35 Muloza South 

36 Dombole 

37 Livingstonia 


District 


Zomba 

Mulanje 

Mulanje 

Mulanje 

Rumphi 

Rumphi 

Machinga 

Karonga 

Mulanje 

Mzimba/Rumphi 

Chitipa 

Karonga 

Ntcheu 

Mulanje 

Dedza 

Mchinji 

Machinga 

Ntcheu 

Zomba/Machinga 

Rumphi 

Rumphi 

Ntcheu 

Chiradzul ?/Mul anje 

Mulanje 

Ntcheu 

Mangochi 

Zomba 

Mzimba 

Mulanje 

Mulanje 

Mulanje 

Karonga 

Machinga 

Chitipa 

Mulanje 

Ntcheu 

Rumphi 


(Sub-Total Non-USAID) 


Region 


South 

South 

South 

South 

North 

North 

South 

North 

South 

North 

North 

North 

Central 

South 

Central 

Central 

South 

Central 

South 

North 

North 

Central 

South 

South 

Central 

South 

South 

North 

South 

South 

South 

North 

South 

North 

South 

Central 

North 


Design Date
 

Population Completed
 

5,000 1969
 
30,000 1970
 
6,000 1971
 
2,000 1972
 
2,000 1972
 
1,000 1973
 
1,700 1974
 
4,000 1974
 

90,000 1975
 
8,000 1975
 
4,000 1975
 
4,000 1975
 
1,200 1975
 

140,000 1977
 
1,400 1976
 

20,000 1976
 
7,000 1976
 
1,000 1977
 

20,000 1977 
8,000 1977 
12,000 1978 
6,000 1978 

60,000 1979 
40,000 1979 
25,000 1980 
12,000 1981 

100,000 1981
 
8,000 1981
 
9,000 1980
 

32,000 1980 
46,000 1982 
30,000 1983 
70,000 1983 
3,000 1983 
8,000 1983 
22,000 1984 
3,000 1984 

786,300
 



USAID-Financed (1980-1988)
 

38 Liwonde 

39 Kasanje/Nanyangu 

40 Iponga 

41 Chitipa & Extensions 

42 Mwanza 

43 Chimaliro (Champhira N.) 

44 Zumulu 

45 Mwansambo/Kasakula 

46 Misuku 

47 Mirala 

48 Makwawa 

49 Chimaliro S. (Champhira S.) 

50 Zomba West 

51 Msaka 

52 Mwansambo/Mwadzama 

53 Augmentation (rehabilitation) 

54 Lifutazi 

55 Mulanje Southwest 


Other On-Going Scheme
 

56 Mpira-Balaka 


A.2 Needs Assessment
 

A 36
 

I1achinga South 23,000 1983
 
iltcheu Central 54,000 1983
 
Laronga North 5,600 1983
 
(hitipa North 46,000 1987
 
(:hiwawa South 40,000 1987
 
lizimba North 24,000 1984
 
Hlachinga South 23,500 1984
 
tchisi Central 25,000 1984
 

1hitipa Nortn 3,700 1984
 
11achingi. South 13,000 1985
 
.:omba South 16,000 1985
 
iHzimba North 32,000 1987
 
.'omba South 60,000 1987
 
M1zimba North 3,000 1987
 
Ntchisi Central 18,000 1987
 
Mulanje South N/A 1988
 
i4khata iay North 11,000 1987
 
Mulanje South 24,000 1988
 

Sub-Totatl (USAID) 421,800
 

Macfing, South 200,000 1992
 

Although the current USAID water and sanitation program has proved
 

to be highly effective and successful in meeting its initial objectives,
 
Malawi. There is considerable potential
much remains to be done in rural 


for expanding and strengthening the programs within both the MOWS and MOH
 

to reach yet-unserved populations.
 

In the rural water sector, approximately 1,500,000 people will
 

eventually receive piped water from existing schemes and schemes
 
currently under construction. Approximately 422,000 of this population
 
will be served by schemes financed by the first USAID Program
 

,000,000 additional rural
(1981-1988). It is estimated that perhaps 

inhabitants could be reached with gravity sstems similar to those in use
 

In November and December 1983, tne ,lOWS carried out a feasibility
today. 

study of 19 potential new rural water sclems in which the design
 

This feasibility
population (in year 2002) was estimated to ;,e 618,000. 


study was used as the basis for selecting tie schemes proposed for the
 

PHICS Project. Even morE schemes could be identified if the MOWS had
 
to undertake the task.
sufficient manpower and transport resources 
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There is little doubt that high demand exists within rural
 
communities for new water schemes and that these communities are willing
 
to fully participate in planning, construction, and maintenance. The
 
Malawi piped water program is known throughout the land, and there exists
 
a large backlog of requests for new projects from local communities,
 
district councils, and Members of Parliament.
 

In the rural sanitation sector, the MOH has only scratched the
 
surface of the sanitation needs with the HESP program. Although 270,000
 
people had been reached with HESP services through 1986, the MOH
 
continually found itself underfunded and unable to effectively promote
 
widespread construction of sanitary pit latrines, washing slabs, and
 
other sanitation facilities. The MOH now wants to strengthen HESP
 
services in the areas targeted in the current HESP program and to expand
 
these activities to all other rural water schemes, both new and old.
 
Thus, the potential clients for future HESP services are the
 
1,000,000-plus rural inhabitants currently served by piped water projects
 
and the 245,000 to be-served by the proposed new USAID-financed schemes.
 
In time, the MOH intends to institutionalize HESP as a permanent
 
operational unit in the Ministry and eventually reach all rural Malawians
 
including those outside of piped water areas.
 

B. Capacity Building
 

B.1 Staffing
 

(a) Ministry of Works and Supplies
 

There are shortages of engineering staff within the Rural Water
 
Section (RWS) of the MOWS to carry out the current and future rural water
 
programs. The RWS has nine engineering positions, two of which are
 
currently filled. One engineer heads the section as Principal Water
 
Engineer, while the other is assigned full-time to the large Mpira-Balaka
 
water scheme in Ntcheu and Machinga Districts. (Mpira-Balaka is a mixed
 
urban and rural scheme funded by DANIDA and the African Development
 
Bank. A total of five Malawian engineers and one expatriate engineer
 
have been assigned to this scheme by the MOWS. The project is not
 
expected to be completed before 1992). Two more newly qualified
 
engineers have been recruited and are expected to take up their positions
 
;oon.
 

Although RWS personnel, by virtue of dedication and hard work have
 
been able to maintain a high level of construction effort on
 
USAID-financed schemes over the past three years, they have had little
 
time for long-term planning, new project preparation, or maintenance
 
management. This shortage of senior technical staff is the most serious
 
weakness in the MOWS rural water program.
 

Within the RWS, there are at present established positions for two
 
senior-level engineers and seven project engineers. In the past, these
 
positions were filled by a combination of expatriate experts, Malawian
 
nationals, and U.S. Peace Corps and British VSO volunteers. The
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establishment of a new USAID-funded water program will require a minimum
 
of five engineers at headquarters (or at regional centers) to direct 
construction on new schemes and supervise melntenance on the growing
 
number of completed schemes.
 

The staffing needs for the field are not well known, although they
 
do not appear to be as critical as the need for additional engineering
 
staff. At present, there are 14 technical officers and assistants 
supervising approximately 90 Rural Water Operators (RWO) and Monitoring
 
Assistants (MAs). (RWOs directly supervise project construction, then
 
remain as MAs to oversee monitoring and maintenance activities on the
 
completed schemes.) Approximately 10 aJditional MAs will be needed to
 
monitor the schemes proposed in the new USAID grant. However, whether
 
this will require an increase in the current field staff levels or
 
whether it will be possible to have a s.naller field staff carry out
 
monitoring and maintenance activities is uncertain at tnis time.
 

Peace Corps Volunteers (PCVs) coul.J be used to temporarily fill the 
existing need for engineers until sufficient Malawian engineers are 
trained (see section B.4: Training). PCV engineers performed 
satisfactorily within the RWS during the late 1970's and early 1980's, 
and their utilization on the PHICS Project is acceptable in principal 
with both the MOWS and Peace Corps/Malawi. A total of three engineers, 
with starting dates staggered over a two to three year period at the 
beginning of the project would be most ,2ffective. As long as the RWS 
maintains some senior engineering capability on its permanent staff, the 
PCV engineers could be entry level, witni basic responsibilities for 
assisting on site selection, system design, and construction supervision 
(see Section B.2: Scope of Work for Peace Corps Rural Water Engineers). 

ro address the problems of insufficient engineering staff and
 
uncertainties regarding the number and ranking of field staff, a manpower
 
needs assessment should be carried out during the first year (1988/89) of
 
the new rural water program in the MOWS (and on the HESP program in the
 
MOH, as well ). A manpower survey was one of several key recommendations
 
resulting from the 1986 final evaluation of the current USAID-financed
 
rural water program (WASH Field Report No. 186). The results of this
 
assessment will be used by the MOWS to prepare a staffing plan for
 
submission with the Annual Work Plan for the second program year
 
(1989/90).
 

(b) Ministry of Health 

The MOH currently has one senior professional acting as HESP 
coordinator, 14 Supervisors, 11 Health Assistants (HA), and 63 Health 
Surveillance Assistants (HSA) working in the HESP program. To carry out 
its goal of expanding HESP to all rural water schemes in the country, the 
Ministry estimates it must recruit an additional four senior 
professionals, one to serve at headquarters and three to act as regional 
HESP coordinators. In addition, the M[H intends to add 10 Supervisors, 
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50 HAs, and 250 HSAs to the field staff. All of the above personnel will
 
work full-time on HESP activities. This staffing level will allow the
 
MOH to provide HESP services to the piped water scheme at the rate of
 
approximately one HSA per 5000 population. HSAs working on HESP
 
activities will coordinate their efforts and provide supporting
 
assistance to HSAs responsible for family health activities.
 

In posting new personnel to the field, the MOH will give priority to
 
areas where new water schemes are being planned. Their intention is to
 
have HESP personnel work alongside MOWS personnel during the initial
 
mobilization and organization of project communities.
 

It is expected that the new HESP personnel will be added gradually
 
to the MOH ranks in order not to overburden the Ministry with
 
administrative and financial requirements. Full HESP staffing will not
 
be achieved until the third or fourth year of the PHICS Project. To
 
insure that HESP manpower needs will be properly identified, the MOH will
 
carry out a manpower needs assessment during the first year of the
 
program. The results of this assessment will be used by the MOH to
 
prepare a staffing plan for submission with the Annual Work Plan for the
 
second year (1990/91). 

B.2 Scope of Work for Peace Corps Rural Water Engineers
 

The following is the job description for engineering positions in 
the Rural Water Section of the MOWS that could b.3 filled by Peace Corps 
Vol unteers: 

Water Department 

Ministry of Works andSupplies 

Post : Civil Engineer (PO) 

Qualifications Applicants should have a Civil 
Engineering degree recognized by the 
Malawi Board of Engineers or an 
equivalent qualification. Preference 
will be given to those who have some 
relevant experience since graduation, 
particularly in the field of hydraulics 
and water supplb. 

Duties To carry out plinning, design and site 
investigations !or varied Irrigation 
Schemes or Watei Supply Projects, under a 
Senior Civil En(ineer. The work also 
involves the Surervision of construction, 
operaticn and mdintenance of water supply 
systems, under !elf-help labor. 
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B.3 Salaries and Allowances
 

(a) Ministry of Works and Supplies
 

Under the current rural piped water program, USAID has been
 
field personnel holding nonestablished
supporting the salaries of all 


positions. These positions include approximately 90 rural water
 
The
operators (RWO) and monitoring dssistants (MA) of various grades. 


MOWS has been responsible for the salaries of all headquarters staff
 

(Project Engineers) and senior technical staff (Senior Technical
 

Officers, Technical Officers, and Technical Assistants) in the field.
 

According to the final project evaluation (WASH Field Report No. 186),
 

USAID salary support in the current project, as projected through
 

December 1987, will be approximately $300,000.
 

Under the PHICS Project the MOWS will assume rs:j2nsibility for all
 
This w.ill include an
salaries associated with the rural water program. 


for salaries and K426,000 for allowances and
estimated K191,O00 

tne area of institutional strengthening. It is expected
subsistence in 


that at least three additional engineers will be added to the program, as
 

well as three senior technical field staff, 20 RWOs (who will convert to
 

MAs upon completion of project construction), plus four water quality
 
field staff will fill
technicians. The engineers and senior technical 


established positions within the RWS, while the RWOs and the water
 

quality technicians will be employed in non-established positions.
 

Because of the severe shortage of Malawian engineers, the
 

possibility of using Peace Corps Volunteers to fill the three engineering
 

slots during the early years of the project will be explored. The PCVs
 

would be placed in non-established positions at headquarters and at
 

By putting the Volunteers in non-established
regional offices. 

positions, the MOWS will be allowed to recruit (and train) suitable
 

Malawian engineers for the established posts. The project will assume
 

responsibility for the stipend normally paid by the GOM (approx.
 

K350/month) to PCVs, while the MOWS will be responsible for their
 

Table I details salaries and allowances for the institutional
housing. 

Table 2 shows the comparable
strengthening component of the project. 


salaries and allowances for the service delivery component.
 

(b) Ministry of Health
 

a position to support greatly
Unlike the MOWS, the MOH is not in 

The ministry has been
expanded expenditures for salaries and allowances. 


HESP personnel to date, but will not be
supporting the salaries of all 

of the 310 new field
able to assume immediate responsibility for all 


The MOH, nevertheless, is
personnel projected for the PHICS Project. 


prepared to eventually underwrite all salary costs of the total HESP
 

program if USAID will support a gradual build-up of new HESP personnel in
 
new


the early years of the project. It proposes that USAID assumes all 


salary costs for tile first four years of the program, after which the
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TABLE I Salaries and Allowances for Institutional Strengthening 

Contributions (in 1000s) 
Program Expenditures GOM USAID Peace Corps 
- Institutional Strengthening (K) ($) ($) 

MOWS:
 
Salaries - HQ Staff: 

Construction 60 - -

Peace Corps Volunteer:; - 10 (?) 
Maintenance 120 - -

Water Quality Monitoring 11 - ­

Sub-Total (Salaries) 191 10 (?) 

All owances/Subsistence: 
Training 358 - -

Applied Studies 35 - ­

-Coordination 33 ­

Sub-Total (Allowances) 426 - ­

Sub-Total (MOWS) 617 10 (?)
 

MOH:
 
Salaries - HQ Staff 16 13 ­

Allowances/Subsistence: 
Training 350 283 ­

Sub-Total (MOH) 366 296 -

Total (Inst. Strengthening) K983 $396 (?)
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TABLE 2 Salaries and Allowances for Service Delivery
 

Contributions (in lOOs)
 
GOM USAID
Program Expenditures 


($)- Service Delivery (K) 


MOWS:
 
Salaries - Field Staff:
 

346
Construction 

360
Maintenance 


Water Quality Monitoring 39
 

745
Sub-Total (Salaries) 


Allowances/Subsistence:
 
180
Construction 

144
Maintenance 


Water Quality Monitoring 136
 

460
Sub-Total (Allowances) 


1205
Sub-Total (MOWS) 


MOH:
 
401 321
Salaries - Field Staff 
180 144


Allowances/Subsistence: 


581 465
Sub-Total (MOH) 


Total (Service Delivery) K1786 $465
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MOll will gradually take on an increasingly larcer proportion. The 
estimated allocation of the sharing of salaries and allowances will be 

approximately $296,000 to USAID and K366,000 to the MOH (see Table 4).
 

The relative allocation of HESP expenditures for salaries and allowances
 
over the life of the project is shown in Figure 1.
 

B.4 Training
 

(a) Ministry of Works and Supplies
 

Two types of training support will be used in the PHICS Project:
 

(1)in-service and local training which will be supported by USAID and 

the MOWS and (2)off-shore training which will be financed by USAID 

through the Human Resources and Institutional Development (HRID) 

project. In-service training has been institut.ionalized within the rural 
of the MOWS for many years. A series of refresher andwater program 

up-grading courses are routinely given to supervisory and monitoring 
staff during the rainy season of January to March at the MOWS Zomba 

USAID support will be used to continue and strengthen
Training Center. 

these activities over the duration of the project.
 

In-service training will be directed at five categories of
 

personnel: senior staff, water supervisors, trainers, water operators
 

and monitoring assistants, and local leaders and repair teams. Different
 
cover
courses generally ranging in duration from one to four weeks, will 


project management, construction and maintenance techniques, and village
 
Of particular importance for overall project coordination
mobilization. 


will be joint courses for trainers from the MOWS, MOH, and Ministry for
 

Community Services and for basic field personnel (health assistants,
 

health surveillance assistants, and monitoring assistants). Total
 

estimated costs for in-service training will be K358,000 for the MOWS and
 

$28,800 for USAID.
 

Off-shore training will be directed at senior staff, engineers, and
 

supervisors. Two basic types will be supported: short courses and
 

long-term degree training. Four Malawians will be sent abroad for 

engineering training - two for a B.Sc. in civil engineering and two for 

an M.Sc. in sanitary engineering. Total estimated costs are $249,000 of 

USAID funds, all of which is proposedbfor support under the HRID 
The off-shore
project. Table 2a summarizes the MOWS training proposals. 


training activities are listed in decreasing order of priority.
 

(b) Ministry of Health
 

As in the case of the MOWS, the MOH will need both in-service and
 

off-shore training. The in-service courses will include courses directed
 

at supervisors, trainers, and local villagers. Of particular importance
 

will be courses aimed at bringing sanitation concepts to villagers,
 
special workshops on the San-plat latrine, and joint training workshops
 
for MOH and MOWS field staff.
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In-service training costs consist of subsistence and transport
 
allowances and materials costs. USAID will assume the majority of
 

in-service training costs in the early years of the project but will
 
gradually turn over this responsibility to the MOH in the later years, as
 

shown in Figure 1.1. Total estimated in-service training costs will be
 
K350,000 for the MOH and $283,000 for USAID.
 

Off-shore training is proposed to be limited to senior staff. A 
series of regional study tours to neighboring African countries for 
senior HESP staff and graduate-level training (M.Sc.) for one staff 
member in the area of environmental health are proposed. Total costs are 

estimated to be $62,000, all of which are proposed for support under the 

HRID project. Table 3 summarizes the MOH/HESP training proposals. 
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Table 2a. MOWS Training Needs: Rural Piped Water Program
 

Contributions in 1,O00s
 

Trainees Number of MOWS PHICS HRID 
Course Title Staff Level Per-Course Courses Duration (K) (S) C$) 

In-Service Training: 

1. Technical Refresher Water Operators & 
Monitoring Assistants 

105 1 per yr 1 wk 100 5 -­

2. Supervisors'Workshop 
3. Senior Staff Workshop 
4. Supervisors Tech. 

Water Supervisors 
Senior Staff 
Water Supervisors 

15 
10 
12 

1 per yr 
1 per yr 

1 

1 wk 
I wk 
30 wks 

24 
16 
38 

2 
2 
3 

-­
-­
--

Course 
5. New Operator Training 
6. System Operation & 

Repair 
7. Local Project Visits 
8. Training of Trainers 

(with MOH) 

Water Operators 
Local Leaders & Repair 
Teams 
Local Leaders 
Trainers (MOH, MOWS, CS) 

20 
400 

200 
12 

1 4 wks 
1 per yr I wk 

1 1 day 
1 per 3 yrs 2 wks 

10 
130 

6 
14 

2 
7 

0.5 
3 

-­
-­

-­
-­

9.Joint Field Training HAs, HSAs & MAs 18 2 per yr 1 wk 20 5 -­

(with MCH) 
Sub-Total (In-Service) KTZ $79 

Off-Shore Training: 

1. Regional Study Tours 
2.Management Courses on 

WS&S 

Engineers & Supervisors 
Senior Staff 

9 
2 

1 per yr 
1 per yr 

I wk 
6 wks 

.. 

.. 
.. 
.. 

36 
53 

3. B.Sc. Civil Engineering Engineers 
4.M.Sc. Sanitary Engineers 

Engir.eering 
5.Conferences/Seminars Senior Staff 
6.Diploma: Evaluation Senior Staff 

Method 
Sub-Total (Off-Shore) 

1 
1 

2 
1 

2 
2 

1 per yr 
1 

3 yrs 
1 yr 

1 wk 
1 yr 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

.. 

125 
so 

24 
11 

TM 
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FIGURE I.1. MOH Training Needs: HESP Program
 

Contributions in lO00s
 
Trainees Nwiber of MOH PHICS HRID 

Course Title Staff Level Per Course Courses Duration (K) ($) () 

In-Service Training: 

1.Training of Trainers 
2. Workshop on Water, 

Sanitation & Hygiene 
3.Workshop on Water, 

Trainers (MOH, MOWS, CS) 
VHC Members 

Women and Tap Committees 

12 
30 

30 

1 per 3 yrs 
17 per yr 

17 per yr 

2 wks 
1 wk 

I wk 

6 
79 

79 

4 
64 

64 

-­
-­

--

Sanitation & Hygiene 
4.Workshop on Water, New HSAs 30 2 per yr 2 wks 16 13 --

Sanitation & Hygiene 
5.Refresher Workshop on HAs, HSAs, MAs 30 17 per yr I wk 79 64 --

Water, Sanitation & 
Hygiene 

6. Workshop on San-plat HSAs 30 17 per yr I A 79 64 --

Latrines 
7.Workshop on San-plat Supervisors & Trainers 15 3 1 Ak 6 5 --

Latrines 
8. Workshop on Hygiene, Supervisors 15 3 1 wk 6 5 --

Education & Sanitation 
Promotion 

Sub-Total (In-Service) K350 $283 

Off-Shore Training: 

1.M.Sc. Environmental Senior Staf 1 I I yr .. .. 35 
Health 

2. Regional Study Tours 
3. WEOC course: Comm.WS&S 
4. CEFIGRE course: Rural 

Senior Staf' 
Regional Stiff 
Senior Staff 

6 
3 
3 

3 
1 
1 

1 As 
10 As 
1 mon 

.. 

.. 

.. 

.. 

.. 

.. 

12 
9 

16 
WS&S Planning 

Sub-Total (Off-Shore) .. .. 72 

NOTES:
 
1) In-service training includes KI /trainee transport allowance, KlO/day subsistence (junior
 

staff), and K50/day subsistence (supervisors).
 
2) USAID pays approx 67% of all in-service training costs and 100 of off-shore training costs.
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Table 2a. MOWS Training Needs: Rural Piped Water Program
 

Contributions in 1,000s 
HRID
Trainees Number of MOWS PHICS 


Per Course Courses Duration (K) ($) ($)
Course Title 	 Staff Level 


In-Service Training: 

1 wk 100 5 -­1. Technical Refresher Water Operators & 105 1 per yr 

Monitoring Assi stants 

15 1 per yr 1 wk 24 2 -­2. Supervisors'Workshop Water Supervisors 

1 wk 16 2 -­3. 	Senior Staff Workshop Senior Staff 10 1 per yr 

12 1 30 wks 38 3 -­4. 	 Supervisors Tech. Water Supervisors 
Course 

5. 	 New Operator Training Water Operators 20 1 4 wks 10 2 -­

1 per yr 1 wk 130 7 -­6. 	 System Operation & Local Leaders & Repair 400 
Repair Teams 

6 0.5 -­7. 	Local Project Visits Local Leaders 200 1 1 day 
1 per 3 yrs 2 wks 14 3 --B. 	Training of Trainers Trainers (NOH, MOWS, CS) 12 

(with NON) 
9. 	 Joint Field Training HAs, HSAs & MAs 18 2 per yr 1 wk 20 5 -­

(with NCH) 
K3M3 $r -.Sub-Total (In-Service) 


Off-Shore Training: 

1. 	Regional Study Tours Engineers i Supervisors 9 1 per yr 1 wk .... 36 
2 1 per yr 6 wks .... 	 53

2. 	 Manag-ument Courses on Senior Staff 
WS&S 

1 2 3 yrs .... 125
3. 	 B.Sc. Civil Engineering Engineers 

1 2 1 yr .... 	 50
4. 	 M.Sc. Sanitary Engineers 


Engineering
 
1 per yr 1 wk ... 	 24

5. 	Conferences/Seminars Senior Staff 2 
I 1 1 yr .... 	 11

6. 	 Diploma: Evaluation Senior Staff 

Method
 99-Sub-Total (Off-Shore) 



--

--

FIGURE 1.L. MOH Training Needs: HESP Program 

Contributions in 1,O00s
 
Trainees Nunber of PHICS
MOH 	 HRID


Course Title 	 Staff Level 
 Per Course Courses Duration (K) () ($)
 

In-Service Training:
 

1. Training of Trainers Trainers (MOH, MOWS, CS) 12 1 per 3 yrs 2 wks 6 4 
2. Workshop on Water, VHC Members 
 30 17 per yr 1 wk 79 64 --

Sanitation & Hygiene
3. Workshop on Water, Women and Tap Committees 30 17 per yr 1 wk 79 64 


Sanitation & Hygiene

4. 	Workshop on Water, New HSAs 30 2 per yr 2 wks 16 13 --

Sanitation & Hygiene
5. 	Refresher Workshop on HAs, HSAs, MAs 30 17 per yr I A 79 64 --

Water, Sanitation & 
Hygiene

6. 	 Workshop on San-plat HSAs 30 17 per yr 1 wk 79 64 --
Latrines 

7. Workshop on San-plat Supervisors & Trainers 15 3 1 wk 6 5 --
Latrines 

8. 	 Workshop on Hygiene, Supervisors 15 3 1 wk 6 .5 --
Education & Sanitation
 
Promotion
 

Sub-Total (In-Service) 
 K350 $283
 

Off-Shore Training:
 

1. 	M.Sc. Environmental Senior Staff 1 1 1 yr 35 
Health 

2. Regional Study Tours Senior Staff 	 6 1 wks3 .... 	 123. 	 WEDC course: Com.WS&S Regional Staff 3 1 10 wks .... 94. CEFIGRE course: Rural Senior Staff 3 1 1 mon .... 16 
WS&S Planning 

Sub-Total (Off-Shore) 
 .... 	 72
 

NOTES:
 
1) In-service training includes KlO/trainee transport allowance, KlO/day subsistence (junior


staff), and KSO/day subsistence (supervisors).
2) USAID pays approx 67% of all in-service training costs and 100% of off-shore training costs. 
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B.5 Vehicles and Equipment
 

(a) MOWS
 

Vehicles, equipment, and tools will be needed by the MOWS to carry
 
out the proposed construction and maintenance programs under the
 
project. The following list includes vehicles and equipment procured for
 
the Central Water Laboratory for water quality monitoring.
 

Item 


Construction Program
 
7-ton Pipe carrier Trucks 

5-ton Drop Side Trucks 

7-ton Tipper Trucks 

Land Cruiser (4WD) 

Light Pick-Up Trucks 


Sub-totals (Vehicles) 


Concrete Mixers 
Poker Vibrators 
Portable Rock Drills 


Sub-total (Equipment) 


Tools and Misc. 


Sub-total (Construction Program) 


Mai ntenance Program 
Motorcycles 
Tools and Misc. 
Water Quality Monitoring: 
- Field Test Kits 
- Refrigerators 
- Motorcycles 

Sub-total (Maintenance Program) 


Total MOWS 


Cost 
Quantity (in1000$) 

2 60 
3 100 
1 40 
1 30 
4 70 

300 

3 30 
3 15 
2 5 

50 

35 

385 

5 10 
- 52 

3 11 
3 3 
3 6 

82 

$467 
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(b) MOH
 

MH transport needs arise from the expansion of HESP to new areas
 

and the shipment of construction materials (cement, steel bars, and
 

tools) for pit latrines and washing slabs. Motorcycles will be provided
 

to supervisors and some health assistants, while bicycles will 
be made
 

Motorcycles will be used by supervisors to cover
avilable to new HSAs. 

the large areas under their charge, and bicycles will be given (actually
 

The list
sold by the MOWS at subsidized prices) to the new HSAs 25. 


includes house building materials for self-help housing construction 
for
 

new HAs.
 

Cost 

Item Quantity (in1000$) 

1 40

7-ton Lorry Truck 


1 30

Land Cruiser (4 WD) 


170

Light Pick-Up Trucks 10 


50 75

Motorcycles 
 70
250
Bicycles 


385

Sub-total (Vehicles) 


21
Tools and Miscellaneous 

House-Building Materials for new
 
25 100HAs (@KlO,O00) 

Sanitary Research Unit:
 10Tools and Equipment 
5


Materials and Supplies 


$521

TOTAL (MOH) 


Technical
 

C.] Sustainability of Maintenance Systems 

Maintenance costs for completed water schemes are financed 
partially
 

in the form of salaries for the Monitoringfrom the recurrent budget 
Assistants, spares and replacements, and transport and partially 

by the 

local communities in the form of cash contributions and in-kind (mostly 
the past (1985/86 and 1986/87), tle

labor) contributions. Over two years 
MOWS budgeted an estimated K370,000 and K230,000, respectively, 

for
 

maintenance of rural schemes.
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The best available estimate of current rural maintenance costs was
 
developed by Msukwa (1986) on the basis of detailed field investigations
 
of five completed schemes (2USAID, 3 non-USAID). Msukwa found that
 
total maintenance costs averaged KO.26/cap/yr, of which the MOWS spent
 
KO.O7/cap/yr on major maintenance and KO.05/cap/yr on routine
 
maintenance. The local communities were estimated to contribute nothing
 
to major maintenance, but to routine maintenance they provided
 
KO.02/cap/yr in cash and the equivalent of KO.13/cap/yr in labor. Thus, 
total maintenance was fo'ind to average KO.26/cap/yr, of which 
approximately one-half was provided by the MOWS and one-half by the
 
communi ties. 

It is expected that these maintenance costs will rise in the future
 
as the best sites for rural water schemes become developed and the 
remaining sites become more complex and costly (for example, the need for
 
water treatment, more complex intake structures, more meters of pipeline
 
per person served). To insure that future maintenance needs are met, the
 
MOWS has two basic options: either include sufficient funds in the
 
recurrent budget for the expanding rural water program or develop methods
 
of cost recovery (either partial or total) within the recipient
 
communities. Although the imposition of rural water tariffs is not
 
considered to be politically feasible at this time (because the people in
 
the project communities have been promised free water in return for their
 
volunta-y participation in project construction), there is some evidence
 
that rural water users are willing and able to pay for maintenance
 
services on their systems.
 

Assessing the "willingness-to-pay" (WTP) for system operation and
 
maintenance will be a high priority task in the first year of the new
 
program (see Section C.5(b)). Recent WTP field investigations by the
 
WASH Project have developed a contingent valuation procedure involving
 
surveys within semple villages. This procedure will be applied to a 
selected group oi project villages during the first year (1989/90) to
 
determine local attitudes towards system maintenance and the types and
 
amounts of contributivns they would be willing to pay to support it. The
 
MOWS will use the resuts of this study to prepare a proposed maintenance
 
financing program for submission with the Annual Work Plan for the second
 
program year (1990/91 ). 

C.2 Water Quality Standards 

Malawi, as with the vast majority of developing countries, has not
 
developed its own set of water quality standards for rural conditions,
 
but instead relies upon the guidelines recommended by the World Health
 
Organization (WHO). For rural areas, it is widely accepted that the most
 
important aspect in water quality is the microbiological safety of
 
drinking water supplies. Few, if any, physico-c0emical parameters have
 
universal significance in rural water supplies and, as a result,
 
bacteriological quality has become the most widespread measure of the
 
safety of water supplies in rural areas. The primary bacterial indicator
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in particularthe faecal coliform group,
for this purpose ischosen recommends as a "guideline" that untreated 

WHO (1985)Escherichia coli. 
whether piped or unpiped, contain 

no faecal coliforms in
 

water supplies, 

any bacteriological test.
 

are found
streptococci,

Faecal coliforms and a related 

group, faecal animals. 
in the faeces of humans and other warm-blooded 


in large numbers pollution and
 
an indication of faecal 

Their presence in water supplies is 
to health, although there is no clear 

a warning sign of potential hazards 

relationship between the amount 
of faecal contamination and the
 

It should beof the water.the consumerhealth risk tocorresponding 
noted that faecal coliforms 

are characteristically found 
in almost all
 

including those originating in 
surface waters,naturally occurring areas. Chlorination, often accompanied by

"protected" catchment 

filtration, is usually the only 
way to completely eliminate 

such
 

organisms.
 

Most countries in Tropical Africa have avoided the difficult 
issue
 

the WHO guidelines as 
pollution and health by simply adopting

of faecal 
As a result, most countries 

have unrealistically
 
national standards. water quality standards that
 
high (zero faecal coliform content) rural 


cannot be achieved with available 
resources and, therefore, are 

basically
 

Such standards provide little 
guidance for operational
 

ignored. disregard for water
 
activities and probably contribute 

to an overall 


quality issues. 

to effectively use the results 
of a program of routine
 

If 4alawi is 
rural piped water supplies, 

itmust have
 

water quality monitoring of 
all 


water quality standards that 
are appropriate to the current 

levels of
 
There is a
 

At a
development, available resources, 
and needs of the people. 


awareness of the need for such 
standards. 


growing international 

recent United Nations conference 

on water resources management 
(United
 

"Differential
 
Nations, 1987), the final report of the meeting stated: 


standards might be appropriate 
in situations where they expedited
 

realistic, affordable goals 
and encouraged the expansion 

of water
 
not receive them."otherwise

services to communities which would 

The Senior Water Chemist in 
the MOWS Central Water Laboratory in
 

Lilongwe has proposed a revised 
set of standards for untreated 

drinking
 

These standards are presented 
as "tentative
 

water supplies in Malawi. 


guidelines" for untreated drinking 
water in the National Water Resources
 

Master Plan (1986):
 

Faecal Organisms 
Suggested Action 

per lOOml 
at regularcontinue monitoringSatisfactory,0(a) interval s. 
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(b) 	1 - 10 Re-test to see if original sample 
accidentally contaminated. If re-test 
confirms presence of faecal organisms,
 
remove obvious sources of pollution and
 
monitor to see if situation improves.
 

(c) 11 - 25 As in (b), and increase frequency of
 
monitoring to see if pollution persistent or
 
intermittent.
 

(d) 26 - 50 	 As in (c), disinfe(t source if possible. If 
pollution reappear! after chlorination, 
notify District Health Inspector. 

(e) 51 - 100 As in (d), seek specialist advice and if 
possible consider routine disinfection or 
advise people to boil their drinking water. 

(f) 100+ 	 As in (e), if contamination persistent at 
this level and whe'e routine disinfection 
not feasible, consider alternative supply. 

As part of the new seven-year PHICS Project the above standards will
 
be officially adopted by the MOWS as temporary guidelines for new and
 
existing rural water systems. The WHO guidelines will remain the ideal
 
and ultimate goal, but the criteria outlined above will provide the basis
 
for decisions regarding 	the addition of water treatment and the selection
 
of new catchments for future development.
 

C.3 Information Systems
 

The Rural Water Section of MOWS has an ext-emely antiquated system
 
of acquiring, recording, storing, and retrievinj information on the rural 
water program. Information on individual water schemes, which includes 
memos, correspondence, design calculation, and naps, are stored in
 
sequential order in traditional paper file foldars. Additional data in 
the form of monitoring and maintenance reports from the field are also 
collected and stored in a variety of locations at headquarters. There is 
no technical library of either reference documents or reports dealing 
with program activities. When specific information is needed, the 
appropriate file must be requested from the registry office. All too 
often, however, a particular report or field study cannot be located 
quickly and decisions must be made on the basis of personal 
recollections. Because overall program information is not readily 
available, the MOWS does not prepare any annual reports or progress 
summaries on the rural water program. The current system of information 
management has not been 	a major impediment to the progress of the rural
 
water program only because the senior staff at headquarters is 
knowledgeable in all aspects of program activities and usually can
 
respond to information needs on the basis of personal experiences.
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The continued expansion of the 
water program and the growing
 

soon require a more formal and 
streamlined
 

complexity of systems will 
 The objectives of any new system
 
system of information management. 


(1)to provide systenlatic procedures 
for the collection,
 

should be as
 
storage, and retrieval of information 

on the overall program as well 


schemes, (2) to establish a library for reference 
materials
 

individual 

and reports, and (3)to produce 

periodic reports on program status 
and
 

Many of the procedures meeting 
these objectives can be 

progress. 
microcomputer procured for computer-assisted design

Theccmputerized. an information management system.
 
(Section C.4) could also be used in 

To investigate the feasibility 
of establishing new information 

management procedures, the MOWS 
will carry out a study of program 

needs
 
USAID will provide
 

during the first year of the 
new project (1989/90). 


an information systems expert 
who will spend approximately 

two to three
 
The cost of the
 

weeks in Malawi to recommend appropriate procedures. 


consultancy will be around $15,000.
 

C.4 Computer-Assisted Design 

The present shortage of engineering 
staff in the Rural Water Section
 

to planning,for increased attention
and the future demandsof the MOWS 

design, construction supervision, 
and maintenance management point 

out
 

the need to improve and speed up 
the process of project design 

and cost
 

involve laboriousfor pipeline designrurrent methodsestimation. pipe friction 
calculations involving hydraulic gradients, 

calculationstrial-and-errow' For large schemes, these
and pipe flow formulae.Factors, 

Jew computer-assisted procedures, 
however,
 

often take two days or more. 


can reduce the time needed for 
preliminary designs and cost 

estimates to
 

a matter of hours and, thus, 
provide opportunities for investigating 

a
 

wider range of design layouts.
 

During the new seven-year program, 
th MOWS will institute 

This
 

computer-assisted design procedures 
within the Rural Water Section. 


microcomputer and appropriate 
software
 

will involve the procurement of a The
 
and the establishment of a training 

program for project designers. 


World Bank has developed a conputer-based 
design package for pipelines
 

icrocomputer Pro rams for Improved
 
and water distribution systems termed Systems (19B).as e isosal 
Planning dupiand Design of Water an 

program isks for 
is complete wit instruction manuals an The pacage World Bank consultant gave a In early 1986, a 


IBM-compatible computers. 


one-week training course to MOWS staff on various applications 
of the
 

The response of the staff was 
enthusiastic but,
 

World Bank package. 

because the course was too short 

and a computer was not readily 
available
 

for use afterwards, computer-assisted 
design procedures did not become
 

established in the MOWS.
 

The costs of establishing computerized 
design methods are modest.
 

The software package is freely 
available from the World Bank 

and the MOWS
 

An IBM-compatible computer with 
the necessary
 

already has two copies. 
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peripheral equipment can be provided for $15,000 and a two to three-week
 

training course by two outside consultants would cost approximately
 
be borne by USAID.
$25,000. All costs for equipment and training will 


C.5 Applied Studies
 

There are a number of applied studies needed to insure adequate
 

performance of the project and the achievement of expected project
 

One study, a manpower needs assessment, affects both the MOWS
outcomes. 

and MOH, while the others are limited to activities of a single 

In several studies, outside technical assistance will beministry. 
resources should be sufficient. The
required, but in others local 


following list describes each study, identifies the ministries involved,
 

recommends a suitable timetable, and gives estimated costs, where
 

appropriate.
 

(a) Manpower Needs Assessment
 

A manpower needs assessment is urgently needed in both the Rural
 

Water Section of the MOWS and the HESP prograi of the MOH. Both
 
successministries have personnel limitations that seriously endanger the 

shortage ofof the PHICS Project. In the MOWS, there is a crucial 
At
engineers capable of designing and constructing new water schemes. 


the same time, it is not completely known whether the field staff is 

capable of carrying out both construccion of new schemes and monitoring
 
In the MOH, on the other hand, the
and maintenance of existing schemes. 


expansion of HESP activities to all piped water schemes in the country
 

will require an enormous growth in HESP personnel at all levels. 

To ensure that staffing is capable of ca.^rying out the ambitious 

goals of the PHICS Project, both ministries, is well as USAID, need to 

have a specific, project-oriented assessment )f their current and 

projected personnel levels, capabilities, and likely performance. This
 
soon as possible, preferably in the first
assessment should be done as 


year cf the project (1989/90). Both the RWS and HESP staffing needs
 

should be investigated and recommendations made for any necessary
 
It is estimated that two
modifications in proposed project staffing. 


external consultants spending one month in Malawi could prepare this
 

assessment at a cost of $40,000.
 

(b) Willingness to Pay for Maintenance of Water Systems
 

As described in section C.l, a willingness-to-pay (WTP) study of
 

operations and maintenance of rural piped water systems is essential for
 

the long-term sustainability of the schemes. A contingent valuation 
procedure, initially developed by the WASH Project and now being
 

extensivley utilized by the World Bank, can be employed in village
 

surveys to determine how water users value their system and the extent to
 

which they would financially support it. The results of this stuldy will
 

be used to develop long-term maintenance programs for all piped water
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Wfi study

USAID/Tanzania is planning to carry 

out a 

schemes in Malawi. water schemes in Tanzania in
 
on the maintenance of UNICEF-financed 

rural 


late 1988.
 

For the PHICS Project, a WTP study 
of maintenance is high priority
 

and should be carried out during 
the first year (1988/89). Based on WASH
 

Project experience, an appropriate 
WTP study would require two external for

institution (possibly the Centre 
investigators, a collaborating 

local 
The duration of the study,
 and approximately $50,000.
Social Research), field interviews, 

including initial reconnaissance, 
questionnaire design, 

and data analysis, will require about six months. 

Low Cost Water Treatment Methods
(c) 


rural piped water program has 
Since its origins in 1968, the Malawi 

the delivery of low-cost, untreated 
water to rural
 

been based on 
Water intakes have been built 

in mountainous streams
 
communities. This has minimized the
 
surrounded by protected forest 

catchments. 
 In
 
effects of pollution arising from 

human settlements and cultivation. 

recent years, however, the need 
for water treatment in certain project
 

Slow sand filters have been recently
 areas has become apparent. 


constructed at the Dombole project 
(financed by Canadian CIDA) in 

Ntcheu
 

District and at the Mwanza project 
(financed by USAID) in Chikwawa 

Preliminary results from these 
schemes indicate that slow sand 

District. about one-half, but may promote
faecal coliform counts by

filters reduce More long-term monitoring and 
the growth of other bacterial 

organisms. 

their general

these filters is necessary before 
applied research on 

can be accepted.
applicability to Malawian conditions 

piped water progr.am expands, it
will include an
 

As the rural 

increasing number of new catchment 

areas with marginal water quality.
 

protected catchments and good
those having well 
The best sites, i.e., 


intake locations, have already 
been developed, and future schemes 

at
 

be requi-etl to include catchment 
areas containing some human
 

times will A survey of 19 potential new 
catchment
 

settlements and cultivated areas. 


areas conducted by the MOWS in 
November and December 1986 showed 

that
 

most had relatively high faccal 
coliform counts (between lOOFC/lOOml 

and
 

and several had high turbidity 
loads (between 20 NTU and 8U
 

400FC/lOOml) to match the quality 
If the waters from these new catchments 

are 

NTU). 

levels of existing schemes, new 

methods of catchment protection 
and water
 

treatment will have to be developed by the MOWS.
 

Some methods are relatively simple 
and low-cost, while others are
 

For example, the assistance 
of the
 

more complicated and expensive. habitations and
 
Forest Department can be enlisted 

in removing illegal 
Moreover, the
 

cultivation from officially-designated 
forest reserves. 


construction of a water system 
tends to lower the bacterial 

count in the
 

water as it moves through pipelines and is 
held temporarily in storage
 

improving the catchment and building 
the system
 

Both actions -- Othertanks. 

usually result in improved water 

quality to the consumer. 


http:progr.am
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relatively simple actions could be taken, including 
the redesign of
 

storage tanks to serve as sedimentation tanks during the rainy season
 

when stream flows, bacterial counts, and sediment loads 
are all high.
 

Simple disinfection with chlorine tablets or powder at 
the main storage
 

tank is another low-cost approach to improving water quality.
 

None of the above methods need involve expensive equipment 
or
 

Where such simple approaches are inadequate,
highly-trained operators. 
 However, slow sand
 the MOWS can consider installing slow sand filters. 


filters are relatively costly, about K46,000 for materials 
at current
 

(1987) prices and, if the turbidity level in the incoming water exceeds
 

20 NTU, may require pre-treatment by roughing filters, 
which cost an
 

additional K46,000.
 

Itmust be remembered that the purpose of water treatment 
in a rural
 

program should not be to produce urban-level water quality 
meeting WHO
 

such that it is adequate
standards but to improve the quality of water 

and reasonably safe for the rural populations using it. The measure of
 

adequacy in Malawi will be the temporary water quality guidelines
 

contained in the National Water Resources Master Plan (1986) and
 

It will be the responsibility of the
 described earlier in Section C.2. 


MOWS to interpret these guidelines and to develop appropriate 
methods of
 

water treatment for rural schemes with water quality problems.
 

Low cost water treatment studies, therefore, will 
be undertaken by
 

the MOWS through the Rural Water Section and the 
Central Water
 

be on simple, inexpensive techniques
Laboratory. The emphasis will 
sufficiently to meet the new 

designed to improve the quality of the water 
All work will be done by ministry
rural standards (see Section C.2). 


A small budget of $10,000 will be provided by the project for
 personnel. 

this purpose.
 

(d) Reliability of systems
 

piped water program depends
Because the sustainability of the rural 


greatly upon routine, but continuous, maintenance 
services by the
 

communities themselves, it is essential for the MOWS to closely monitor
 

the operations of the completed water systems to ensure 
that a proper mix
 

of routine m~intenance by the communities and major 
maintenance by the
 

There will be need for a continual compilation
RWS are being provided. 

of monitoring data at RWS headquarters in order to track both the overall
 

performance of water schemes and the reliability of 
individual water taps.
 

In the past, the RWS assigned responsibility for system 
reliability
 

Studies carried out on selected
 studies to a Peace Corps Volunteer. 

schemes in 1984-85 showed that, with the exception of 

a few serious
 

pipeline washouts, which required major reconstruction 
efforts, the
 

reliability of individual water taps throughout the 
country averaged
 

This means that on average each tap was
 better than 98 percent. 

The purpose of reliability
delivering water at least 98 out of 100 days. 


to determine operational efficiencies and to
 studies, therefore, is 

identify schemes with operational difficulties or inadequate maintenance.
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No major additional resources are needed to establish systems
 
Monthly


reliability studies as an on-going activity within 
the RWS. 


water schemes.
 
monitoring data currently is routinely collected from 

all 


The RWS needs to ensure that the data are properly 
compiled and analysed
 

In time,

and the results used to manage the maintenance 

program. 

water
 

up-to-date reliability recirds should be developed 
for all 


One of the technicians at headquarters will be responsible for
 
systems. 


provide $10,000 to cover miscellaneous costs
 this task. The project will 

of data storage and report production.
 

Low Cost Latrine Development
(e) 


The MOH wants to estiblish a sanitary research 
unit to support field
 

not be a formal office
This unit will
activities with the HESP program. 


within the ministry but rither an informal concentration 
of applied
 

The
 
sanitation studies carried out by the Environmental 

Health Unit. 


most important need is for further study and 
development of low cost
 

The MOH has
 
latrines suitable for dif-erent areas of the 

country. 


decided to adopt the San-plat latrine within the 
HESP program, but there
 

may be situations where V:P or other types 
of latrines may be more
 

appropriate. For this pu!,pose, the MOH will require funds for tools,
 
at headquarters and,
 

materials, and supplies to be used by HESP personnel 

Total project contribution to the sanitary
possibly, regional center;. 


research unit will be $16,000.
 

D. Management and Administration
 

D.l. Program Coordinating Committee
 

Coordination between the MOWS and MOH in the 
current USAID-financed
 

water program has operatel on an informal basis 
since program inception
 

While the coordination to date between the two 
ministries has
 

in 1981. 

been reasonably good, it could be better, and 

the new PHICS Project will
 

need closer and more formal cooperation between 
the ministries if HESP
 

Both the mid-term and final evaluations
 objectives are to be realized. 

of the current water program called for closer 

collaboration in the areas
 

of finance and field operations.
 

To achieve this, the new program will have 
a Program Coordinating
 

This
 
Committee composed of representatives of the 

MOWS, MOH, and USAID. 


committee will meet regularly (at least once 
per quarter) to review
 

current activities, to identify and resolve 
mutual problems, and to
 

The membership of the committee will be
 coordinate future work programs. 


left for the GOM to decide, although it is 
recommended that the comnittee
 

include representatives from the Rural Water Section of the MOWS and HESP
 

The selection of members should be based 
on their
 

program of the MOH. 

ability to contribute to interministerial 

problem-solving in the new
 

It is believed that the formal channel of communication
 
project. 

represented by this commi ttee will help to strengthen 

the exi sting
 

information channels between the two ministries.
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D.2 Annual Reviews
 

There is need for a periodic review of program status showing
 

activities underway, progress since the last review, and overall status
 
Both the 	MOWS and the MOH will
since the beginning of the program. 


to USAID
 
prepare a brief annual review of their activities and submit it 


along with the Annual Work Plan. The annual review should consist
 

primarily of easy-to-measure statistical ndices so as not to burden
 

unduly either ministry with reporting reqjirements. Such reviews will
 

serve as a rapid measure of program progr.-ss and will provide valuable
 

input to 	subsequent mid-term and final program evaluations.
 

The following indices are sugg.ested for these reviews:
 

(1) Annual Review of MOWS Activiti 3s:
 

New Water Projects Started:
 

Old Projects Under Construction:
 

Projects 	Completed:
 

Expenditure Expenditure
 

Du ing 	 Cumulative
 

Program 	 Year to Date
 
(K) 	 (K)
Expenditure* 


Construction Program
 
x
- Commodities 	 x 


- Salaries x 	 x 
- Vehicles & Equipment x 	 x
 

- Tools 	& Misc. x x
 
x
- Operating Costs x 


Maintenance Program x 	 x 
x
Water Quality Monitoring x 

* 	 Note: USAID terminology for budget items differs slightly from 

that used by the GOM. The following USAID and MOWS terms 

have equivalent meaning: 

MOWS TERM
USAID TERM 


= 003 Water Supplies
Commodities 

006 Plant and Vehicles
Vehicles 	and Commodities = 

= 008 Personal Emoluments
Salaries 
Operating Costs = 009 Running Expenses 

010 Special Expenditure
Tools and Miscellaneous = 
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Activity During Year Cumulative to Date 

Kilometers of Trench x x 

No. of Taps Installed 
Population Served with Water 

No. of Water Samples rested 

x 
x 
x 

x 
x 
x 

No. of HQ Staff (describe): 

No. of Field Staff (describe): 

Briefly identify any problem issues (causes, consequences, 
etc.):
 

Annual Review of MOWS Activities:
(1) 


New HESP Project Areas Started:
 

Total HESP Project Areas:
 

New HESP Project Villages:
 

Total HESP Project Villages:
 

Program 

Expenditure 


Salaries 

Vehicles & Equipment 

Tools & Misc. 

Operating Costs 

Materials and SuppliEs 

Training 
Sanitary Research Unit 

Activity 


No. of Washing Slabs 

Installed
 

Expendi ture 

During 
Year 


(K) 


x 

x 

x 
x 

x 

x 
x 

During Year 


x 


No. of Latrines Constructed 	 x 


x
Population Affected by HESP 


x
No. of Water Samples Tested 


Expenditure 
Cumulative 
to Date
 

(K)
 

X
 
x
 
x 
x
 
x 
x 
x 

ate
Cumulative to 


x 

x
 

x
 

x 
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No. of HQ Staff (describe): 

No. of Field Staff (describe):
 

Briefly identify any problem issues (causes, consequences, etc.):
 

D.3 Annual Work Plans
 

Annual work plans prepared by the MOWS and the MON will be the
 
primary source of information for USAID monitoring, review, and approval

of GOM activities. The MOWS will submit an annual plan on its proposed
 
water 	supply program, while the MON will provide an annual plan of the
 
proposed HESP program. As described in Section D.2, each ministry will
 
also provide an annual review of current activities along with the annual
 
work plan for the following year. The annual review and annual work plan

should contain similar types of information in order to assist USAID in
 
its monitoring function.
 

The following categories of information are suggested for the annual
 
work plan:
 

1. 	 Future year projections of items, expenditures, and activities
 
contained in the annual review (see Section D.2).
 

2. 	 Bar chart of major project activities.
 

3. 	 Discussion of special events (studi(s, evaluations, program
 
changes, etc.)
 

4. 	 Discussion of potential problem areas.
 

D.4 USAID Progam Evaluations
 

USAID will carry out mid-term and final evaluations of the water
 
supply and HESP program activities supported by the project. The purpose

of these evaluations will be to assess the functioning, or operation, of
 
the water supply and HESP programs and the utilization of program outputs

by project beneficiaries. The emphasis of the mid-term evaluation will
 
be to determine progress towards program objectives as set out in the
 
logframe and to recommend any necessary changes or remedial actions to be
 
undertaken during the remaining life of the project. The final
 
evaluation, on the other hand, will assess the extent of program

achievements and will highlight issues and lessons of particular

importance to future USAID programs for water, sanitation, and health.
 
Both evaluations should be conducted by external experts, although it is
 
suggested that MOWS and MON personnel actively participate in the
 
assessments in order to strengthe3 GOM capability to carry out its own
 
evaluation exercises in the future.
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evaluations have similar 
It is recommended that mid-term and final 

final evaluationsused in the mid-term and
formats and follow the model 

This model highlights the
 
of the current USAID-financed water program. 


initial project input to ultimate 
nature of linkages fromsequential 

project outputs and impacts, as shown in 
Figure 3.
 

Each level of Figure 3 represents an order of effects 
that are
 

The inital efficiency level
 
dependent upon all previous effects. 


consists of the immediate or direct consequences 
of project development,
 

which include all project inputs, operations, and physical 
outputs under
 

the control of project officials. These consequences can generally be
 

units.
assessed in straightforward physical 
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ULTIMATE 

PROJECT PROJECT PROJECT 

OPERATION PERFORMANCE CONSEQUENCES 

Inputs---j Operations 1 Outputs )oUsage - Impacts 

. EFFECTIVENESS----#IMPACT
 
LEVEL LEVEL
 

EFFICIENCY 

LEVEL 


Figure 3. General Evaluation for Water and Sanitation Projects.
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The secondary effectiveness level involves the more complex
 This
 
consequences of project performance, or the use of project 

systems. 


includes the water use and sanitation practices adopted.by the project 
types of health education and maintenance

communities as well as the 
Project officials
 support the communities give to the new systems. 


these consequences. They can only hope to
 cannot directly control 

favorably influence the behavioral patterns in the recipient 

because of the difficulties in measuring
communities. Similarly, 
behavior, surrogate, or indicator measures, often 

must be employed.
 

can be used to classify program
The third evaluation model 


assessments into the following five areas:
 

Program inputs by USAID, MOWS, MOH, and the local 
community.


1. 


2. Strengthening of institutions involved in the program.
 

Program outputs of community water supply and 
sanitation


3. 

schemes.
 

4. Community utilization of water and sanitation systems.
 

Program impacts (health, economic, social, environmental).

5. 


an expanded view of the evaluation model adopted for 
the
 

Figure 4 is 

Primary emptasis should be placed on evaluating the
 PHICS Project. 


efficiency and effectiveness levels, or program operations and program
 

Because these evaluations are intended to provide
performance. 

operational guidance, rather than fundamental research insights, only
 

This level,

minor assessment efforts ar( needed on program 

impacts. 

terms of general qualitative


therefore, can be best assessed in 


descriptions or on the basis of any special field studies that may be
 

carried out over the course of the program.
 

http:adopted.by
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Program Program
 

Program Operation Performance Impacts
 

Project 
Inputs 

Institutional 
Development 

Project 
Outputs 

By USAID Project 
Development 

Construction Household Water 
Use 

Health 

Water Systems 
Maintenance 

Staffing and 
Training 

Water Qualtiy Household Economic 

Monitoring Sanitation 
Practices 

Community Support
 

By GOM 	 Information
 
Systems
 

Moni toring Operational Social
 

Systems Status
 

Research
 
Activities
 

Environmental
By Local Interministerial Community 


Communities Coordination Support
 
Transport
 

Efficiency Level 	 Effectiveness Level Impact Level
 

Figure 4. 	 Evaluation Model for Water Supply, Sanitation, and Hygiene Education Componeni 
of PHICS. 
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The following is a summary outline of the key program aspects 
recommended for the mid-term and final evaluations: 

1. Program Operations: Inputs
 
1.1 USAID Inputs
 

1.1.1 Construction Program
 
1.1.2 Maintenance Program
 
1.1.3 Information Resources Program
 
1.1.4 HESP Program
 

1.2 GOM Inputs
 
1.2.1 MOWS
 
1.2.2 MOH
 

1.3 Community Inputs
 
1.4 Other Inputs
 

2. Program Operation: Institutional Development
 
2.1 Program Development Activities of the MOWS
 

2.1.1 Water Systems Planning
 
2.1.2 Water Systems Design
 
2.1.3 Water Systems Procurement
 
2.1.4 Water Systems Construction
 
2.1.5 Promotion of Water Project Commnittees
 

2.2 Program Development Activities: MOH
 
2.2.1 Hygiene Education
 
2.2.2 Pit Latrines
 
2.2.3 Wash ng Slabs
 
2.2.4 Promotion of Village Health Committees
 

2.3 Water Systems Maintenance
 
2.3.1 Rout-ne Operations and Maintenance
 
2.3.2 Major Maintenance
 
2.3.3 Finaicing of Maintenance Costs
 

2.4 Staffing
 
2.4.1 MOWS
 
2.4.2 MOH
 

2.5 Training
 
2.5.1 In-Service Training: MOWS
 
2.5.2 Off-Shore Training: MOWS
 
2.5.3 In-Service Training: MOH
 
2.5.4 Off-Shore Training: MOH
 

2.6 Water Quality Monitoring
 
2.6.1 Organization of Monitoring Operations
 
2.6.2 Monitoring Coverage
 

2.7 Community Support
 
2.7.1 Status of Committees
 
2.7.2 Institutional Linkages of Committees
 

2.8 Information Systems
 
2.8.1 MOWS
 
2.8.2 MOH
 

2.9 Monitoring Activities
 
2.9.1 MOWS
 
2.9.2 MOH
 

2.10 Research anc Special Studies
 

2.10.1 Engineering and Technical Studies
 
2.10.2 Social and Health Studies
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2.11 Interninisterial Coordination
 
2.11.1 Program Coordinating Committee
 
2.11.2 Project-level Coordination
 

3. Program Operation: Status of Schemes
 
3.1 Construction Status
 

3.1.1 Water Systems
 
3.1.2 Pit Latrines
 
3.1.3 Washing Slabs
 

3.2 Operational Status
 
3.2.1 Water QuaAiti ty
 
3.2.2 Water Quality
 
3.2.3 System Reliability
 
3.2.4 System Accessibility
 
3.2.5 System Sanitation
 

4. Program Utilization
 
4.1 Household Water Use
 

4.1.1 Sources and Uses of Household Water
 
4.1.2 Water Consumption
 

4.2 Household Sanitation Practices
 
4.2.1. Water-Related Uses
 
4.2.2 Latrine Usage
 

4.3 Comunity Support Practices
 
4.3.1 Enforcement of Water Use and Sanitation
 

Practices
 
4.3.2 Community Input During Construction
 
4.3.3 Community Input for Maintenance
 

5. Program Impacts
 
5.1 Health Impacts
 

5.1.1 Diarrheal Disease
 
5.1.2 Effects on Other Diseases
 

5.2 Economic Impacts
 
5.2.1 Time Savings
 
5.2.2 Other Productive Outputs
 

5.3 Social Impacts
 
5.3.1 Experience in Project Development
 
5.3.2 Effect of Cooperative Activities
 
5.3.3 Involvement of Women
 

5.4 Environmental Impacts
 
5.4.1 Effects of Changes in Water and Land Use
 
5.4.2 Wastewater Disposal
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ATTACHMENT 1
 

Research Carried Out Under CCCD
 

Line list, operational research projects, Epidemiologic ir,vestioations, surveillance (HIS) and CC0 program
support activities underway or completed in Mal*wi,.9S66 
and projects proposed for 1987 - 1569: principal
investigator's name appears first in brackets, na.es Qf co-investigators foliow: Field Epidemiolcgist/ESR
 

DIRRRHEAL DISERSES
 

Project Title 


Record Review, Children with 

Diarrheal Diseases, Kamuzu 

Central Hospital, Lilong;te 

(Heymann/Mbvundula/Macheso) 


Nationa:l Job Performance 

Sjrveq 

(Voigt/Jere) 


Practices Prior to Rrrival 

at Outpatient Facility,

Mothers of Children with 

Diarrheal Disease 

(Heymann/Ndala) 


Na Concentration of 555 

Mixed in Outpatient 

Facilities 

(Kalilani/Heymann) 


Description of Study 

Pediartic charts with one of the discharge

diagnosei as diarrhea from period July

1980 to July 1986 wore reviewed and 

detailed information recorded ahout age of 

children, mortality rates, i.v. and ORS 

use, and days of hospitalization 


Surveu to observe and record health 

facility practi.: after CCCD training in 

CDO and Malaria .,jntrol 


Sentinel surveillance set up at 12 out-

patient Facilities throughout Malawi to 

monitor home treatment practices for the 

current episode of diarrheal disease 

among children under five 


Two hundred seventy one women, surveyed

in each of the three regions, were asked 

if they had previously mixed and used SSS,

provided with sugar/salt, and asked to mix 


Results
 

Intravenous fluid use for children with
 
diarrhea decreased by 62%, ORS use as
 
only treatment for mild/moderate
 
dehydration increased by 73% and i.v. 
fluid use for mild/coderate dehydration 
decreased by BOX; case fatality rat* 
increased to 15% and the percentage of
 

.children with severe dehydration
 
increased; 60% of children admitted to
 
hospital were less than 1 year of age
 

Of 120 children with diarrhea, 24% were
 
correctly evaluated for dehydration and
 
70% given PS5, 4% in the correct a.ount
 

P-ng 19,! c
=hildren with diarrhea
 
during the first 12 months of
 
surveillance, 40% were treated at home
 
with 5SS, 17% with other home fluid and
 
80% of children breastfeeding continued
 

to be fed by breast; 54% of children were
 
less than 12 months of age and 72X had
 
mild dehudration, 25Z had moderate
 
dehydration
 

One hundred thirty eight (51%) stated
 
that they had previously used 555 at
 
home and 20% of all women mixed a
 
solution with Na oncentration be­
tween 80 and 110 MED/L while 50% mixed
 
solutions with Na concentration over 110
 
IIEQ/L
 

Impact of Dutpatient Pediatric charts with one of the discharge 
During the period July 1984 - July
ORT Activities on diagnoses as diarrhea from period July 
 1986 there was a 50% reduction
Pediatric Rdmissions for, 1980 to July 1996 were reviewed to count 
 in the percentage of pediatric

Diarrhea, Kamuzu Central the number of diarrhea admissions prior admissions with diarrhea as one
Hospital, Lilongwe to July IS64 when outpatient D0T activities of the dis=harce diagnoses
r.-J--," .' 6Jla.'Ma -,sc) 
 bcgan, a'-d frc' Julw l E4 - Ju!t i e
 



Project Title 


Practices and Community 

Level Distributin of ORS, 


Salima District 

(Allen/Heymann/Mbvundula/ 

Namanja) 


Use of Dilute Maize Porridge 

as Rehydration Fluid at the 

Household for use in 

Preventing Dehydration 


(Heymann/Waldman/Mbvundula)
 

Evaluation of Water and 

Sanitation Project in 

Malawi 

(Nyasulu) 


EPI DISERSES
 

Serologic Monitoring of the 

Measles Componant of the 

falawi Exapnded Programme on 

Immunization 

(Heymann/Chikakuda/Pointer) 


Description of Study Results
 

Protocol presently being developed to Perding
 
evaluate communi-ty practices and TBA/
 

village level volunteer ability to mix
 
and prescribe ORS from packets,
 
their acceptance by the commnunity, and
 
the cost of such a village level
 
distribution syZtem
 

Protocol presently being developed to Pending
 
evaluate household use of traditional
 
porridge diluted for use to prevent

denLyra icn
 

Regionally funded operational research Pending
 
project longitudinally examining children
 
under five living in an area with improved
 
(gravity.) water supply compared to matched
 
group living in an area with traditional
 
water supply; indices examined include
 
episodes of diarrhea per month, mortality
 
rates and growth
 

Protocol, presently awaiting review in Pending 
ministry of health, to confirm diagnosis 
of measles among children <12 months of age 
through acute and convalsecent serum and 
to examine 420 children (20 at each age from 
4 to 10 months of ace) for me-sles antibody 
in each of the three regions
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Project Title 


Record Revieu Children with 

Measles, Kamuzu Central 

Hospital, Lilonowe 

(Heymann/Macheso) 


House to Ho=se La-,eness 

Survey to Establish Rnnual 

Incidence of Paralytic 

Polimnuelitis 

(Pointer/Chikatzuda/Heutann) 


f4eonatal Tetanus Survey 

(Pointer/Chjkakuda/HeLrann) 


MALAPIR
 

Practices Prior to Srrival 

at Outpatient Facility, 

Mothers of Children with 

F7ever/Malaria 

(Heymann/Ndala) 


Description of Study 


Pediatric charts with one of the discharge 

diamnoses as r.easles from period January­
1985 to January 1987 currently being
 
reviewed and detailed information about
 
ace of patients, m'rtality rate, days of
 
hcspitali ation and management being
 
collected
 

Standmrd protocol for house to house lame-
ness survew beir.o developed and will bLe 
im,plemented in 1927 pending clearance by
 
ministry of health; follows same sampling

method as survew in 1976 which established
 
incidence of 31.1 per 100,000 children under
 
five years of ace
 

Standard protocol for 30 cluster neonatal 

tetanus su-veu1 hrina develo?7d =.1.2 
implemented in 1988 pending clearance of
 
ministry of health; follows same sampling

method as su.-vey in 1983 which established
 
incidence of 12 per 1,000 live births
 

Senitnel surveillance set up at 12 out-

patient facili'.ies throughout Malawi to 

monitor home treatment pi-actices for the 

current episode of fever/malaria among 

children under five 


Results
 

Pending
 

Pending
 

Pending
 

Rmong 63,116 children with fever/malaria
 
during the first 12 months of
 
survei IIa._, 15.% were.treated -- ,c
t 

with chloroquine and 18X were treated
 
with an ant ipyretic; 44% of children
 
with rever/malaria were under 12 months
 
of age
 



Project Title Description of Study Results
 

Practices for recent (2 week) Preliminary investigation. for a proposed

episode of fever/malaria 

and prevalence of malaria 

parasites among children 

under five, Salima District 

(Heymann/Khoromana/Macheso/ 

Al len) 


Health Facility Pracitces 

for Fever/Malaria 

(Heymann/Khoromana/Macheso/ 

Rllen/Wirima) 


Training of TBR's and Shop-

keepers in dispensing 

chloroquine at the village 

level in correct dose for age to children under five at village level. 


community intervetnion study at Salima 

District to determine home practices for 

fever/malaria and parasite prevalence; 

mothers of 526.children were interviewed 

and thick smears/blood fcr chloroquine 

levels draun from children by finger stick 


Preliminary investigations as described 

above to determine health facility 

practices, from history of mother, for 

child with recent (2 week) history of 

fever/malaria; 234 children treated at
 
health facility
 

Preliminary investigations as described 

above to determine whether TBA's and Fhop-

keepers can reliably provide chloqoruine 


(Allen/Namanja/Heymann/ 

Wirima) 


National Job Performance 

Survey 

(Voigt/Jere) 


Repeat Chloroquine 

Resistance Testing at one 

of the Original Sentinel 

Sites 

(Khoronana/Heymann/Wirima) 


and to determine utilization and cost of 

chloroquine distributed through such a 

primary health care distribution system
 

Survey to observe and record health 

facility practices after CCCO training in 

COD and Malaria Control 


53 children under the age of five years 

were studied for resistance to chloroquine 

in a dose of 25 mg/kg by seven day in-vivo 

testing at Karonga sentinel site in 

December 1996, 36 months after 19e4 testing as compared to 58% in 19S4; GMPD on 07
 

Three hundred thirty five (64Z) of
 
children had recent (2 week) fever to
 
give annual incidence of fever/malaria
 
of 16.6 episodes/child/year; 4% were
 
treated with chloroquine, 44% with anti­
pyretic and 70% taken to a health worker;
 
39% of the 526 children had P. falciparum
 
parasites on thick smear
 

-One hundred thirty nine (59%) were
 
treated with chloroquie and 38%
 
with aspirin; number of chloroquine
 
tablets given for age was calculated
 

Training materials develcped and field
 
tested; 27 TSR's and 11 shopkeepers
 
trained; preliinary usage figures
 
suggest that up to l,OCO tablets will
 
be used per village of 100 - 300
 
inhabitants per month
 

Of 204 children with fever/malaria, 59%
 
were correctly evaluated and 90% given
 
chloroquine, 20% in the correct dose
 

Thirteen (21%) of the children failed to
 
have 'atminimum a 75% decrease in
 
parasite density on D2 as compared to 11%
 
in 1984; 56% had parasites present on D7
 

was 428 in 1965, 856 in 1994
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Project Title 
 Description of Study 


Clinical Response to 
 One hundred seventeen children with
Chloroquine in a dose of 
 axillary terpErature >=37.5 degrees or25 mg/kg compared to Fansidar.with histcry of fever within the precedingin a dose of 25 mo sulfa/kg 
 4e hoi-s were treated with chloroquine
(Pappa:onou/Heymann/Macheso/ and ccmpared to 40 children with fever or
Wirin.a/Khoromana) 


Clinical and Parasitic 

Response to Quinine 

(Wirima/Khoromana/Heymann) 


Parasitemia among Children 

with Signs/Symptoms 

Recognized as Malaria by

Clinical Officer 

(Macheso/Heymann) 


Record Review, Children with 

Malaria, Kamuzu Central 

Hospital, Lilongwe 

(Heymann/Machiso) 


historu of fever within the preceding 4E 
hours who Lere treated with Fansidar
 

Thirty seven children with P. falciparum

infection (GMPD = 
28,625) were observed for hcurs (ranoe 12-132) and for fever
parasite and fever clearance times after clearance was 36 hours (range 12-10)
 
treatment with quinine in a dose of

10 mc/kg every e hours
 

One hundred twenty two children under five 
Thirty eight percent of the children hadwho were diagnosed clinically as malaria 
 parasites present; 39% 
of those with
had a thick smear taken and were examined 
 fever and 39% of those classed asfor six different clinical parameters prior "ill-looking" were parasitemic; 61%
to treatment with chloroquine of
 

Pediatric charts with one of the discharge

diagnoses as malaria from period January1980 to January 1987 currently being
reviewed and detailed information about 
age of patients, mortality rate, days of
hospitalization, type of malaria and
 
management being collected
 

Results
 

Seventy-seven percent of children treated
 
with chicroquine were afebrile on D7 as
 
compared to 93% treated with Fansidar;
 
on 014,1er: of chloroquine group and 19%
 
of Fansidar group were afebrile
 

fIedian time to parasite clearance was 60 

those with fever and 61% 
of those who
 
who were "ill-looking" were not
 
parasitemic; 
 cost of chloroquine wastage

being calculated
 

Pending
 



Project Title 


Compliance to the Rntenatal 

Cheoprophylaxis Programme 

(Heymann/Wirima) 


Compliance to Antenatal 

Chemoprophylaxis Programme 

(Heymann/Steketee/Wirima) 


Focus Groups to Determine 

Uses ef Chloroquine 

Provided to Pregnant Women 

in Antenatal Clinics 

(Heymann/Rllen/flacheso) 


Chloroquine, Amodiaquine And 

Fansidar Resistance among 

Pregnant Women 

(Steketee/Wirima/Heymann) 


Description of Study 


Thick smears were taken from 171 .,omen 
attending antenatal clinic For the first 

time and from 298 return attendees; 

in addition, 91 return attendees were 

questioned about chloroquine use during 

the interval between clinic visits and 

were asked to provide a blood specimen for 

chloroquine levels 


Continuation of above study 

using dimethyl orange/urine testing to 

evaluate chloroquine intake; 73 first 

attendees and 284 return attendees 

evalauted to date 


Return attendees to antenatal clinics 

divided into small groups, those with
 
chlorcquine metabolites in their urine,
 
those without; through focus group
 
methods an attempt will be made to
 
determine reasons For not taking
 
prophylaxis and uses made of the
 
chloroquine not taken
 

Preliminary to larger study designed 

to evaluate impact of various prophylaxis 

schemes on birthweight; 14 day in-vivo 

testing of 33 women treated with chloro-

quine 25 mg/kg, 24 women treated with amo-

diaquine 25 mg/kg and 38 with Fansidar 25 

mg sulfa/kg 
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Results
 

Po=-asitc prevalence among r'eLurn 
attendees was not significantly
 
different from prevalence among first
 
attendees, and decreased with increasing
 
parity; among those who said they had
 
taken prophylaxis during the preceding
 
seven days, 29% had compatible whole
 
blood levels of chloroquine and
 
desethylchloroquine
 

Eighteen percent of first attendees and
 
37% of return attendees had chloroquine
 
metabolites in urine comaptible with
 
ingestion of chloroquine during the
 
preceding seven days; 35% oF those wha 
stated they had taken chlorcquine hac
 
compatible urine metabolites
 

Pending
 

On 07, 21% had chloroquine resistant
 
parasites, 4% amodiaquine resistant
 
parasites and none had Fansidar resistant
 
prasites; on 014, 25% had chloroquine
 
resistant parasites, 5% amodiaquine
 
resitant parasites and none had Fansidar
 
resist-nt parasites; resistance rates
 
for pregnant women similar to rates
 
for children 5 - 10 years of age
 
(24Z)
 



Project Title 


Effectiveness of Chloroquine

Prophyiaxis in Keeping Blood 

of Pregnant Women and their 

Placentas Parasite Free 

CMcDermott/Hea)ann/Mach.so, 
Wirima) 


cigns/Sy7.ptoms Perceived as 

Malaria, Pregnant Women 
(McDermott/Heyoann/Macheso, 
Wirima) 

HIS
 

tialawi EpicemiolcgV Training 

Course 


T 

Description of Study 


Seventy three oregnant women ;enl ,oeekp
chloroquine prophylaxis (5 mg/kg) in their

homes under supervisicn with thick smear 

every other week and placental specimen

at del-veru 


Pesults obtained in course of aEove study 

Seventeen epidemiology training modules, 
including 5 disease specific modules on 
.laria, n.easles, neonatal tetanus, polio
and diarrheal diseases, developed/adapted

for field testing and use by Malawi
 
government for training of epidemiology
 
assistants
 

Results
 

Sixteen percent of the uomen had

chloroquine resistant parasites at time

of enrollment; 
18 (25X) had a parasite

breakthrough in peripheral blcod and 56:
 
had evidence of placental infection
 
compared to 922"control group (p=O.053
 
Fisher's Exact)
 

Eighteen percent of 37 wonen with

paraF~tes had sicns/sunptoms they
perceived as malaria; 25% of B women 
with perceived signs/symptoms of malaria 

had parasites
 

Field testing pending
 

The above is a document of the CCCD Project Malawi, compiled from Ministry of Health and CCCD Project Pecords
for presentation at the 1987 CCCD Consultative Meetings. 
Submitted for MalauiMarch, 1987: Government Clearance on 13
not for quotation until ministry clearance has been received
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ATTACHMENT 1
 

ADig/14/21 	 15/1/88 

ESTIALI SUM OF REVOLVING FUNDS FOR 

PRIpARy HEALTH CARE 	 ACTIVITIES 

As you aie aware, Sir, one of the eight
 

components of Primary Health Care (.HC) is
 

treatment of ccmmon diseases at Community
 

level. The conmonest diseases in the country,
 

especially in children under five years of
 

age, are malaria, diarrhoea, eye infections
 

APPROVED 	 and pneumonia.
 

E.C.I.B.
 

18/1/88 	 2. Community-based treatmeat of malaria, 

diarrhoea, and eye infections with chloroquine 

oral rehydration therapy, and eye ointments 

respectively, is carried out in some villages 

in the country through the Primary Health C 

approach. One of the districts where this 

treatment is going on is Salima under the 

health component of 	the Salima Agricultural
 

Devulopment Division (SLADD).
 

3. The estimated cost of the three drugs 

from the Central edical Stores in Blantyre 

is X20.0') per village per month. This amounts 

to approximately K15,000 per year for the
 

SLAAD PIIC project area alone. If this progra-m 

was to be expanled to other areas, there would 

oo considerable cost implications. 

2/.......
 



The
 
4. At present SLADD pays for the drugs. 


long term success of PHC activities will depend
 

Jne of
 on a guaranteed regular supply of drugs. 


the fundamental principles of Primary Health
 

Care are coimunity involvement, and a spirit 
of
 

In this contoxt, the SLAJD
self-reliance. 


Public Health Doctor submitted a proposal 
to
 

introduce a revolving fund for the village7 
based
 

treatment aa a pilot project for the Ministry's
 

consideration.
 

Under the proposed scheme, the following
5. 


charges would applyi
 

- chloroquilne tablets: - 2t each 

- tetracycline eye oitment - 20t per tube or 

lt per treatment 

- oral rehydration salt - 3t per litre or 

solution packet. 

a simple accounting
6. 	 BLADD proposes to astablighk 

Village
procedure appropriate 	for vielage use. 


health committees will supervise the correct
 

handling of fees collected. Proceeds will go
 

into replenishing stocks of drugs.
 

proposed scheme, SLADD proposes to
 7. 	 Under th-3 

fund which would be used torr.iolvintucitaLinIl n 

. drugs for the community-based treatments
 produce mor 

inittattves such as
and in future for other P11C 


sanitation and shallow well protection.
 

Enrolment into the revolving fund will be
 a. 


voluntary when a person has malaria for 
instance,
 

four options would be available:
 

to be treated at home 	under the 
proposed


(a9 

scheme and pay 2t per 	ch-oroquine tablet,
 

3/.........
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(b) to walk some distance to a Ministry of health
 

Health centre and receive free treatment,
 

(c) 	to walk to a PHAM or district council
 

hearth centre (if no Ministry of Health
 

health centre is available nearby and pay for
 

chloroquine, or
 

(d) to purchasq noroloi for 13t per tablet at
 

i ihop..ear!.y 

9. Sir, SI DD Public Health Doctor had preliminary 

discussions on the proposed scheme with commanity 

leaders in the P1C pilot project area in Salima. 

They gladly welcomed the idea as tie area is 

currently medically underserved. 

10. As the long term viability of the Primary
 

Health Care approach depends on community self­

financing schemes such as the onu proposed, I
 

recommend for your consideration and approval,
 

Sir, that:
 

(a) the principle of setting up voluntary
 

community-hased revolving funds should
 

be acreptod by the Government.
 

(b) the proposed SLADO revolving fund pilot
 

projoce should be allowed to start.
 

11. I should be moot grateful for your directives 

on these two issues, Sir. 

Dr. S.S. Kamvazina
 
SICRTARY FOR HEALTH
 



Attachment No. 2 

ILLUSTRATIVE LIST OF RESEARCH TOPICS THAT
 

RESEARCH UNIT MIGHT CONSIDER FOR IHICS FUNDING
 

I. randated 

- Health Care Finance (see description # 1)
 

- Health Services Utilization and Expenditure (see description
 

# 2) 
- Listenership Patterns, Diffusion of Information, and Health 

Education KAP (see description # 3) 

- Service Delivery at the Community Level (baseline and process 

documentation) (see description # 4) 

II. Possibilities
 

- Child spacing KAP 

- Reasons for child spacing dropouts 

- AIDS knowledge and sexual practices study 

- Formative research on child survival/iCH 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)
 

Cost analysis - curative vs. preventive vs. community service
 



Malawian experience in community-based health prograhuning ­

what works and why 

Reason for EPI dropout!. - what motivates mothers (EPI KAP) 

treatment at the communityFeasibility of ARI diacinosis and 

level 



Description No. 1 

RESEARCH STUDIES ON HEALTH FINANCING
 

One study proposed in this domain would be 	 a sector-survey type of study 

addressed to sources and uses of funds in the entire Malawi
 

private components. Such a studyhealth-service sector, both public and 

has already been proposed by the MOH to WHO for their funding (although 

it has not yet been taken up by them). This study would be conducted by
 

the Planning Unit of the MOH and is intended as a follow on to a 1982 

Health Financing Survey carried out by the MOH. This study would
 

assemble cost information on the various programs and facilities
 

comprising the health-services sector including PHC services. An 

important feature of this project would be 	to design and put in place a 

system for the continuous, ongoing collection of information. The
 

assembled in this way would be part of the 	information neededinformation 

for meaningful cost-benefit and cost-effectiveness analysis of health 

program performance.
 

Another study in this domain would be addressed to issues in cost 

recovery in the public health-services sector. The cost information to
 

be assembled by the Health Financing Survey (above) will be important
 

from this point of view, particularly unit costs for services provided by
 

the Central Hospitals. This study should include attention to ways to 

it might beimprove fee collection in the public sector (to this extent, 


regarded as a follow up on a 1984 study by the MOH addressed to these
 

This study should also address issues in financing the demandissues). 

for services marketed by providers in both the private and the public 

versussectors -- e.g., out-of-pocket payments by 	consumers 

to devising strategies toinsurance/prepay arrangements, with an eye 

promote insurance/prepay financing. 



Description No. 2 

HEALTH SERVICES UTILIZATION AND EXPE1IJ1TURE
 

At present there is a paucity of data regarding where/to whom the 

rural population goes when they bacome ill. While the public health 

facilities appear well utilized, little isknow about the first course of 

treatment. In addition, we do not know anything about the utilization 

patterns (i.e., at what rate does utilization decrease for every 

kilometer farther from the health facility). There is little more than 

anecdotal information on the role played by the traditional healers in 

the rural society (i.e. for what illnesses do villagers most frequently 

consult the healers). I-lore must also be known about the number and 

practices of the traditional birtl attendants. 

Equally important, data is required on what people spend on health 

care. In order to make policies on cost-recovery issues, it is essential
 

that the decision makers know what people are spending on traditional 

healers, on the purchase of drugs, on transport to and from health
 

facilities, and on private practioners. The basic question is for what 

reviews are people willing and ab e to pay. A study of the utilization 

and expenditure patterns of the roral population will help in the 

development of a village-based se;:vice delivery program and guide in the 

formation of a cost-recovery poli:y and complement the service delivery 

component of the PHICS Project. 1;ecause of the iiature of the data 

required, it is most appropriate ;hat the research be carried out by
 

someone with an anthropological b.ckground who is able to spend 

considerable time in the villages observing and interviewing the
 

population.
 

qj1 



Description No. 3
 

LISTENERSHIP PATTERNS, DIFFUSION OF INFORMATION, AND
 

HEALTH EDUCATION KAP 

Research should be undertaken at the earliest practicable date on behalf 

of the Ministry of Education's Health Education Unit and the Malawi 

Broadcasting Corporation to measure and analj ze listenership and 

establish baseline data for use in assessing impact of interventions 

arising from the PHICS Project. Areas of investigation should include: 

1. 	 Urban and rural listenership in e,,ch region by time of day and 

day of week. 

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 -adio and other mass media 

are diffused through the communit, 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. 

8. 	Sources of health information ranked by importance.
 

9. 	Perceived creditability of each channel.
 

ResuTts of the survey should be widely disseminated through a series of 

workshops involving health policy makers, health educators and other 

development information specialists. Later studies will also be required 

to measure change and assess impact. 



Description No. 4 

SERVICE DELIVERY AT THE COMMUNITY LEVE'. 

It is essential that the P ICS-supported delivery of integrated
 

CH) to the project villages be monitored
services (water, sanitation and 

The OH's 10-Year
to determine the cost-effectiven ss of the strategy. 


Plan (1985-95) gives priority to the improvement of health status 
of the
 

Project provides the opportunity to develop
rural population. The PHIICS 

and test the most practical efficient and effective delivery systems 
to 

achieve this objective.
 

will be responsibte for contracting the
The Research Unit of the 10H 

monitoring effort to an institution which has the capacity to 
carry out 

The selected institution would reccive thesuch an on-going study. 


support as developed in the Annex on the Research, Monitoring,
 

the two expatriate researchers for
Evaluation, Planning Component (i.e., 


3 years while two Malawians receive lasters abroad and equipment support)
 

and short-term technical assistarce as appfopriate. With this technical
 

assistance plus support from othEr sections of the Ministry and 
their
 

respective technical advisers (i.e., Epidemiology Section, Planning Unit,
 

HIS Section), the contracted inslitution will develop the monitoring
 

design.
 

Project monitoring activities should compare a valid sample
 

all 69 old and
performance/impact over time in the project areas (i.e., 


as comipare status in the project
new gravity-fed water sites) as wvell 


areas. To determine the status prior to
sites to non-project or control 


intervention, baseline data must be collected in the proposed project
 

Some of the important indicators that
sites and in the control village!. 


might be included are:
 

- retrospective infant/child mortality
 

- water/sanitation KAP
 

r ' 



- MCH/child spacing KAP 

- health care practices/utilization 

- inmmunization coverage (of 1 year olls) 

- CRT knowledge and use 

- prevalence of malaria 

- use and source of chloroquine 

- vital statistics 

After the baseline survey, data should be collected on a quarterly basis 

once intervention activities have been initiated. The PCVs who will be 

working with the DHOs will be able to assist in the data collection 

effort. In addition to the emphasis on impact, it is vital that the 

service delivery component be studied from a process perspective as 

well. Various approaches to community participation, cost recovery, etc. 

will be tried and the experience must be recorded so tnat tne positive 

lessons can be learned and adopted more broadly. Process documentation 

or the observation and recording of the im,plementation effort, its 

constraints and problems, is also highly recom.mended. Some of the 

proces:; issues to be addressed include:
 

- effectiveness of female supervisors (EINM) at the periphery 

- effectiveness of female 1ISAs 

- optimal ratio of liSA to population 

- efficacy of volunteerisml 

- what incentives (non-monetary) migt promote volunteer 

motivation 

- potential of cost-recovery activities 

- effectiveness of drug supply systern at the community level 

- efficacy of collecting vital statistics at community level 

- effectiveness of involving traditional healers and TBAs at 

community level
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RESEARCII 	 TOPICS 

1'. 1ST YEAR OF Pll1CS 

1. 	 Child spacing KAP 

2. 	 Reasons for child spaciuig dropouts 

3. 	 AIDS knowledge and sexual practices study
 

4. 	 Formative research on child survival/MCH/interventions
 

foL lIEU 

5. 	 TBA survey to determine number, traditional practices 

and potentiial roles in :ominunity 

6. 	 Health care KAP - probl.:ms, attitudes and behavior 

at the village level
 

7. llealth staff work patte"ns - determine personnel 

pattern (direct service vs. supportive 

activities, travel, non-productive) - break service 

component down (curativ, preventive, communicable 

disease control, enviroirmental sanitation).
 

II LONG 	TERM TOPICS
 

I. 	 Health Care Finance 
2. 	 Health Services Utilization arid Expenditure 

3. 	 Listenership Patterns, Diffusion of Information,
 

and Health Educator KAP
 

4. 	 Service Delivery at. the Community Level (baseline 

and process documentatio) 

N... 	 These long term topics w(uld require separate funding 

and would need to be don, jointly with a US University. 



ATTACHMENT 3
 

EPIDEMIOLOGY SERVICE
 
PROPOSED ACTIVITIES
 

!EP DEM'OLO(" SE,
 

1. ORGANIZE AALABLE 1. IDENTIFY/CONFIRM -1. DEVELOP/RE,"IEW/
VITAL, DEMOGRAPHIC AND - OUTBREAK AMMEND EPIDEMIOLOGr
HEALTH INFORMATION FOR 2. PLAN, ORGANISE AND TRAINING CURRICULUM,rMONITORING AND INVESTIGATE LSH SE,ALUATING PIOGRAMMES 3. ANLA'ZE RESULTS AND 2. PROVIDE TRAINERS - 2. DETERMINE DISEASES MAKE RECOMMENDATIONS FOR LSHS SURVEILLANCEOF IMPORTANCE FOR CONTROL OFFICER TRAINING
3. ASSES DETERMINANTS, 4. PROVIDE WRITTEN

DISTRIBUTION AND REPORT/RECOMMENDATIONS

INCIDENCE CF E Af"E.3E;, TO PROGRAMME MANAGER
 
OF IMPORTANCE
 

MINISTRY OF HE.ALTH, MAL/WI 
2 



Attachment No. 4 

JOB DESCRIPTION, EPIDEMIOLOGIST 

In conjunction with Malawian counterpart(s): 

assure development and management of an epidemiology service within 

the Ministry of Health; 

assure planning, organization and implementation of surveillance of
 

communicable diseases and preparation and distribution of
 

appropriate reports of analyzed datal 

conduct investigations of outbreaks and recamnend control measures
 

to Ministry control programs and/or field staff; 

plan, implement, supervise, monitor and evaluate measures for the 

control and prevention of coinunicable diseases; 

serve as research and technical adviser to the disease control 

committees on policy issues and design, plan and conduct
 

epidemiologic and operational Studies and surveys at the community
 

level; 

disease problems at the community level andaddress non-communicable 

make recommendations for their control using epidemiological methods;
 

assure traininginstitutionalize epidemiology training programs and 

of Ministry epidemiology staff (see description which follows). 



Attachment to. 5 

LIST OF MODULES IN 9-11ONTII EPIDEMIOLOGY 

TRAINING COURSE
 

1. Facilitator's Guide.
 

2. Organization of Epidemiology Data. 

3. Calculation of Rates and Ratios. 

4. Calculation of the Middle Value of a Data Set.
 

5. Epidemiologic Surveillance.
 

6. Record Reviews and Surveys.
 

7. Outbreak Investigation: Disease Hypothesis and case Investigation. 

8. Outbreak Investigation: Organization and Analysis of the Data.
 

9. Epidemiologic Exercise: Opthalmia Neonatorum. 

10. Epidemiologic Exercise: Ebola Virus Haemorrhagic Fever.
 

11. Planning and Supervision of Disease Control Programmes.
 

12. Surveillance and Outbreak Investigation for Diarrheal Diseases.
 

In-View13. Development of a National Malaria Control Policy through 

Resistance Testing.
 

Tetanus Situation and Monitoring the14. Evaluating the Neonatal 

Tetanus Control Programme.
 



PRi'PORE.D TRAINING FOR SURVEILLANCE OFFICFRS. LILONCWE SCHOOL FOR 
HEALTfH SCIENCES 

With thr.! development of the Community Health Section in the 
MNnitstry of Health, a national epidemiology service is being 
d evelop.-.d which is responsbile for: 

-planning, nrganizinq and implementing surveillance 
o.f comiotuicable dis.Leaseu and preparing and distributing 
appropriate reports of analyzed data 

-- conducting investigations of outbreaks and recommending 
control mt:iasur'es to control programs and/or field 
A taf + 

- palnning, inplementinq, supervising, monitoring and 
evaluatinq reasures for the control and prevention of 
communi cabl e diseases 

- designing, planning and conducting epidemiologic and 
operational studies at the community level 

de.signing, planning and conducting surveys of health 
probl ems 

-. 	 addressing non communicable diseaE.e probelms at the 
community l-vel and making recommendations for their 
control using epidemiological methods 

- institutionalizing epidemiology training programs and 
asSuring training of Ministry of Health epidemiology 
S 	 af I. 

Tht-e:i c-pidomiology service will' have it director, an assistant 
dirt.Lo r ar'd ro.eqional/district surveillarnce officers who will be 
retizponible for collection the information required to fulfill 
tl,. ,h.jec*. 'ivo of the service as shown in the following 
organoijram. 

\RI
 



Y -9.a __ Fp~id_ mo l i ervice.in i st r v flf Heal t h 

Director, National
 
Epidemiology Service
 

Assistant Director 
National Epidemiology Service 

Regional 
Survei 1 1ance 

Regional 
Survei l1 ance 

Regional 
Survei llance 

Officer 
(1) 

Officer 
(1) 

Officer 
(1) 

District District District 
Survei 11 ance Surveillance Survei 1lance 

Officer Officer Officer 
(5) (9) (10) 
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EPDIIEMIOLGY TRAINING COURSE ADMINISTRATION
 

A. 	 Course Planning Committee 

1. 	 Select and orient:
 

a. 
 the course direct(.,
 
b. 	 the course instructors;
 
c. 	 the students.
 

2. 	 Select and equip the training sites.
 

3. 	 Ensure financial arangemants and accomodations.
 

4. 	 Familiarize regional offices and disease control
 
programme staff with: 

a. 	 CHSU and the role of 
the epidemiology teams;

b. 	 epidemiology course, including the field
 

activities.
 

5. 	 Assign students to regional offices as members of
 
the regional team.
 

6. 
 For the six-week disease-s)ecific control pro­
gramme sessions, specify tie priority activities
 
to be conducted and the me-.hods to be used in:
 

a. 	 surveillance;
 
b. 	 case and outbreak investigation;
 
c. 	 special studies to be done. 

This information must be communicated in writing 
to the course director, the appropriate instruc­
tors and the students.
 

7. 	 When the course date is established, assign the
required completion dat'Ls of each remaining activ­
ity to be done (see List VII on page 39). 



S. Course Director 

1. 	 Ensure that all instructors understand the purpose 
of the course and t.heir contribution to it.
 

a. 	 Conduct a ineeting of all the instructors to 
review the course plan, the preparations and 
each individual's role. 

b. 	 Conduct planning and review sessions with the 
instructors at least every other day to con­
tinuously atssess each student's progress and
 
determine if Cny require £pecial assistance. 

c. Meet 	with the consultant instructors at least
 
two days bofore the start of their session to 
review plans and preparations for their part
and any necessary changes to the plan, and to 
begin to familiarize the instructor with 
the 
students and their accomplishments to date. 

2. 	 Organize the course introduction, in conjunction
with the mrember; of the course planning committee, 
to: 

a. 	 discuss the. purpose of the court and its 
objectives: 

b. 	 review the course schedule and the training
methods ani training sites to be used; 

c. 	 introduce the course planning committee and 
course instructors present;
 

d. 	 review the responsibilities of the course 
director, the instructors and the students;
 

e. 	 introduce the students to each other and to 
the course ficuity. 

3. 	 Ensure that all instructors have what they ned tosuccessfully carry out their responsibilities. 

4. 	 Se available at all times during the course to 
assist in? solving problems which may arise. 

r-	 Serve from time to time as a course instructor. 

6. 	 Make sure tha. allI necessary arrangements are 
completed in advance for classroom and field 
training sites, students' materials, transport 
and lodging. 

2
 



7. 	 Identify and document, in a course director's log
and on an extra set of training materials, issues 
whi ch: 

a. 	 may need to be modified or managed differ­
ently in a subsequent course or field 
activity; 

b. 	 may be good topics for continuing education
 
seminars with the tc.ams 
in the year following 
completion of the course. 

G. 	 Review continuously during the planning phase the
 
list of necessary preparations (page 39) to make
 
sure they are completed on time, and record the
 
completion date besida the appropriate item on the
 
list. If problems appear, discuss them with mem­
bers of the training committee during periodic up­
dates.
 

9. 	 Become fainiliar with all of the contents of the
 
facilitator's guide and review all 
the training
 
materials to be used.
 

3
 



C. 	 Course Instructors
 

1. 	 Be sure to understand the purpose of your 
individual session(s). It is very important for 
the integrity of the course that you review the 
materials provided by the course director, and
 

plan 	and conduLt, according to these materials, 
the sessions fur which you are responsible.
 

2. Plan to arrive at the course site at least three
 

days before your session starts to complete all 

arrangements, meet the students, and learn about 

student accomplishments. 

3. Bring to the attention of the course director any
 

difficulties in maintaining a good classroom 
environment.
 

4. Review the following comments about the first six
 

weeks of the course and the subsequent five
 

disease-specific control programme sessions, and
 

use them as a basis for your sessions. 

a. 	 First six weeks: 

Most of the instructional materials used are
 

self-instructional, and provide skills in
 

basic epidemiology. For each of the 12
 

modules used, the genekal plail calls for
 

about one day to be allowed for each.
 

At the beginning of the day introduce the
 

students to the topic (15-20 minutes) and 
allow them the next six hours to complete the 
module. Be available at all times to answer 
any questions the students may have; spend 
the last hour of the day reviewig the work 

with 	them and in group discussion of how to
 

apply on the job the skills and knowledge 
they 	acquired from that module.
 

b. 	 Five six-week disease-specific control
 

programme sessions:
 

The five sessions are on the Malawi EPI, CDD, 
Malaria Control, Tuberculosis Control and 

Bilharzia Control programmes. Typically, the 
first week and a half of each six-week period 
will be spent familiarizing the students with 

the natural history and epidemiology of the 
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diseases in Malawi, 
the Malawi control pro­
gramme for those diseases, and the selected 
methods (which will be provided by the course
 
planning committee) for monitoring and eval­
uating the disease control programme.
 

The students should then divide into their
 
respective regional 
teams and design a field
 
study concerning the disease or programme
 
(options here will 
also be provided by

the course planning committee), go to the
 
field and conduct the study (three weeks),
 
and return to course site, organize and
 
analyze the data and present a final 
report,

with group critique (one week).
 

The teams' work 
on their field projects

should be formally assessed, and a useful
 
critique provided to thaw,. 
 As an instructor,
 
you should provide to the course director
 
your evaluation of each student.
 

On the following pages is a suggested outline
 
for students of the field-study part of the
 
session. You may need to adapt this to your
 
particular session. 

5. Since it is common practice in team work for the
 
team to select a chairman and secretary, make sure 
that this is done and that these positions are
 
rotated among the students. This valuable exper­
ience can then be shared by the students and you

and the course director will be provided with 
an
 
opportunity to assess each individual's potential
 
as a future team leader.
 

5
 



ENERAL DESCRIPTION OF TRAINING
 

Students should work as a team both in the classroom and onthe field projects. The field projects constitue a major part of
the training; major steps of the field project are: 

a. 	 designing the field study;
 

b. 	 ensuring the logistic arrangements and clearances to 
conduct the study; 

c. 	 going on-site and conducting the study; 

d. 	 organizing, analyzing and interpreting the study data; 

e. 	 reporting findings arid 
providing recommendations.
 

Each 	of 
these major steps is further outlined below. These
 are to be conducted in consultation with tha instructors and the 
course director. 

a. 	 Designing the field study: 

1) 
 Define the study problem and the population to be
 
studied.
 

2) Determine the information needed and the analyses
 
required.
 

3) 
 Select the study methods and techniques.

4) 	 Determine what specimens or samples may be neces­

sary for laboratory or other e:xamination. 
5) 
 Design the summary forms and the case investi­

gation forms. 
6) Design a method for confirming that the planned

work is completely and accurately done. 
7) List the personnel, laboratory, transport, lodging 

and other support needed. 

b. 	 Ensuring the logistic arrangements and clearances to 
conduct the study: 

1) Review, with the course instructor, your plan and 
the support needed.
 

..2) Schedule the various steps of the plan.

3) Define. team members' responsibilities.
 
4) Confirm that all res;ources needed are 
 in fact 

available for your 
use when needed (to be supplied
 
by the CHSU).


5) Complete the nocessary clearances.
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c. Going on-site and conducting tiie study:
 

I) 	 Go to the study site and make necessary prelimin­
ary arrangements. 

2) Collect the data and any necessary specimens. 
3) Nake sure that all data forms are completely 

filled OLut and that sptecimens are properly 
labelled, stored and prepared for transportation 
to the laboratory. 

4) When done, debrief with the aporopriate local and 
regional authorities. 

5) Return to the course site. 

d. 	 Organizing, analyzing and interpreting the data:
 

1) Tabulate and graph the data.
 
2) Perform any necessary calculazions.
 
3) Identify and describe any trends or other patterns
 

seen in the data.
 
4) Describe your findings and make appropriate
 

recommendations.
 

e. 	 Reporting findings and providing recommendations:
 

1) 	 Prepare a written report which contains:
 

- the problem, purpose of the study and the 
population studied;
 

- the date and place of the study, contacts made
 
and assistAnce received; 

- the study methods used; 
- a copy of all forms used; 
- a copy of all final tabulations and graphs; 
- a discussion of your team's interpretation of 

the data; 
- concltL.sions and recommendations. 

2) 	 Make an oral presentation of your report to the 
other teams and the course faculty. 
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I. 	 Prior to the course:
 

The student should disengage from other respons­
ibilities that would conflict with providing full
 
attention to the course as soon as it starts. 

2. 	 During the Course:
 

The student should participate fully and creat­
ively. Parts one and two of the course will 
usUally be- based on self-instructional chapters. 
The instructor will introduce them to you at the
 
beginning of the session. This will usually take 
15 to 20 minutes. You will then have five or six 
hours to complete them. If you have any questions 
at any point, please don't hesitate to ask the 
instructor. Answering your questions is an
 
important part of your instructor's job.
 

The way to complete the chapter is to read the 
text 	until you come to a practice exercise.
 
Complete the exercise. If you wish, you may work 
with 	another person, but you both will be account­
able for the accuracy of the work and for under­
standing what you did. When you have completed 
the exercise, check your answers with those in the 
back of the chapter. If your answer is different 
and you do not understand how the correct answer 
was obtained, consult with the instructor. 
Proceed in this manner until all of the work is 
completed. As you proceed through the chapter,
 
make notes about special problems you think might 
prevent the actual use of these skills on the job. 
These should be brouglht up for discussion by the 
group later. When you are fi.nished with the
 
chapter, notify the instructor.
 

The chapters that you will be working on in Parts 
1 and 2 address the following subjects: 

1. 	 An introduction to epidemiology
 
2. 	 How to organize epidemiologic data into
 

tables and graphs
 
3. 	 How to calculate useful rates and ratios 
4. 	 How to calculate useful measures of central 

tendency 
5. 	 How to conduct effective epidemiologic 

survei 1 lance 
6. 	 How to do record reviews and surveys
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7. 	 How to formulate.hypcotheses and conduct
 
epidemiologic invest: gations
 

8. 	 How to organize data from outbreak
 
investigations
 

9. 	 Practice investigation: Opthalmia nreonatorum 
10. 	 Practice investigation: Ebola virus
 
11. 	 How to use epidemiologic information to
 

formulate disease-control policies
 
12. 	 How to plan arid conduct disease control 

programmes 

As you proceed through tht.se module s, other infor­
mation and training miater als will be introduced 
by the instructor for stutiy and discussion. 

3. 	 Following the course:
 

a. Your continued professionitl growth: We all know 
that 	learning does not end at the conclusion of a
 
formal course. Learning takes ex:tra effort but 
can be very satisfying to you over the years if
 
you do it well. You shou d discuss your ideas for
 
this with the faculty dur.ng the course. This
 
continuous learning could include such things as:
 

1) 	 Quarterly meetings wLth the other regional
 
teams and the central office staff of the
 
CHSU to review earlior activities and to
 
discuss new prioritio~s based on your ob­
servations and their review of the data
 
availabl e.
 

2) 	 Brief semi-annual or annual meetings to
 
present important woi-k from the previous year
 
and to learn additional epidemiologic skills. 

3) 	 Participation in the training of others.
 

4) 	 Having the best of your team's work 
published, for example in the Malawi 
Epidemiological Quarterly. 

b. 	 Your responsibilities on The job as a regional 
epidemiology team member. These are described on 
the foil.owing four pages. You are encouraged to 
discuss these with the course staff as you have 
the opportunity during the course. 
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Following is 	a summary
r"e 	detailed 

of the overall training schedule.plan has been 	 Aprepared for each of the major parts
the course.
 

0, SUBJECT 
 .)URATION START END 
 LOCATION
 
Epidemiologic Methods 
 ' weeks 
 Lilongwe
 
Program Monitoring and 
 . weeks 
 LiIongwe

Eval uati on
 

E~xpanded Program of 
 c, weeks Lilongwe
I smlIiunl i zat i on 

& fieldControl of 	Diarrhoeal £ weeksDiseases Program Lilongwe 
& field 

Malaria Control Program 
 £ weeks Lilongwe 

& field 
Tuberculosis Control 
 6 weeks
Progrart Lilongwe
 

& field
 
Bilharzia Control 
Program 
 6 weeks 
 Lilongwe
 

& field
 
Epidemiologic Study 
 oaen 


Lilongwe
 

& field
 
Graduation 


Lilongwe
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ANNEX A.4
 

PROJECT ANALYSIS 

SERVICE DELIVERY
 

A. Strategy
 

Over the past 20 years, 55 gravity-fed water systems have been
 
constructed and serve a population of approximately 1.3 million. The
 
systems are found in 19 out of the 24 districts. They are most heavily
 
concentrated in the more densely populated Southern Region which is also
 
endowed with more hills and mountains that can be utilized. On a per
 
capita basis, the Northern Region is also well served by the gravity
 
systems. Least coverage is seen in the Central Region where the
 
topography generally does not favor gravity systems.
 

The Malawi gravity-fed rural water schemes have gained a world-wide 
reputation for effectively mobilizing community action both in the
 
construction as well as in the maintenance of the systems. In 1983, the 

AID project which funded the extension of the gravity system introduced 
the innovative concept of adding a sanitation and hygiene component to 
the new systems being constructed. The rationale underlying this new 
approach was that communities would benefit more from their new water if 
they learned about how to use it properly, in all aspects including 
bathing, washing as well as drinking. Health Surveillance Assistants
 
(HSA) were added to provide education and technical support to the newly
 
covered communities on ways to improve environental sanitation through
 
the promotion of latrines and washing slabs, the proper disposal of 
wastes and hygiene education.
 

While progress has been made and safe water from gravity-fed water 

systems now rer-h a sizeable portion of the rural population and a 
growing percentage of households now are reported to have latrines*, 
infant and child mortality rates in Malawi remain among the highest in 
the world. In recent years great advances have been made in developing
 

simple, low cost interventions to address the major killers among the
 
under-five age group. Based on 1985 in-patient returns, the leading
 
causes of under-five deaths were immunizable childhood diseases - 21.1% 
(measles - 16.8% and neo-natal tetanus - 4.3%), diarrheal disease - 8.3%, 
malaria - 10.8%; in 1987 - pneumonia accounted for another 13.4% and 
malaria was up to over 18%.
 

To address rural health problems an extensive health system 
consisting of over 600 facilities has been established with a hospital in 

each district, with satellite centers (88 public and 106 private) and, at 
the lowest level, health posts. Government plans call for a health
 

* According to the Family Formation Survey of 1984, 56% of rural 

households use pit latrines. 
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8 km or 5 miles) of all the population.
center within walking distance 

It is reported that 80% of the population is now within a 5-mile radius
 

of a health center. 

Daily
The rural health facilitie; are heavily utilized in Malawi. 

Health
out-patient loads at district hospitals are extremely heavy. 


Outreach is provided by
clinics typically serve 300 patients a day. 

mobile under-five clinics. A high percentage of those coming to the
 

health facilities come for mino- ailments which could and should be
 

attended to in the village.
 

It is with the idea of relieving the pressure on the out-patient
 

departments at the health facil ities and establishing some effective
 

education and services at the c)mmunity level that the PHICS project will
 

test the feasibility and effectiveness of linking a package of Child
 
water and sanitation activities. It isSurvival interventions with the 

hypothesized that the mobilization of the community achieved by the water
 

be utilized for health purposes as well as sanitation. Inproject can 
other words, the limited, and flcused, potentially high impact health
 

activities will use the high-priority need of water as its entry point;
 

health, in other words, will rile the coat-tails of water.* It is
 

important to determine if simplh MCH interventions when combined with
 
The health
water and s'anitation can achiev a significant impact. 


suggested are those identified as "core" interventionsservices that, are 

in the 10-Year Health Plan (1985-95) - i.e., oral rehydration therapy 

(ORT) to combat dehydration from diarrheal diseases, treatment of
 

malaria, immunization, child-spacing, health/nutrition education.
 

How this strategy will be carried out in the PHICS Project is
 

The ciscussion begins with a section on
described in this Annex. 

community mobilization, the crucial ingredient for a successful water as
 

The division of responsibility
well as sanitation and health Effort. 

between the Ministry of Works and Supplies or MOWS (water system
 

construction) and within the MCH (hygiene and sanitation and MCH service
 
detail the role of
delivery) will be outlined. SEparate sections will 


the MOWS, the Hygiene Educatior and Sanitation Promotion (HESP) Section
 
The annex will conclude with a
and Family Health Unit of the !vOH. 


description of what the community will contribute and a section on how
 

the effort will be monitored ard evaluated in terms of the expected
 

resul ts.
 

service delivery compcnent of the PHICS Project is a culminationThe 
of the institutional developmetit activities in the MOH (inthe HEU, the 

Research Unit, HIS Section, Epidemiology Section, Planning Unit, HESP), 

and the MOWS-Water Supply Department. The village-based activities will 

The 1987 PHIC Review reports that water was identified by villagers
• 

as a major health problem. The effectiveness oF combining health
 

interventions with water supply projects has been noted in Indonesia
 

and Togo (Eng and Brisco, 1987).
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utilize the health/nutrition education materials and messages developed

in the HEU. The Research Unit will be intimately involved in maintaining

the effectiveness of the individual interventions and determining

cost-effectivenss of the integrated package with the view of influencing

national health policy. 
The HIS Section will use the community-based

approach to develop an appropriate community-based monitoring/built-in

evaluation system focusing on a limited number of key indicators which
 
give an accurate idea of project performance in terms of KAP coverage and
 
impact.
 

The strategy outlined in this annex is in accordance with and is the
 
result of the MIOH's 10-Year Plan (1985-95) to improve the health service
 
delivery to the village population to improve their health status. All
 
the positions that will be added can be found in the government's plan.
The package of health services to be delivered are, as mentioned,
 
described as the "core" interventions in the sale plan. The PHICS

Project will assist the government study the efficacy, efficiency and
 
effectiveness of the community-based approach within the PHC context. 
 In
 
other words, AID's inputs will strengthen the existing health
 
infrastructure as envisaged in the Plan and monitor the implementation

experience '" develop the most cost-effective means of improving health
 
status of the village population in Malawi.
 

B. Community Moblization
 

The key to the long-term success of the P[ICS Project is the
 
achievement of full participation of rural comnunities in all aspects of
 
project interventions. This means that communities must be moblized to
 
be receptive to these interventions, to incorporate them into their daily

lives, and to take initiatives regarding their evolution and direction.

Water is expected to act as the "cutting-edge" of a package of health
activities. While interest and participation are high during the 
implementation of a piped water system, sanitation and child survival
 
activities will be introduced by the project. It is assumed that the
 
community will be receptive to these activities because of the enthusiasm
 
generated by the introduction of piped water.
 

Community moblization starts with the leaer in rural villages. 
The
 
project, through its field agents in the MOWS and MOH, will have to
 
develop strong support with a range of local lcaders, including village

headmen, traditional chiefs, MCP officials, an( government officials.
 
The process of generating confidence between l(cal leaders may take
 
months, and sometimes years, but is fostered b the success of similar
 
activities in nearby villages. 
 The project sh(uld not attempt to hasten
 
unduly this process. 

In the early stages, it should emphasize 'he identification of
 
village health problems and encourage the villige, through its leaders,

to articulate its own needs and preferred solulions. Once the village is

actively engaged in a discussion of problems, reeds, and solutions, the
 

/
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introduce the idea of assisting the community 
to
 

project will be able to 


implement one or more of the project 
interventions.
 

From this point onwards, project staff 
can assist with the
 

organization of village health committees 
and water committees, introduce
 

the localand outline to 
educational materials and traiaing courses, 

of service delivery. Asin a programit participa:ecommunity how can 
the village program evolves, p'oject 

staff must keep in close
 
The more the community feels it has
 

communication with village leaders. 


influence and a sense of ownership 
over the program, the more effective
 

of community
The immediate goal

and long-lasting will be the results. 


to introduce successfully project interventions, 
but the
 

moblization is 

to have the communities take charge of 

these
 
ultimate goal is 


on a long-term, sustainable basis.
interventions 

Allocation of ResponsibilityC. 

1. MOWS - Rural Piped Water
 

the PHICS Project will be carried 
All water supply activities under 

be the
 
out by the MOWS. Primary implementation of water schemes 

will 
a(RWS) under the direction of 

the Rural Water Sectionresponsibility of needed, will be
Additional assistance, when 

Principal Water Engineer. and the Planning and 
the Operation and Maintenance Section

provided by 
of these sections are contained within the Water 

Design Section. All turn is 
Supply Branch, headed by the Chief Water 

Supply Officer, which in 


contained within the Water Department, 
headed by the Water
 

Figure 2 gives the current organization 
of the Water 

Engineer-in-Chief.

The Water Department is currently reviewing 

an organization
 
Department. 
 the MOWS. Thisoutand management assessment carried internally by 

some reorganization of the Water Department 
in
 

assessment may result in 


the future.
 

Overall program management and all technical design will be
 

Regional offices at Mzuzu,
 
conducted at headquarters in Lilongwe. 


oversee site planning, community moblization,
 Lilongwe, and Zomba will 

Field personnel, including technical
 

construction, and maintenance. 

officers, supervisors, technical assistants, rural water operators, and
 

monitoring assistants, will work under the general direction of the
 

regional office.
 

The MOWS will be responsible for planning, site selection, 
design,
 

In addition, the MOWS
 
construction supervision, and major maintenance. 


will work closely with the MOH and local 
leaders in the mobilization and
 

organization of community participation 
in project implementation.
 

monitor the operational
 
Moreover, monitoring assistants of the 

MOWS will 


performance of completed systems and provide technical 
guidance on
 

maintenance problems to the village pipe 
repair teams.
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2. MOH - HESP
 

The MOH will be responsible for sanitation and hygiene education
 

activities promoted by the project. HESP activities will be under the
 

direction of the Environmental Health Unit, headed by the Chief Health
 

This unit is under the Controller of Preventive Health
Inspector. 

Services. HESP also will use materials prepared by the Health Education
 

Unit and will coordinate its applied field studies with the Research Unit
 

of the ministry. 

Authority for HESP activities in the field will begin with the
 

District Health Inspector and will be passed downward through HESP
 

supervisors and HAs to the HSAs in the communities. Each 1ISA will be
 

assigned approximately 10 targeted villages for HESP activities, although
 

it is expected that, in practice, HSAs will concentrate their efforts
 

initially on the three or four villages with the greatest potential for
 

accepting and benefitting from HESP services.
 

The HESP HSAs will coordinate their activities with the Family
 

Health HSAs and with the monitoring assistants of the MOWS. Whenever
 

possible, HESP HSAs will promote integrated water, sanitation and family
 

health concepts.
 

3. MOH - Family Health 

The basic package of MOH services will b( delivered to the community
 

through the strengthened infrastructure which starts at the Family Health
 

Unit under the Controller of Preventive Healt, Services. All the
 

important interventions that will be deliverel (malaria, ORT,
 

immunization, child spacing, nutrition) are included as separate sections
 
The research, botli the ongoing monitoring and
in the Family Health Unit. 


special studies, will be conducted by the Research Unit with the support
 
the DHO and his MCH staff
of a resea'ch institution. At district level 


will be responsible for overseeing the commun ty-based effort. Most of
 

the support and supervision will take place a: the health center and at
 

the periphery. Each enrolled nurse midwife will train and work with
 

approximately 10 female HSAs who, in turn, will help organize, motivate
 

and support the village health committees in -he ten to 15 villages for
 

which she is responsible. The child survival'MCH activities will be
 

closely coordinated with the HESP sanitation )romotion effort at all
 

levels, but particularly at the health center and HSA level where joint
 

action is crucial to the success of the integrated effort.
 

D Expansion of Piped Water Supplies 

D.1 Construction of New Water Schemes 

It is estimated that over 1,000,000 rural 
served by new gravity piped schemes in Malawi. 

inhabitants could be 
In November and December 

1986, the MOWS carried out a feasibility study of 19 potential new
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schemes which had a design population (projected to the year 2002) 
of
 

618,000.
 

A review of these schemes by the MOWS, plus some additional schemes
 

a list of 15 high priority projects proposed for
added later, resulted in 

USAID assistance. This list contained 14 new schemes with a design (year
 

2002) population of 245,000 and one augmentation project involving the 

replacement of deteriorating asbestos-cement pipes in an old water system
 

(Namitambo) with new PVC pipes.
 

Total construction cost of these 15 schemes (exclusive of the
 
vehicles,institutional strengthening costs of headquarters salaries, 

the rOWS in March 1987 to beequipment, and tools) was estimated by 
K9,899,000, including contributions from USAID, the MOWS, and the
 

community, as shown below:
 

U.S. Dollar
MOWS 

Estimate Equivalent
Construction 

(100K) (1000$)
Expenditures 


USAID:
 
2937
6756
Commodities 


416Fuel & Maint. 956 

3353
Sub-Total (USAID) 7712 


MOWS:
 
150
346
Salaries 

79
181
Subsistence 


229
527
Sub-Total (MOWS) 


Community:
 
Self-Help 1600 695 

$4277
Total (Construction) K9899 


Table 3 gives the original construction estimates in Kwacha for the
 
The rate of currency
15 schemes, as prepared by the MOWS inMarch 1987. 


exchange at the time was approximately $1.00 = K2.30.
 

The implementation schedule for the 15 schemes is staggered over the
 

six-year period of the project, as shown in Figure 3.
 



TABE 3 

OPTION 2: lOIS COINSTRUCTOW PROGRAM (IN KWACHA) 

No. teg.O0trlct Project Design ::Commodities' Salaries Operating Costs :?ooas & 1i Project :sexr-1p: Project : 
Popal000 : IUSAID) (GOM) (USAID) EGOMP flJSAID Coats :Vlue Value 
-*: . - :-,-


1 N Chitipe ChIntekwa 3.8 : 73180 : 4570 : 10980 : 1630 .10 : 1470 21360 112630 
2 N h tps Sehwa 6 8 886680 5420 13000 2160 1060 110340 31000 141340 
3 N Rusphi Nchonechena : 1.3 : 262940 : 16430 39440 6570 : 3230 326670 73060 401730 
7 N Riumphl Thimbe 3.2 8 62720 : 3920 9410 : 1570 : 760 : 1400 16000 34400 

149090 : 9320 22360 3730 : 1860 166360 33730 2200961S N Nkhata be Luwa 5.3 : 
10 N Nkhats Day Keviys I : 12.8 8 320400 20025 48060 8010 : 4000 40043 : 58000 4564:,t. 
11 N Nkhsta De "cle 18 517820 32360 77670 12950 6476 647276 104530 7Su4 
13 N Nzlmba Hselbe 1 108.4 3500700 218790 525100 81520 43760 4375670 614100 ::6116037 
,5 N Nkhats Bay Ruerve 1.2 : 17090 : 1070 2%60 : 430 *1 210 21360 : 50 26930 

16 IN Nkhata Day Usisys 7 99600 6220 14940 : 2490 1240 124430 42000 A64V07.2 3 

91720 15290 3 7640 764330 iieo00 95333017 C Sallmef/Dedaa Golomoti 1 39.2 :: 611460 : 38220 : 

21 6 Thyolo Santhulenl 10.7 : 294040 : 18380 • 44110 3 7350 3 3660 367560 75540 4 43100 

22 & Chlkvsvs/Nessje Shire EB 1 9.6 : 271380 : . 16960 : 40710 3 6780 3390 333220 67130 406350 
26 5 Chlred.fulnJe Nemltembo 1 - 4380000 : 7150 3 0 3 21450 0 406600 26600 437200 

28 N Rumphl NuhuJ.. e 8 4 2 106880 ' 6680 3 16032 2672 3 1336 133600 33400 3 67000, 

Totals 245.1 : 6755980 3 40551-' 956092 180602 3 79654 6376043 1593620 :: 2977663 
t:::=z ::z:::z:z::::Z::
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D.2. Maintenance of All Piped Water Schemes
 

USAID support to the MOWS will provide for maintenance services to
 

the 14 new water schemes and will assist the ministry with on-going
 
maintenance in the 55 existing water schemes. The overall maintenance
 
program will continue as it has in the current USAID-supported project.
 
Routine operations and maintenance are the responsibility of the village
 
repair teams, which work under the general direction of the RWS
 
supervisors and monitoring assistants. Repair teams are composed of six
 

to ten local volunteers, often one from each village along a pipeline.
 
Repair teams are expected to repair PVC pipe breakages, to replace taps,
 
and to repair broken aprons arouqd taps. Usually they carry out minor
 
repairs without any direct supervision of the monitoring assistant. They 
use their own simple tools, but can obtain spanners (when needed) and 
supplies (replacement pipe, taps, and PVC solvent) from the monitoring 
center, but replacement taps must be purchased by the local community. 
Repair teams give periodic reports of their repair activities to the 
local monitoring assistant.
 

Major maintenance activities are the responsibility of the MOWS. 
Such activities include the replacement of pipelines and the repair of 
river crossing, washouts, and damaged intakes. These activities are
 

beyond the capabilities of local pipe repair teams. The RWS has
 
technical and financial responsibility for all major maintenance,
 
although communities are required to provide self-help labor where such 
inputs are appropriate.
 

In general, major maintenance is necessitated by an unexpected
 

event, usually a severe flood which washes away a section of pipeline.
 
Repair of major washouts requires engineering redesign, construction
 

supervision, and replacement materials equivalent to or better than those
 

used in the original project construction.
 

The MOWS currently has a maintenance budget, averaging about
 

K250,000 per year, intended to serve both urban and rural projects.
 

There is growing need to institutionalize a major maintenance budget as
 

part of the MOWS rural piped water program.
 

For the PHICS Project, maintenance expenditures are expected to be
 

$508,000 from USAID, K679,000 from the MOWS, and the equivalent of
 

K990,000 from the community. These expenditures are exclusive of
 

headquarters salaries, vehicles, tools and equipment, as shown below:
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Cntri butionsMaintenance 
(in1000s)
Expenditures 


USAID:
 
$ 209
Spares & Replacements 


211
Fuel & Maintenance 

Water Quality Monitoring 88
 

$ 508Sub-Total (USAID) 


MOWS:Salaries - Field Staff K 360
 
144Subsistence 


Water Quality Monitoring 175
 

K 679
Sub-Total (MOWS) 


Community: 
K 210Local Materials 

1365Sel f-Help 

K1575Sub-Total (Community) 

are assessed atcontributions
As explained in Section G, community 

the rate of KO.02/capita/year 
in cash and KO.13/capita/year in

labor and
 

Assuming that at least 1,500,000 
people will be receiving
 

materials. 

piped water by the end of the PHICS 

Project, the maintenance
 

communities, therefore, have a 
cash value of
 

contributions of the local 

in-kind value of Kl,365,000.
K210,000 and an 


Water Quality Monitoring
 

Rural water supply development 
must have an effective program 

of
 

water quality monitoring in order 
to ensure that safe water is provided
 

by the systems and to identify 
periods during which contaminants
 

Malawi does not have routine
 
hazardous to health may enter the networks. 


water supplies at present, although 
the Central Water
 

monitoring of rural 

Laboratory (CWL) in Lilongwe analyzes 

on requ st approximately 1,500
 

As a result of a $99,000 contribution 
by
 

rural water samples annually. 


USAID in the current water program, the 
CWL facilities are well equipped
 

range of bacteriological, physical, and chemical
 
to carry out the full 

a lack, however, of operational 
funds for
 

There is
analyses of water. all MOWS rural water 
to conduct routine visits to 

staff and transport 

schemes.
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A special water quality study of six USAID-financed schemes was made
 

The results showed the presence of faecal
in 1985-86 by the CWL. 
 taken fromindicator bact'ria in all schemes. Of 302 water samples 
during the July through September 1985 dry season,
intakes and ta :s 
 and 30 FC/lOOml,faecal coliform (FC) counts averaged between 10 FC/lOOml 

while faecal streptococci (FS) counts averaged between 30 FS/lOOml and 50
 
counts are
For untreated surface water supplies these bacterial
FS/OOnml 


quite low in comparison to unprotected traditional 	sources of water which 

often have faecal organism concentrations more than ten 
times higher.
 

The above dry season counts can be considered to be acceptable 
for the
 

In
 
current level of development and resources available in rural 

Malawi. 


the wet season of January through April 1986, however, a total of 214
 

water samples from the same schemes showed FC and FS counts 
more than
 

double those measured during the previous dry season, and 
two of the
 

schemes had individual FC and FS counts exceeding 100 faecal
 

organisms/lOOml.
 

While the presence of faecal organisms is to be expected in all
 

untreated surface water supply systems, even those coming 
from
 

well-designed intakes in protected forest reserves, as in 
the case of
 

Malawi rural water program, it is nonetheless necessary to know when the
 

naturally-occurring contaminant load is exceeding the normal range so
 

that special precautions can be taken to protect the health of the water 

basis of existing, but limited information available from 
users. On the 
the CWL, the general quality of water in the rural 	piped system is good
 

sources previously

and represents a vast improvement over traditional 


Water quality monitoring, therefore, is particularly
used by the people. 

important in, first, identifying new catchments which have acceptable
 

water quality for untreated systems and, second, to 
identify changes in
 

water quality in the completed schemes which may affect 
health.
 

The MOWS through the staff and facilities of the CWL 
will establish
 

a comprehensive program of monitoring the water quality 
of all rural
 

existing systems, both USAID and non-USAID,
piped schemes, including all 

The
 
new schemes to be constructed under the PHICS Project.
plus all 
 schemes
 

monitoring program will consist of monthly field visits to all 


visit for each 12,500 population. For small
 
based on the average of one 


schemes of 10,000 population or less, for example, 
there would be a
 

For a large scheme of 60,000, however, four
 single visit each month. 

At each visit, a series of water samples
visits per month would be made. 


will be taken and immediately tested for faecal organisms with the aid of
 
year the
It is estimated that over the course of a 
portable test kits. 


full monitoring program will entail approximately 1,000 or more field
 

These tests will be limited to
 
visits and around 10,000 water samples. 
 Where necessary, samples
the basic measurement of FC and FS bacteria. 


be brought back to the CWL in Lilongwe for more complete analysis.
will 


by to carry out the above
Additional resources needed the CWL 

program include staff, transport, field test kits, 	
supplies,
 

The MOWS will be
 
refrigerators, operating costs, and training materials. 
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responsible for all salaries and allowances, while USAID will provide
 
funding for motorcycles, fuel and maintenance, equipment, and supplies.
 
It is estimated that four additional field technicians will be needed to
 
carry out the programs. Total costs for the six-year project will be
 
$109,000 for USAID and K186,000 for the MOWS. Details of the monitoring
 
program are as follows:
 

Water Quality Contributions (in1000's)
 
Monitoring MOH USAID
 
Expenditures (K) ($) 

Institutional Strengthening 

Salaries - HQ Staff 9 
Field Test Kits ( ) - 11 
Refrigerators (3) 3 
Motorcycles (3) - 6 
Training (3) 2 1 

Sub-Total (Inst. Str.) 11 21
 

Service Delivery
 

Salaries - Field Staff 39 
Expendables - 23
 
Operating Costs:
 

136 ­- Subsistence 

- Fuel & Maintenance - 65 

Sub-total (Serv. Del.) 175 88 

Total (WQ Monitoring) K186 $109 

E Expansion of HESP Activities 

E.l Latrines 

The MOH will actively promote the construction of sanitary latrines 
Whereas the first USAID-assisted piped water project provided only minor
 
amounts of funds for latrine promotion (mainly through hygiene education
 

and a few demonstration schemes), the PHICS Project will provide a major
 
allocation of funds for partial support of latrine slab manufacture in
 
village workshops.
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The recent development of the San-plat latrine has shown great
 
promise, and the MOH has decided to promote this model as the latrine of
 
choice in lieu of the more costly ventilated improved pit (VIP) latrine.
 
The San-plat latrine is a low--ost latrine developed by a UNDP/World Bank 
financed project in Malawi. The latrine slab is a relatively small (and 
therefore inexpensive) reinforced concrete platform, which is 
unventilated (as opposed to the more costly VIP latrines) but complete
 
with a tight-fitting cover. When manufactured in village workshops, the
 
San-plat slab costs only K7.00 each for cement, reinforcing bars, and
 
materiais transport. The Liwonde ADD has been actively promoting
 
San-plats for the past three years and has supervised the manufacture of
 
over 4,000 such slab!- in Liwonde and Machinga Districts. 

Given a potential service-area population of 1,500,000, the project
 
will aim at providing improved sanitary latrines to at least 25 percent
 
of the inhabitants, or 375,000 people. At an average of six people per
 
household this coverage level will require the construction of 62,500
 
latrines over the course of the project.
 

The MOH will organize village-level workshops to manufacture
 
San-plat slabs on a self-help basis. According to the experience of the 
Liwonde ADD, each village workshop should be able to manufacture about
 
100 slabs per month. The project will provide cement (7 slabs per sack
 
at K20.00 per sack). The community will supply local materials and
 
labor. MOH trainers will train village craftsmen to manufacture the
 
slabs.
 

Total costs of the San-plat slabs are estimated at $122,000 from
 

USAID and K125,000 of local contributions from the community.
 

E.2 Washing Slabs
 

There are over 8000 water taps in the 55 existing rural piped water 
schemes, but only a very small number have a clothes washing slab in the
 
immediate vicinity. Clothes washing slabs are a highly desired facility
 
in most rural villages in 14alawi. In order to protect the water tap and
 
apron and to maintain thei cleanliness, women are not allowed to wash
 
clothes at the water tap. This forces them either to carry water to
 
their houses to wash their clothes, or alternatively to carry their
 
clothes to the nearest stream or dambo (water hole) where the risk of
 
schistosomiasis and other water-related diseases is high.
 

The MOH will take responsibility for organizing the construction of
 
washing slabs in project areas, while the MOWS will routinely build
 
washing slabs at all new taps in the 14 proposed water schemes. The
 
project will provide cement (4 sacks per washing slab at K20.O0 per sack)
 
and PVC drain pipes (5.00 per slab). The community will provide local
 
materials and labor (approx. K16.50 per slab) and the MOH will provide
 
community mobilization and construction supervision. Total costs for the
 
estimated 8000 washing slaos to be constructed are $272,000 from USAID
 
and K132,000 from the community.
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E.3 Other Sanitation Activities
 

Besides latrines and washing slabs, the 
MOH will promote a variety
 

Through hygiene education 
of sanitation-related activities. 

and informalsimple demonstrations,presentations, pamphlets, 
ercourage the people in project areas to
 

conversations, the HSAs will 	 in 
build dish drying racks, dig refuse pits, store household water 

household levelimprove the overall 
hygienic containers, and in gerieral 

and their supervising HAs 
personal hygiene. The HSAs

of sanitation and 	 with the family health 
coordinate their sanitation-related work

also will 	
vorking under nurse supervisors. The 

the female HSAsactivities of 
purpose will be to integrate a!. fully as possible the child survival
 

interventions promoted by family health 
HSAs and the sanitation
 

interventions promoted by HESP HSAs.
 

F. 	 Expansion of the Family H.alth Activity 

there is a 
As described in the introductory section in this Annex, 

serviceChild SurvivalMCH andlearn about commulnity-levelgreat deal to 	 Does the 
delivery in conjunction with w.ter 

and sanitation efforts. 

if so, what is the most 

result in synergis;ic impact and,
combination To test the 	viability ofsuch a program?
cost-effective way to carry ou

. 


this strategy, a number of important 
activities and inputs are required,
 

including effective community iobilization 
and organization,
 

infrastructure and manpower development, 
proper monitoring and evaluation.
 

1. Community Organization
 

One aspect of the water pr-oject which 
has been identified as
 

su.cess is effective community involvement.
 
contributing greatly to its 


the delivery of priority MCH/CS
If success is to be achieved ii 	 support is 

a similar level of community organization and 
interventions, 	 issues related to thebeing oriented onthe community i;essential. As 	 an appropriate 
water component and their attention 

is captured, it is 


time to determine their health needs 
and generate their support for the
 

of child1 	 a limited package
initiation of the village-base delivery of 

Speciil strategies and techniques must be
 survival interventions. 

developed to ensure effective :ommunity orientation, mobilization 

and
 

organization; without this, anj service 
delivery component dependent on a
 

The approach
 
high level of community involvement will flounder. 


developed at the Liwonde ADD Project 
utilizing folk drama groups (as
 

a possibility to be considered.
 
being considered in the IEC se:tion) 

is 


The mistake made around the world of 
trying to short-cut the 	community
 

orientation element cannot be repeated 
in Malawi.
 

2. Package of Services
 

As part of the orientation process, 
the health related needs of the
 

To begin with, safe and accessible
 community must be identified. 	 In
 
drinking water is usually amorg the 

highest priority in any village. 
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addition, with a reported 57% of all mortality cases in Malawi occurring
 
in the under-five age group, it is to be expected that ways to reduce
 
this wastage will be a felt need. The tendency to want a clinic in the
 
village itself will arise but obviously cannot be provided with the
 
limited resources of the PHICS Project or sustained by the MOH. It is
 
possible, however, with the help of the community, to conceive of
 
developing a strategy which would make a package of simple MCH/CS
 
services available in the village.
 

The important infant and child mortality-reducing interventions
 
include several to which the CCCD Project and the MOH devoted
 
considerable attention over the past four years; the control of diarrhea
 
diseases and treatment of malaria. In addition, activities in support of
 
immunization, child spacing, health and nutrition education will be
 
considered for village-level delivery. Assuming an active village health
 
committee and active volunteers (probably involving local traditional 
healers and birth attendants), we can contemplate the following 
activities taking place in the village:
 

ORT - With CCCD findings that the SSS is not a viable
 
a~t-ernative, the use of ORS packets is the preferred treatment
 
to prevent dehydration resulting from diarrheal disease.
 
UNICEF is supplying ORS packets but at present they rarely'
 
reach the villages. A community person who will maintain a
 
stock of packets and mix it and give to children suffering
 
from diarrhea would reduce the risk of child mortality due to
 
dehydration.
 

Chloroquine Distribution - A second area in which the CCCD
 
project did considerable work was the preventive treatment of
 
diarrhea. Providing village health workers with sufficient
 
supplies and having them dispense proper dosages (according to 
established protocol, see Attachment III) to suspected cases
 
of malaria will help slow, if not reduce, the growing death
 
rates due to malaria in the under-five age group.
 

Immunization - While immunization can only be given by health 
personnel, village health workers will be used to motivate and 
mobilize the community for immunizations. They will follow-up 
on defaulters and ensure that infants complete their basic 
immunization series on a timely basis (i.e., before reaching 
their first birthday). In addition, efforts will be made to
 
ensure that all pregnant women receive their two doses of
 
tetanus toxoid (to prevent neo-natal tetanus) as part of their
 
ante-natal care. 

Child spacing - In addition to motivating community members to 
space their children to improve the health status of both the 
child as well as the mother, an attempt will be made to test 
promising community-based distribution (CBD) approaches. This
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effort would help determine the feasibility of using, for 

example, TBAs or homecraft workers to distribute 
contraceptives to ,legible residents who have undergone proper
 

medical screening "e.g., for oral pills).
 

- The messages developed by theHealth/Nutrition EJucation 

supplied to the communitynewly strengthened HEU would be 

worker to assist aid support their interpersonal education 

efforts. The messiges will be focused on the same priority
 

Child Survival intarventions discussed here.
 

The village health committees will assist in the
Nutrition ­
distribution of irin/folic acid pills to pregnant women and
 

mega-doses of vitamin A to the under-fives. This would
 

greatly increase the distribution of these important vitamins
 

and mineral supplies which are provided by UNICEF.
 

The five interventions outlined above are the priorities services 

the causes of child mortality indicate must reach the which data on 

villages and are the "core" activi'ies identified in the Ministry's
 

the felt needs of the community.
10-Year Plan. But these are not a' ways 

a high priority in most villages, health, especially
While safe water is 

It only becomes a high-level concern
 the preventive variety, is not. 


The hea'lth needs of a community that do exist
 when someone becomes ill. 

For this reason it is felt important to
 center around curative care. 


equip the village health vultinteers with a few simple 
medicines which
 

will provide them a way to respond to common, simple 
but aggravating
 

Having such non-toxic drugs as
 health problems in the village. 

tetracyline eye ointment (to treat eye infections), 

anti-helmenthics
 

(against intestinal worms), scabbies medicine (for skin diseases),
 

aspirin (for simple pains and fever), bandages and 
disinfectant (for
 

first aid) will allow them to provide this assistance.
 

have begun experimenting
Several projects (Liwonde and Salima ADDs) 
and the initial experience is positive.*

with cost-recovery mechanisms 
The PHICS Project will test the cost-recovery approach on a larger scale
 

since the MOH could never afford to supply such medicines 
on a regular
 

a demand for these services that
 basis. It is precisely because there is 

pay a few tambala for a cure. It 

it is hypothesized that villagers will 
is possible that chloroquine could also be charged for.
 

The government has given permission for cost-recovery 
for simple 

medicines to be experimented with. See Attachment I for a copy of 

the government approval. 
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Also, the feasibility of using the community workers (supported by
 
the HSAs) to diagnose and treat ARI at the village level will be tested.
 
Pneumonia is a major cause of death in the under five age group. ARI has
 
been treated successfully in Nepal on an experimental basis. The village
 
workers who have proven effective in cdrrying out their priority
 
activities could be trained in ARI treatment. This would serve as an
 
incentive for continued service and might be inother possibility for 
cost-recovery on the drugs dispensed.
 

3. Manpower
 

From the Child Survival perspective, this subsection of the annex 
should be referred to as "womanpower". When dealing with the priority 
MCH interventions discussed above, maximum ccntact is required with 
mothers, and, given the cultural sensitivitics in Malawi, it is much more 
appropriate to think of having women interact with women on issues 
dealing with family health. Thus, from the %illage worker to the
 
intermediate worker to the health center sup rvisor, we are talking of a
 
female infrastructure.
 

At the village level, village health coiimittees will support female
 

health workers in delivering the MCH interve~itions. The selection of the
 
worker is crucial to the effectiveness of th,, effort and can only be done
 
after proper orientation and mobilization of the community.
 

Community-based programs based on commulity volunteers have not
 

proven effective elswhere. One reason is la:k of incentive. The village
 
culture in Malawi seems to offer more hope, if (and a big "if") the
 
community is oriented properly. Moreover, it is expected that by
 
providing the community health volunteer witi some drugs which are in
 
demand, her status and job satisfaction will be increased enough to
 
encourage her to continue.
 

But the village worker must receive support and supervision if she 
is to be effective and to receive any respect from those she is to 
serve. A lack of support and supervision is probably the leading cause 
of community-level program failure in devel(ping countries. To address 
this concern the PHICS Project will test th( effectiveness of providing 
one female HSA* for every 5,000 population. As descrih d in the 

Approximately 300 HSAs exist at preseni. The job description of an 

HSA is currently very broad. As a res,,lt they are now used for
 
whatever priority is being pursued at 1.he local level. The only 
female HSAs have been recently hired for work in the refugee camps.
 
The MOH, however, iseager to introduc,, female HSAs and determine 
their capability to provide support an]l supervision to community
 
volunteers doing MCH work. 
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male HSA
 

sub-section on HESP, the 
fenale HSA** will work together 

with a 


sanitation activities while 
his energies on thewho will concentrate on men 

the MCH/CS compotent by educating and motivating 
supporting With
 
importance of the MCH/CS inlerventions (especially Child 

Spacing). HSAs,
f a bicycle being provided, the 

female 
vi sit the 10-15transportation in the form should be able to 

together with their male cot nterparts, 
twice a month. This is certainly
 

once or 

villages in their jurisdict on for 

more within the realm of 
po'sibility since there will 

be two workers 

every 5,000 people versus tie present 
one for every 40,000 or 

so 

Based upon thi.. ratio,*** 
it is expected that 300 female 

population. 

HSAs will be required to 

cover the population in 
the Project areas.
 

The HSAs will be super ised by the health 
workers at the health
 

center level, the health fa:ility to which 
they will refer patients 

in
 

higher level of c inical services. The female HSA will be
 The

need of a 

supervised by the Enrolled 

lurse Midwife (ENM) at the 
Health Clinic. 


not be known until site 
*NM's required will 

exact number of additional 


selection is final and an i iventory of Project area 
staff is conducted;
 

however, if the normal cove-age 
for one health center is 

50,000, it is 

- one to attendestimated that 30 health 
ceiters will be involved in the PHICS 

Project
 

Ea;h center should have 
two ENMs 


to MCH needs at the Center 
ind one to oversee the outreach 

activities
service delivery areas. 


- about 10 female HSAs in
her area of
 

(i.e., support and supervis_
 

responsibility).
 

Project Inputs
 

300 iSAs @ K400/year, phased 
at 25 in 2nd year, 75
 

-
Manpower 
in 4th and 5th years with 

the MOH assuming an
 
in 3rd year, 10 

additional 25% cf the financial responsibility 

beginning in
 

the fifth year. 
7 in the 3rd, 10

3 in 2nd year,at30 ENM @Kl500/3ear phased an additional 25% of
assumingand !,th, with the MOH

in the 4th the fifth year. 
financial ri.sponsibility starting in 

the 

Because of the broade" nature 
of the job done by HSAs, especially 

** t:ie title of "Health Surveillance Assistance" 
the female variety, 

. It is suggested that without 
changing the
 

.
 may not be appropriat or 
the job titl could be "Health and Sanitation Aid 

which might beacronym, Aid;"Services Assistance or 
or "HealthAssistant" 

more appropriate in light of their new duties.
 

need to increase 
The MOH in their 10-Year Plan identifies the 

the* (1988 report) calculatesDr. Reinke
greatly the number of HSAs. 


appropriate ratio of HSA to 
population should be 1 to 2,500,
 

The issue of female HSAs is 
not 

requiring an additional 4,000 
HSAs. 


mentioned in the Plan, but 
the Ministry feels it appropriate
 

the strategy. 
considering the Family Health 

orientation of 
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4. Trai ni ng 

At present HSA training is carried out locally, under the direction
 
of the Medical Assistant and Health Assistant at the health center. The
 

female HSA position will be in an entirely new position which does not
 

resemble the broad-ranging job description for an HSA found in the
 

10-Year Health Plan. Therefore, before any training for this cadre of
 

female workers is developed, a detailed job description must be 
developed. Their responsibilities should be broken down into discrete 
activities. These might include: 

- community mobilization/organization 
- treatment of diarrheal diseases/ORT 
- treatment of malaria 
- immunization 
- child spacing 
- health/nutrition education 
- pregnancy/ante-natal care 
- simple curative care
 

Brief booklets (relying heavily on pictures and simplified text)
 

should be developed on each of these activities for training and referral
 

They would be used by the ENM to train the HSA - one
purposes. 

at a time. Intensive training in multiple interventions atintervention 

one time must be avoided; experience has demonstrated that local health
 
workers have difficulty absorbing a large volume of information at one 
time. The task-by-task competency-based training method, assuming
 
competency in one activity before going on to the next, has been found
 

more successful. Only one day may be required to introduce the activity;
 

with practical field training and on-the-job experience with supervision
 

in the community, the HSA should not take long to become competent in any
 

one of the tasks. Some HSAs might progress at a slower or faster pace
 

than the others; the module system permits staggered training, allowing
 

IISAs to advance at different speeds.
 

The comunity health workers are trained by the HSAs with support
 

from the ENM using the same booklets. The involvement of the ENM is
 

important to give the program activities credibility and status in the
 
village.
 

Project Inputs
 

Technical Assistance - A consultant experienced in 
assist in the development ofpara-medical staff training will 

an HSA job description, design of training modules for 
HSA/community worker training, design of booklets, and Field
 

testing the materials; 6 months over the first year of the 
project.
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2,000 copies of 10 different 
booklets
 

-
Booklet Production 
 as a reference guide.
 
with a plastic notebook to keep 

them in 


5. Management Support 

The community based approach that 
will be implemented will require
 

The District Health Officer (DHO) 
will be
 

considerable management input. not be able to spare the time required to 
ultimately responsible but may 

sanitation and health 
that the village-based activities in water, 

ensure The DHO requires an assistant 
to oversee 

are progressing satisfactorily. This 
the initial implementation of 

this new strategy in the district. 
due

cadre of Peace Corps volunteers 
may be an appropriate job for a new 

1989.the latter half of 
to arrive in country during 

They will
 
The volunteers will be from a new MPH-volunteer 

program. 


year of study in various aspects 
of health delivery and
 

have undergone a identifying and

track implementation,

able to assist the OHOwill be 
service delivery problems. Four volunteers will be available in
 

solving 

1989 with four more in 1990. 

MPH Volunteers could be posted 
to the
 

PCVs title could be that of
 
districts chosen as PHICS project 

areas. It is
 
Assistant to the DHO for Integrated 

Child Survival Programming. 


only be required for the start-up 
period, a total
 

expected that they will 


of 16 person years of assistance.
 

The MOH has requested a technical 
advisor to assist the Malaria/ORT
 

a new section and the
This is 

Section of the Family Health Unit. 


Ministry is concerned that it have proper guidance in the management 
of
 

assist
This management advisor will rural areas.
service delivery in the child survivalsanitation,
in the launching of the community-based water, 

This 
activities in which malaria and ORT are prominently 

featured. 


seen as a continuation of the support 
the CCCD Project
 

support is 
to the Ministry in upgrading Malaria and ORT service 

delivery.* 
provided 
The support will be required for the first three years 

of the project at
 

which time it is expected that the section will 
have acquired the
 

necessary management pe)rspective 
and techniques to function without 

a
 

foreign advisor.
 

Project Inputs
 

Travel expenses f)r PCVs (K4,O0O/year)
 

Technical Advisor to Malaria/ORT Section 
for three years
 

A job description for the Programme 
Manager CDD/Malaria under the
 

* 
CCCD Project is included as Attachment 

2. The Malaria/CCD
 

Management Advisor will have similar 
responsibilities.
 

v2A
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6. 	Equipment
 

needs for equipment and materials have been identified. 
The
 

Several 

first relates to the ENMs at the health centers. 

The major constraint
 

facing the assignment of ENMs to the centers is the 
lack of housing.
 

Without proper government standard housing, the 
personnel cannot be sent
 

to the health center. The MOH does not and will not soon have the
 
The solution 	is for the
 

financial resources to construct this housing. 


Project to supply the materials required to 
build the house and the
 

This is a way for
 
community provide the labor to construct 

the dwelling. 

equivalent

the community to participate actively in the health program, 
If they
 

to the digging of the trenches for the water 
supply pipes. 


perceive that they will benefit from having 
additional manpower at the
 

the house for 	theassist in constructing
health center level, they will 
ENM to make it passible. 

Each of them 	will
 
The second need is for motorcycle; for the PCVs. 


be covering large areas and will be required to visit health centers and
 

not be able to provide the management support
villages. They will 

required of them without transport.
 

The female HSAs also need transport, a place to 
store drugs and a
 

Since the
 
simple bag in which to transport the supplies to the villages. 


HSA will have to be in constant contact with the 10 or so villages under
 

it is essential that she have transport. Bicycles are
 
her control, 

appropriate and no cultural constraint prohibits women 

from using
 

bicycles in Malawi. 

Project Inputs
 

for 30 ENM houses @ KlO,OOOai.ouse• Housing 	materials 

- eight for PCVs
 . Motorcycles (Yamaha 125's) 


for eight motorcycles (Kl,OOO/year)Maintenance 

• Bicycles for 300 female HSAs (@K700)
 

• First Aid Kits and carry/storage bags (for stock of simple
 

first aid and home remedies) for 300 female HSAs. 

7. Monitoring and Research 

Because the service delivery component is so 
important, not just for
 

the 1.5 million population to be covered but 
to identify approaches which
 

might be introduced elsewhere in Malawi, and 
because so little is known
 

it is vitally

about how such programs operate at the community-level, 


important that the service delivery aspect 
be closely monitored. To
 

a thorough baseline study of the target 
population ,mustbe
 

begin with, 

made to determine knowledge, attitude and 

practices in relation to child
 

survival activities prior to the initiation of the 
PHICS-supported
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interventions. This should be periodically updated to determine what
 

It should be possible to identify changes in
 progress is being made. 

knowledge (resulting from the IEC activities), coverage (resulting 

from 

improved service delivery - in immunization rates of under one year olds, 

use of ORT, presumptive treatment of malaria, contraceptive usage), 
and 

possibly even impact (if some simple means of collecting vital statistics 

is found*).
 

In addition to project impact on the population KAP and health
 

status, it is essential that the delivery process itself be 
monitored.
 

Program planners must know what happens at the contact point between 
the
 

This calls for
service provider and the client (i.e. target group). 

"process
participant observation and what is referred to as 


As described in Annex A.2, the contracted research
documentation". 

institutions will receive limited support under the PHICS Project and
 

out theshould be primarily responsible for designing and carrying 
service delivery process evaluation exercise. This would be supported 

It is also expected that
out of the funding provided the Research Unit. 
the Peace Corps Volunteers will be able to contribute to the evaluation
 

exercise.
 

8. Budget/Recurrent Costs
 

The recurrent obligation to the MOH of the CS service delivery
 

component once the Project comes to an end is approximately $60,000 
per
 

costs (300 female HSAs and 30 enrolled midwives).
year, all in personnel 


G. Community Contributions 
1. Water (MOWS): 

The contributions of local communities to project development are
 

several, including participation in a series of project, tap, and health
 

committees, mobilization of communities to participate in project
 

implementation, voluntary labor inputs during construction, provision 
of
 

local materials such as sand and gravel, participation in voluntary pipe 

repair teams, and cash contributions for purchase of replacement 
taps. 

input occurs during project construction, when
By far, the greatest local 

hundreds and often thousands of local villagers pl'ticipate in trench
 

digging, pipe laying, and backfilling. Almost all (over 99%) of the more
 

than 5500 kilometers of pipe trenches in the overall Malawi rural water
 

program have been dug by voluntary labor, and most of it by women. Only
 

a few kilometers of extremely difficult or isolated sections have been
 

built with paid labor. 

Villagers generally know when someone in the community gives birth
 

or dies. With a network of community health workers and HSAs
 

functioning at that level, it is possible that some rough idea of
 

vital events can be collected.
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Field 
In the final evaluation of the cLrrent USAID project (WASH 

186), self-help labor contributions were conservativelyReport No. 
at KO.50 per meter of trenching, with the total value of
 

assessed There are grounds

trenching labor in the project equivalent to $387,000. 
 In the
 
for revising this assessment of labor contributions 

upwards. 


large Mpira-Balaka water scheme, the flOWS is using directly 
hired labor
 

rhe costs of this labor are
 for a number of mains and branches. 

averaging as follows:
 

K4.00 per meter
* Excavation If 
Delivery to site 0.26 

1.00 is 
* Stringing & laying 

0.10
Testing 
 1.00 " " 
*Backfilling & finish drain 

K6.36 per meter
Total 


* Self-help components 

decided to use a self-help labor cost
 Based on these figures, it was 

to or greater than
 

equivalent of K6.00 per meter for pipe diameters 
equal 


200mm and K4.00 for pipe diameters less than 200mm.
 

The above unit labor values were used to estimate 
the self-help
 

component in new construction projects planned for the 
PHICS Project.
 

For 15 proposed schemes, this input totaled Kl,600,00U. 
"Ai average,
 

16 percent of total project value, or 19
self-help labor equals about 
percent of project monetary costs.
 

For maintenance inputs, local contributions were assessed
 

on the basis of tne r4,.ukwa (1986) findings that project
conservatively 

f KO.02 capita/year in cash and
 
beneficiaries contribute an average 


If it can be assumed that at
 KO.13 capita/year in labor and materials. 


least 1,500,000 people will be receiving piped water by the end of the
 

PHICS Project, the maintenance contributions of the 
local communities,
 

a cash value of K210,000 and an in-kind value of
therefore, have 
Kl,365,000.
 

2. HESP (MOH):
 

Community contributions to the ianufacture of San-plat 
latrine slabs
 

assessed
 
include the provison of sand, stone, water, and labor 

which are 


Since the project goal is to manufacture and install
 at K2.00 per slab. 

62,500 San-plat slabs, the equivalent value of self-help 

inputs is
 

K125,000 

Similarly, the construction of clothes washing slabs 
include
 

For each washing

community inputs of burnt bricks, saiid, and labor. 


slab, the bricks (100 needed) have a market value of K3.50, while 
sand
 

(2.6 cubic meters) is assessed at K5.00, and labor 
(4 days) is valued at
 

The total self-help input of K16.50 per washing slab, therefore,
K8.00. 
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is worth a total of K132,000 when applied to all 8000 water taps needing
 

washing slabs under the project.
 

community self-help contributions in the PHICS Project are
Total 

estimated at K2,847,000, as shown below:
 

Estimated ValueCommunity 

(lOUOK)
Contributions 


Water:
 
1600
Construction Labor 

210
Cash 


1365
Maintenance Labor 


3175
Sub-Total (Water) 


Sanitation:
 
125
San-Plat Latrines 

132
Washing Slabs 


Sub-Total (Sanitation) 257
 

K3432
Total (Community Self-Help) 


The community will also hove the opportunity to demonstrate its
 

support for the project by assisting in the construction of 
housing for
 

House building materials
 new HESP HAs assigned to rural health centers. 
 It
 
worth KlO,000 will be made available under the project to 25 new HAs. 


is expected that the local communities will provide volunteer labor to
 

help the HAs erect the houses. No estimate is available of the value of
 

this volunteer labor. 

3. Child Survival/MCH (MOH):
 

a number of ways in the health service
The community contributes in 

Their involvement begins in the
 delivery component of the PHICS Project. 


community orientation aspect where the village participates in
an
 

A health committee is formed once the
 assessment of their health needs. 

villagers see that there are ways that they can improve the 

chances of
 

survive through available and accessible health
their children to 

interventions. One or several community women whom the village believe
 

are chusen to provide some simple services (e.g.,
will serve them well 

mix and provide ORS, dispense chloroquine, possibly serve as 

a depot for
 
Such


contraceptives and a few non-toxic, high demand medicines). 


involvement by the community, with the trdining, support and supervision
 

of the local health workers, will link the villages to the health
 

infrastructure and relieve some of the burden on the fixed 
health sites
 

(especially the health centers).
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Another tangible way in which the community will participate in the
 
health service delivery component is to provide labor and local inputs 
(e.g., sand, water) to help construct a house for the enrolled nurse
 
midwife who will be assigned to health centers located in Project areas.
 
Materials provided through the project will make this possible. It is
 
expected that the same community action demonstrated in the construction
 
of water systems and school buildings will be forthcoming when the value
 
of the health service delivery approach is understood by the local
 
population. Without a house for the nurse midwife, the vital female HSAs
 
cannot be trained or supported, hence the health services will not be
 
provided. The villagers' support will demonstrate their understanding
 
and support for the strategy. The contributions of the community, both
 
at the village level and at the health center, are the foundation upon
 
which the health service delivery component is built and the only means
 
the government has in reaching the population with the essential child
 
survival services.
 

H. Expected Results
 

H.1 Water Supply (MOWS)
 

1. Immediate Results 

The expected results of the project in the rural piped water supply
 

be those which affect water uses in the village and those
sub-sector will 

which affect tre capacity of the MOWS to carry jut future water 
programs. T..., outputs include:Key will 

- 245,000 rural inhabitants supplied with low cost, safe, piped 
water; 

- communities in 14 new water schemes having sustainable piped 
water supply; 

- the RWS strengthened with the addition of three additional 
engineers and at least 10 monitoring assistants; 

- washing slabs routinely constructed alongside all taps in new
 
schemes;
 

- routine water quality monitoring established in all piped 
water schemes; 

- temporary water quality standards established for rural water 
schemes; 

- both in-service and off-shore training courses for MOWS staff
 

expanded; and
 

- annual study tours to neighbouring countries established. 



A 90
 

2. Long-Term Impact
 

The long-term effects of the project several:are 

- overall improvement in environmental health cond'tions in 

project areas; 

- increase in disposable time for rural women and children; 

- other child survival and primary health care 

become more acceptable to rural communities. 
interventions 

There are several key assumptions underlying these outcomes:
 

there are positive, reinforcing effects that are produced 
by
 

-

the joint introduction of safe water, sanitary latrines, 

increased knowledge of hygiene practices, and selected 
child
 

survival interventions;
 

both 	the MOWS and the MOH are seriously interested in
 -
water 	program;

achieving health benefits with rural piped 

the MOWS and MOH effectively coordinate their field
 -

activities; and
 

HESP activities expand in pace with MOWS construction 
program.
 

-

H.2 	HESP (MOH)
 

1. 	 Immedi ate Resul ts 

As in the case of water supply, HESP outcomes will affect 
both 

inhabitants of project villages and the capacity 
of the MOH to provide 

HESP services. 

-	 1,500,000 villagers reached with HESP services;
 

8,000 washing slabs constructed at existing water taps;
-


62,500 sanitary latrines constructed serving 375,000 people;
-

and
 

- HESP staff strengthened and expanded at all levels.
 

2. 	 Long-Term Impact
 

between water 
-	 sanitation established as effective bridge 

supply 	and child survival interventions;
 

- combination of water, sanitation, and child survival 

interventions established as standard community 
health 

package; and 
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overall improvements in environmental health conditions in
 

project areas. 

outcomes are
The assumptions necessary to achieve thes( long-ter 


same as those listed for water supply interventions.
the 


H.3 Health (MOH)
 

1. Immediate Results
 

By the end of the project, an estimated 300,000 households and
 

approximately the same number of under-five children will be served by
 

the community-based MCH/Child Survival interveritions. Some of the
 

outputs that can be expected include:
 

300,000 mothers educated on improveo MCH/child rearing
-

practices;
 

- 50,000 infants receiving basic immunization each year; 

- 75% of the cases of diarrhea treated with ORT at the village 

level; 

- 75% of malaria cases treated presumptively at the village 

level;
 

80% of pregnant women receive at leist two ante-natal
-

examinations and receive two doses of tetanus toxoid;
 

- 30,000 couples utilize some form of contraception. 

The health outputs can never be achieved ithout the development of 

a supporting health infrastructure. For the M;H/Child Survival 
interventions to be delivered effectively, the health structure below the 

district level will be strengthened in Project areas. The MCH nurses
 

will have additional staff which make effective outreach a possibility,
 

thereby fulfilling the expectations of the national 10-Year Health Plan.
 

Under the PHICS Project 30 nurse midwives will be added to health centers
 

and 300 female HSAs will be added so that the ratio of population to
 

worker makes it feasible for meaningful activities to take place at the
 

community level. 

2. Broader Impact
 

The service delivery of the PHICS Project is a learning
 

opportunity. The strategy described in these papers is only a normative
 

design. Based on experience in Malawi and elsewhere, the approach
 

described here is feasible. But it is presented here as a concept to be
 

tested. Rather than a formula which is presented as the means to
 

achieving a set goal, the proposed community-based strategy is a
 

conceptual framework which should be experimented with.
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Many assumptions are beini made; they are testable hypotheses:
 

- water, sanitation arid focused MCH services provided at the 

community level will produce a positive impact in under-five 

health status: 

- the community will actively support integrated water, 

sanitation, health activities; 

- village women can be trained to be effective health workers; 

- with adequate support and supervision, volunteer health 

workers will provide on-going service to the community; 

- female workers can effectively supervise village workers. 

These are only a few of the things that will be learned over the
 

The lessons learned and experiences gained will
 next seven years. 

provide a valuable input into what direction the MOH 

should take in
 
Thus the potential


reaching the remainder of the population of Malawi. 


impact of the PHICS Project extends beyond the 1.5 
million population to
 

It is hoped that the integrated water, sanitation, targeted
be served. 

for the rest of this country and possibly
health approach will be a modcl 


even beyond.
 



ATTACHMENT TWO
 

JOB DESCRIPTION
 

POST: PROGRAME MANAGER CDD/MALARIA
 

1. 	Act as Secretary to Technical subcommittee.
 

2. Co-ordinate all activities within CCD/Malaria control programme. 

3. 	Plan for the programme: organize workshops/consultants'
 
vi si ts/staff needs/etc.. 

4. 	Prepare workplans/budgets for discussion.
 

5. 	Liaise closely with Regions/DonorS and other disease control
 
progammes.
 

6. 	Monitor drug use, and prepare estimates for drug needs.
 

7. 	Participate in research and development for monitoring and
 
evaluating methods. 

8. 	Assure collection and analysis of pertinent data.
 

9. 	 Prepare informational reports. 

10. 	Visit areas of operation periodically to keep abreast of
 
developments, problems, and achievements on the grounds. 

11. Carry out other duties that may from time to time be assigned.
 

0066D
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RURAL WATER, SANITATION, AND HYGIENE EDUCATION
 

Program 

Obligations 


MOWS
 

Construction Program
 
Salaries - Field Staff 

Commodities 

Operating Costs
 
- Subsistence 

- Fuel & Maintenance 

Self Help 


Sub-Total 


Maintenance 	Program
 
Salaries - Field Staff 
Spares & Replacements 

Operating Costs
 
- Subsistence 

- Fuel & Maintenance 

Water Quality Monitoring 

Self Help 


Sub-Total 


Total (MOWS) 


MOH: 
Field StaffSaTaries -


Materials & Supplies
 
- San Plat 	Latrines 


- Washing Slabs 

Operating Costs
 
- Subsistence 

- Fueld & Maintenance 


Total (MOH) 


Grand Total 	(Serv. Del.) 


Service Delivery
 

CONTRIBUTIONS (1000's)
 
HRID PC
Community GOM PHICS 


(K) (K) (S) Ms) ()
 

-- 346 ­
- 2937 ­

- 100 - - ­

- - 416 - ­

1600 .-. 

3353
1600 	 526 


-- 360 ­
209 ­132 	 ­

-- 144 - ­

- 211 - ­

- 175 88 - ­
---858 	 ­

679 508 ­990 	
­

3861
2590 1205 	 ­

- 401 321 ­

122 ­125 	 ­

- 272 ­132 	
­

- 180 144 -­

- 670 ­
-

1529
257 51 	 ­

5390
2847 1786 	 ­



- -

-- 

A 95 

RURAL WATER, SANITATION, AND HYGIENE EDUCATION
 

Strengtheni ngInstitutional 

CONTRIBUTIN
Program 

Community GOMObligations 

(K) (K) 


MOWS
 
Construction Program
 
Salaries - HQ Staff - 60 

-
Salaries - PC Volunteers 

-
Vehicles & Equipment -
Tools & Maintenance 

60 
Sub-Total 

Maintenance Program
 - 120 

- HQ Staff
Salaries 
 -
_


Vehicles (motorcycles) 
 -

Tools & Miscellaneous 
 - 11 
Water Quality Monitoring 


131 
Sub-Total 


-Information Resources Program 

Information Systems 5
-

Computer-Asst. Design 35 

Applied Studies 
 - 33
Coordi nation 
Training (in-service) - 358 

-.Training (off-shore) 


431Sub-Total 
622
Total (MOWS) 


MOH:
 - 16
alTaries - HQ Staff 

Vehicles -
Tools & Miscellaneous 
 _ -
Housing Materials 

Training (in-service) - 350 


--Training (off-shore) 

Sanitary Research Unit ­

358
Total (MOH) 


Grand Total (Inst. Str.) - 930 

'lst 
PHICS 

($) 

-
10 


465 

35 


510 


-
10 

52 

21 


15 
40 

110 

-
29 

-

194 
787 


13 

345 

21 

100 

283 


-
16 


775 


1562 


HRID PC
 
($) ($) 

- (?)
 
--


-

-

--
-

-

-

-

-

-

-
- " 
-


249 ­

249 ­

249 C?) 

-
-
-

--
--


6 ­
-

6
 

311 (?)
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FINANCIAL AND ECONOI4IC ANALYSIS
 

Macroeconomic and Fiscal Background
 

US$174 equivalent, below
Malawi's per capita income in 1987 w.as 

average for sub-Saharan Africa. The economy grew strongly in the 1970s
 

This progress
with average annual increases in GDP per capita of 3.2%. 


came to a halt in 1979 with real GDP per capita declining at an average
 

annual rate of 1.3% over the period 1979-1981, this owing in good part to
 

The Government responded by implementing an
external developments. 

adjustment program assisted by arrangements with the Fund and the World
 

Bank. The economy recovered somewhat with the real GDP growing by about
 
Once again, however, tne economy encountered
4.0% per year 1982-1984. 


rough sailing, the rate of real growth declined falling to 2.7% in 1986,
 

somewhat below the rate of population growth. As before, these adverse
 
routes
developments reflected external factors (closure of traditional 


through Mozambique, further deterioration in the terms of Trade) as well
 

as internal factors, particularly increasing public sector deficits. In
 

1987, in addition to continuing difficult economic and fiscal conditions,
 
A growing influx of refugees from
additional problems emerged. 


the fisc and a shortfall in
Mozambique put additional burdens on 

The
production of maize contributed to a national food shortage. 


output fell by 0.2%.
Government responded with structural reforms but real 


This brief sketch of recent economic events makes the point that over
 

the past decade, the economy of Malawi has experienced formidable
 

The Government continues to confront these difficulties
difficulties. 

and continues to respond to them (e.g., additional structural reforms) in
 

the context of a structural-adjustment agreement with the Fund.
 

Awareness of this recent economic history and some information about
 

current macroeconomic and public-finance policies (discussion to follow)
 

provide a necessary context to inform our thinking about health-sector
 

planning and health-sector events in Malawi and, more particularly, to
 

inform our thinking about the role of PIIICS in assisting the development
 

of the health sector in Malawi.
 

The Government has promulagated a Statement of Development Policies
 

(1)which lays out the strategies to be assayed over the next
1987-1996 

ten years pursuant to economic development objectives. !n this context,
 

seen as an
it is important initially to remark that the health sector is 

development program and
important and integral part of the overall 


effort. Thus, according to Policy Framework (2,p. 6):
 

"Malawi's large unexploited human resource investment
 

opportunities offer significant potential for economic growth.
 
are some of
Levels of education, health, and nutrition in Malawi 


Thus, the Government places
the lowest in sub-Saharan Africa. 

high priority on expanding the social sector infrastructure ...
 

The impact on growth of these policies would be in the longer
 

term."
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Pursuant to its development objectives, 
the Government has developed
 

two growth scenarios, the first 
more conservative than the second
 

resources (See 
regarding assumptions about available 

external financial 

2, pp. 6 it seq.). 
program would

the medium-term adjustment
the first scenario, 1990Under 1989 and

of 1.5% in 1988, 3.3% a year in 
a real GDP growthresult in year in the 1990s. This 

and then sustained growth of 
about 4.0% a 

scenario entails a rather harsh 
prospect, there would be no 

increase in
 

the 1990s and even then growth 
per capita would 

real GDP per capita until does not consider the
the Government 

be miniscule. Understandably, 
growth rates entailed by this 

scenario to be adequate.
 

The Government will be striving for higher growth 
rates than those
 

Thus, under scenario two, the 
target
 

contemplated under scenario 
one. 1990 and
 

rate of 1.5% in 1988, rising to 4.5% by 
be a real growthwould The second scenario assumes a 

higher rate of 
to about 5.0% thereafter. development


Under the second scenario, all 

foreign concessional inflows. As part of this and
 
programs could be prosecuted with 

greater intensity. 


of particular interest in this 
context, resource commitment 

to
 

human-resource development, including 
health, could be greater.
 

the criticalthe Government recognizes
either scenario,Under An important mid-termdiscipline.importance of achieving fiscal 

deficit (before grants and debt
 

financed almost completely by concessional 
relief) to a level that can be 

and magnitude of this
objective is to reduce the overall 


Until the timingand grants.foreign loans 
external financing is better known, the 

strategy is to follow a cautious
 

Under either scenario, achieving 
the necessary fiscal
 

fiscal policy. 
 total expenditure of the Government be 
require that thediscipline will 

strictly contained. 

According to Policy Framework 
(2,p. 13), containing Government
 

spending will be reflected, under the first 
scenario, by a three
 

expenditure to GOP ratio, to
 
percentage point reduction in 

the overall 
terms compared with 1988-89.
 a 3.0% reduction in real 
23.5% by 1990-91, 


Under the second scenario, a lesser 
reduction in the expenditure 

to GDP
 

government expcnditure,
 
ratio would permit some modest growTi; 

in real 


namely at an annual rate of 0.5% over 
Zhe period 1987-88 - 1990-91. Over
 

higher, but still relatively modest rate
 
the period 1990-91 - 1996-97, a 


government expenditure is contemplated, 
namely at an
 

of growth in real 

rate of about 2.8%, somewhat less 

than the rate of growth of the
 
annual Thus, even at best, under th~e
 
population (See 1, p. 188, lable 

23.8). 


more optimistic projection, the 
rate of growth of real government
 

expenditure would be meagre and 
would in any case represent a 

decline in
 

government expenditure per capita 
for the whole ten year period.
 

real 


Real wages in the civil service have remained virtually 
constant
 

the government will continue 
a
 

since 1980 and to contain the 
wage bill 


restrained wage and salary policy 
and ret civil service employment,
 

lip
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no more than
following a freeze in 1988-89, will be allowed to grow by 


2.0% in each of the following two years and the program to reduce the
 

number of non-established positions will be continued (2, p. 13).
 

Public investment will continue to be guided by the rolling
 

three-year Public Sector Investment Program (PSIP) (2,p. 17).
 
not be
Infrastructural investments with low economic return will 


terms
undertaken and individual investment projects will be evaluated in 


of their contribution to economic growth and income distribution
 

implications. The implications of projects for recurrent expenditure
 

be taken into account when making judgements about the
will 

appropriateness of the development budget.
 

The foregoing sketch of macroeconomic expectations and overall
 

Government fiscal policy make it clear that tight fiscal stringency will
 

be very much the order of the day for some time to come. However, it is
 

remark that the implications for health-sector financing may
important to 

The reason for
be less ominious than this overall picture might suggest. 


this is that Government plans to take steps to address the social impact
 
The Government hopes to
of its structural adjustment program (2,p. 27). 


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 Government program seeks to
 

improve the provision of social services. The Government's strategy is
 
to increase the allocation of expenditures to the social services such
 

that the strict containment of public 	expenditures during the program
 

not erode their provison (2, p. 29). 	 With the additionalperiod does 
under the second scenario, the Government expects toresources assumed 

strengthen its level of services to meet its objectives of raising levels 
of education, health and nutrition to 	compare more favorably with other 

I exhibits thesub-Saharan African countries. Table (following page) 
Ministry of Health (MOH) recurrent budget as a percentage of 'he total
 

Government recurrent budget for recent years and as projected for the
 

ten-year period for which development polices have been set out. For the
 

1987 - 1996 period, the MOH budget is projected to increase from 7.0% of
 

the total recurrent budget to 10.7%. This implies an average annual rate
 

of growth in the MOH budget in real terms of 5.7% over this period, a
 

significantly faster rate of growth than is projected, even under the
 

more optimistic second scenario, for GDP or for overall Government
 
expenditure. 

We may now turn to the National Health Plan (3)to consider some of
 

its implications in the light of Government fiscal policy as sketched
 
foregoing.
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TABLE I
 

GOVERNMENT OPERATIONS / REVENUE ACCOUNT
 

MOH RECURRENT BUDGET AS A PERCENT 
OF TOTAL GOVERNMENT RECURRENT BUDGET
 

% MOH of Total
Year (FY 


6.8

1980 
 8.2

1981 
 7.0
 
1982 6.7

1983 
 7.3

1984 
 7.0

1985 
 6.4
 
1986 
 7.4

1987 
 7.9
 
1988 
 8.2
 
1989 
 8.6
 
1990 
 9.0
 
1991 
 9.4
 
1992 
 9.6
 
1993 
 10.0
 
1994 
 10.4

1995 
 10.6
 
1996 


Sources
 

1985 (4), p. 53, Table 5.5.
 
1980 - 1984, Actuals, World Ban 

Revised Estimate'and Estimate 
respectively, Estimates FY
 

1985 - 1986, 
1988/87 (5) 

1987 - 1996, Projections, Development Policies 
(1,p. 188, Table 23.8) 
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The National Health Plan of 
Malawi
 

including project PHICS,
USAID's health-sector assistance portfolio, 

its health plans.in implementingtoseeks selectively assist the GOM 
be very selective in its 

Project PHICS, in particular, proposes to 
Nevertheless, we 

and other health-sector events. 
engagement with MOl 

of aspects of the National 
some brief overvieWwill require at least For 

a whole in order to inform our evaluation of PHICS. 
Health Plan as arise in connection with 

issues of sustainability which may
example, 

need to be seen in the context of 
the overall 

PHICS components will F.!alth Plan. 
fiscal implications of the National 

the role and potential contributions of USAID 
In evaluating 

we need to keep in mind that the MOH 
health-sector assistance in Malawi, 

a part of the total
itself comprises only

health-services system 
health-services sector; A report 

of a recent health-financing survey 
in
 

Malawi remarks (6,p. 23):
 

noted that while the Ministry of Health is, 
"It has also to be it 
in principle, responsible for the whole health sector, 

controls only 39.4% of the funds 
spent in the sector."
 

on the following page (6,table 
6 reproduced here) reports
 

Table II source for
health expenditure/financing by

recurrentestimated national 

1980/81.
 

Among non-MOH providers, the Private Hospital Association of Malawi
 

a major contribution to health services in 
(PHAM) in particular makes 

(3, p. 9-4) reports that in
Health Plan documentMalawi. The National 

the area of hospital care, PHAM contributes just over 
one-third of
 

for rural health facilities it is 
admissions and in-patient days and 

a provider of in-patient care
has been mainly

nearer half. Although PHAM 
and hospital-based services, in

recent years efforts have been made 
to
 

units, especially 
expand the outreach and preventive activities of PHAM 

care. PHAM 
more recently, primary health 

through under-five clinics and, 
number of Enrolled Nurse Midwives with 154 

trains a relatively large 
graduated from their three-year 

program each year while the two-year
 By comparison,
produces 72 candidates each year.

courseEnrolled Midwife 
output of the MOH nursing programs, 

one four-year 
the annual total 

is only 60 nursing candidates. Table III 
one three-year program,program exhibits health units and number 

3.1 reproduced here)
following (3, Table 

unit type for Malawi 1986. The
 
of beds by controlling agency and 


category "other" includes estates 
and private companies that provide 

some
 

health care for their employees.
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TABLE II: 
 ESTIMATED NATIONAL RECURRENT HEALTH EXPENDITURE AND SOURCES OF FINANCING 1980/81 (WI)
 

HEALTH SECTOR MOH OTHER 
MIN 

LOCAL 
GOVT 

OTHER 
STATUTORY 

PHAM 
(MISSIONS) 

INDUSTRY LOCAL VOL DIRECT 
BODIES PVT 

INSUR 
-ANCE 

SELF HELP/ FOREIGN 
OTHER PVT AID: 

FOREIGN TOTAL 
AID: 

BODIES CHARITIES PAYMENTS RESOURCES OFFICIAL PRIVATE 
FOR HLTH 
SERVICES 

Central Hospitals
General Hospitals 
District Hospitals 
Primary Health
Centers 
Dispensary/aternities 
Dispensaries 
Maternities 
Mental Hospital 
Services Abroad 

4204000 
316000 
3427000 

340000 
653000 
413000 
25999 
240000 

2000 

45000 

43000 
29000 
300000 

99000 
165000 

596000 

87000 
264000 
3600 

42000 
545000 

Zbouuu bbUUU 
40000 
766000 

112000 
313000 
52000 

463000 

20000 
86000 

600 

4bJbUUU 
356000 
5262000 

566000 
1500000 
1242000 
325000 
240000 

Private Practioners 
Traditional Healers 

Drugs and Dressing
Supplies 

Communical Disease 

333000 

1992000 
588000 

2670000 123000 

45000 
1992000 
588000 

3126000 

Control 
(i) Leprosy 

(ii) Other 
Domestic Water Supply 
Sanitation Programes 
Nutrition Programmes 
Transport 
Headquarters Adnr -ni ­
station 

Training Doctors/Dentists 

58000 
296000 

2324000 

216000 
543000 

292000 

135000 

759000 
233000 

633000 

12000 

119000 

71000 

38000 

4707000 
232000 
2OO 

367000 

2000000 

225000 
495000 

333000 
1509000 
5250000 
991000 

2235000 
411000 

3928000 

521000 521000 
Training - OtherHealth Staff 
Other Services 

Transfers 

170000 

ijuOgUu
1115000 

13000 
IIIlauU ZIZUUU Z64UU0U 

120000 
IlIS0U 
1115000 

53U0 

49000 
233000 
(Z800 

70000 
11668000 

1200000 
120000 

39000 
8000 

2935000 
156000 
1597000 

253000 
1820000 

36646600 
1115000 

TOTAL 14424000 
39.4 

1111000, 
3.0% 

2123000 
5.8 

264000 
0.71% 

537000 728000 
1.6% Z.1 

11668000 
31.81 

1200000 
3.3% 

2935000 
$.us 

1597600 36646600 
4.41 JUU3 



A 103 

TABLE III
 
HEALTH UNITS AND NUBER OF BEDS BY
 
CONTROLLING AGENCY AND UNIT TYPE
 

MALAWI 1986
 

PHAM L.GOVT. OT:IER
 
BEDS BEDS 


MH 

BEDS BEDS
 

UNITS MATERN. OTHER TOTAL UNITS MATERN. OTHER TOTAL UNITS MATERN. OTHER TOTAL UNITS MATERN. 0THER TOTAL
UNIT TYPE 
 81 139
24 788 3332 4120 20 719 2003 2722 0 0 0 0 4 58
HOSPITALS 
 0 0 0 0

LEPRA/ENTAL HOSPITALS 2 2 317 319 4 0 140 140 0 0 0 0 


630 19 295 534 829 0 0 0 0 0 0 0 0

PRIMARY HEALTH CENTERS 19 181 449 


7 42 17 71 128 192
63 663 259 922 6 35
DISPENSARY/MATERNITY 78 626 208 834 

9 65 5 70 11 154 41 195 68 552 24 576 8 62 0 62
 

MATERNITY 
 177 20 97 117

DISPENSARY 92 42 88 130 24 33 20 53 17 17 3 20 


0 0 0 2 0 0 0
 
HEALTH POSTS 56 0 0 0 10 8 0 8 0 


6103 151 1872 2997 4869 91 60 34 638 208 211 306 51

TOTAL 280 1704 4399 


Health Plan of Malawi (3)
Source: The National 


9.
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Recurrent-Cost Implications of the National Health Plan Overall
 

Virtually the entire MOH aevelopment budget is financed by donors and
 
it is assumed that this pattern will be continued during the forthcoming
 
ten-year plan period. However, the planners must keep in mind that
 
today's development expenditure, however financed, brings with it
 
tommorrow's obligation on associated recurrent-cost account.
 
Consequently, the National Health Plan document makes a commendable 
effort to estimate the recurrent-cost implications of the development
 
projects planned for the ten-year period (see 3, Cha'cer 7).
 

In looking at the recurrent-cost burden implied by the Plan, Ohapter 
7 of the Plan document seeks to assess "inan approximate way" the
 
feasibility of the planned development projects. The plan document
 
remarks (3,p.7-2):
 

"A detailed budget for the next ten years is not given. The
 
principal reasons for this are as follows. First of all, all
 
activities cannot be sufficiently specific detailed for those 
activities to be "costed." Where this level of specificity is 
not achieved, mechanisms are described whereby such specificity 
can be sought during the plan period. Secondly, relative input
 
prices into the health sector in Malawi are by no means stable." 

Nevertheless, the Plan document estimates the manpower implications 
of the planned programs over the ten-year period and the cost 
implications of these manpower requirements plus the additional operating 
costs that are estimated to be entailed by the planned programs. 

The manpower requirements imply virtually doubling the MOH staff
 
(from 5,674 to 10,652) over the ten-year period (3,Table 7.2, p. 7-5).
 
Whether this is feasible depends upon not only the recurrent costs
 
incurred in posting this additional manpower (apparently taken into
 
account in estimating overall recurrent-cost implications) but also the
 
capacity of the training facilities to produce the manpower and the
 
willingness of the GOM to increase the MOH establishment to this extent
 
(create the additional posts). The Plan document takes a generally
 
sanguine view of the capacity of the training facilities (which will be
 
somewhat enhanced by planned programs). There is not much discussion of
 
the second constraint although one would suppose that there may be
 
problems on this score. Itwill be recalled from our earlier discussion
 
that fiscal policy inMalawi calls for restraints on civil service
 
employment. That is, following a freeze in 1988-89, civil service
 
employment will be allowed to grow by no more than 2.0% in each of the
 
following two,years (this would yield a little over 100 new posts in each
 
of those years). To the extent that Project PHICS components call for
 
increases in MOH staffing to be sustained over the longer post-project
 
run, we will have to keep such rules limiting the rate of increase in
 
establishment in mind. 



-- 

-- 
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Turning to the overall recurrent-cost burden entailed 
by the Plan,
 

Table IV (following page) exhibits 
Plan document estimates of 

the 
for 

cumulative additions to recurrent 
cost over the ten Plan years 


both so-called capital projects and other projects (that 
do not fall 

for

Table V exhibits some detail 


under the capital-projects category). 
 the calculations have been 
For these programmes,

the other programmes. 
carried by the Plan document 

only to 1989/90, and we have 
presented in
 

to that year. Increasingly
for both kinds of programs

Table IV a total "other programs" to 
the relative contribution of 

for years beyond that, 
1989/90 figure forward) diminishes 

simply carried the 

such that we may neglect it 
for purposes of this part of 

the discussion.
the total (ifwe 

(This brings our discussion 
in line with that in the Plan 

document to
 

which we shall want to make 
reference).
 

The Plan document takes as the 
base year recurrent expenditure
 

leaving out of account donor
 
(costs) K28.Om (1984/85 final 

account) 


expenditure on "technical assistance" 
which represents funding of 

Adding to the 
costs (estimated to be K13.7 

in the base year). 
costrecurrent 

cost the cumulative incremental recurrent 
base-year recurrent 10 with a total recurrent 

the Plan, we arrive in Plan year
entailed by 

However, it is assumed by the Plan document 
that 

cost of about K46.0m. 
 assistance programmes" will 
continue to be
 

donor funds for "technical 
 terms per annum
 
available over the plan period 

at the same rate in real 


i.e., that donors will continue to pick up this amount 
of 

(K13.7), According to the Plan document 
(3,p. 7-15):
 

recurrent cost. 


"This assumption implies that 
of the estimated K45.96m recurrent
 

cost needed in 1995, the K13.7m currently being borne 
by donors
 

under different programmes will 
continue to be borne by them.
 

This leaves about K32.26 in constant 1984/85 prices to be 
met by
 

the MOH recurrent budget."
 

That is, the Plan document assumes the 
the donor "technical
 

assistance programmes" (representing 
recurrent-cost funding) are 

included
 

recurrent-cost
 rate

in the Table 7.4 development programs 

for which the 

On this basis, the implied 

annual 

implications have been estimated. 


of increase in the MOH recurrent-cost 
budget over the Plan years would 

be
 

base-year K28.0 to a 10th plan 
year K32.26m, or at an
 

Turning to
modest, from a 
rate of 1.58% during the Plan 

period. 
average annual find that total government88) we23.8, p.1(1, Table increase at an average annual 
Development Policies anticipated to 
recurrent expenditure is 

Thus, the MOH anticipates only 
a 

rate of 1.13% during this period. 
 recurrent costs than the Department
 
slightly faster rate of increase 

in 


Planning and Development anticipates for the total government 
of Economic 
recurrent budget, suggesting 

that if the MOH recurrent costs 
were to be
 

funded out of that budget, the 
MOH share of the total would have to
 

increase only slightly. 

10 
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TABLE IV
 

THE NATIONAL HEALTH PLAN OF MALAWI 1986 - 1995
 

RECURRENT-COST IMPLICATIONS (1984 PRICES)
 

Plan Year 	 Cumulative Incremental Cumulative Incremental Total 
Recurrent Costs Recurrent Costs 
(Non-Cap) (Capital Proj7) 

(Kmillions) 	 (K millions)
 

1. .250 	 .094 .344
 

2. .567 	 .269 .836
 

3. .730 	 .658 1.40 

4. .766 	 1.28 2.05 

5. .766 	 2.19 2.95
 

6. 	 4.55 

7. 	 7.56 

8. 	 10.74 

9. 	 14.16 

10. 	 17.74 

Source: Calculated from National Health Plan Table 7.4 (3, p. 7-8) and
 
Table 7.5 (p. 7-12) 

j4 
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TABLE V
 

SUMMARY BY PROGRAM OF ADDITIONAL MOH RECURRENT 
EXPENDITURE
 

THAT WILL BE REQUIRED BY APPROVED DEVELOPMENT 
PROJECTS IN
 

THE NATIONAL HEALTH PLAN (1984 prices)
 

Program/Delivery 

-ystem 


PHC Extension 


MCH 


EPI 


Manpower Developments 


Central Organization
 
Developments 


TOTALS 


Expenditure (cumulative) 

1985/86 1986/87 1987/88 1988/89 1989/90 

85,200 134,250 223,250 258,950 258,950 

12,600 39,000 63,000 63,000 63,000 

2,700 125,100 130,300 130,300 1303,00 

77,580 159,980 199,980 199,980 199,980 

72,000 108,300 113,600 113,600 113,600 

250,080 566,630 730,130 765, 830 765,600 

The National Health Plan (adapted from Table 7.5, p. 7-12)
Source: 
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Divergent Expectations on Revenue Account
 

MOH expectations on revenue account appear to be modest 
(3, p.7-1 6):
 

An

"Trends in budgetary allocation are difficult to predict. 
remain at
 
assumption is made that real budgetary allocation will 


the level of the 1985/86 allocation [K21.5m net]. With this
 

assumption, a deficit of at least K10.76 is expected 
by 1995.
 

[In that year, recurrent costs were estimated at K32,26m.J
 

Means of financing this deficit have got to be identified."
 

noincrease in population, assumingWith a 3.3% or so annual rate of 
increase in the real MOH budgetary allocation also assumes 

a very
 

terms in that allocation per capita.
substantial reduction in real 


This assumption appears to be far more pessimistic than 
would be
 

warranted by the GOM fiscal policies set out in Statement of Development
 

Policies (1) and Malawi Policy Framework Paper (2). According to these
 

policies (see discussion above), the MOH budget is projected to increase
 

rate of 6.3% over the Plan period. If the MOH
 
at an average annual 

recurrent cost estimates are at least roughly accurate, 

this rate of
 
Indeed, even
 

increase in the MOH recurrent budget would mean no deficit. 


we assumed that the lOthe year recurrent cost burden 
was about K46.0
 

if not including these
 
net of donor contributions to recurrent cost (i.e., 


the Plan would imply that
 T'-tributions as the Plan document does), 

terms over the 10-year plan period
recurrent costs will increase in real 

-- less than 6.3% increase in the
 at an average annual rate of about 5.7% 


MOH recurrent budget projected by the fiscal policy statements.
 

It is clear that one's view of the feasibility from a
 

recurrent-cost-burden point of view of the programs 
proposed by the
 

Health Plan will depend in good part on which of these versions
 National 

of the future MOH budgetary allocation will in fact 

obtain, that of the 

MOH (which would entail responding to a projected deficit) or 
that of the 

Department of Economic Planning and Development (which, 
given MOH 

a surplus in the operating
estimates of recurrent cost, would entail 


budget or a larger overall MOH program than projected by 
the MOH).
 

Pursuant to this evaluation, we should recall from the prior discussion
 
(the conservative scenario)
that Policy Framework (2) scenario one 


anticipated GDP growth of 1.5% 1988, 3.3% 1989 and 1990 and then about 4%
 

in the 90s. In this sense, DevelopmentPolicy expectations about the
 

r-current budget appear to be themselves
 rate of growth in the total 

rate of increase of 1.1% (although


conservative, i.e., an average annual 
this is slightly greater than scenario one's anticipated 

rate of increase
 

in real government expenditure of 0.5% during the early years of the 
Plan
 

period 1987/88-1990/91).
 



-- 
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Savings Can Be Effected in the MOH Operating Budget
 

According to the Plan document, it has been clear for some time that
 

savings can be effected in the hospitals (which absorb large portions of
 

the annual budget) without detriment to the "output" of these
 
According to the Plan document, this
institutions (3,p. 7-17). 


has now been quantified by a detailed expenditure analysis
potential 

carried out for the largest spender, notably QECH in Blantyre. This
 

study concluded that, with several conceptually straightforward
 

interventions, on the basis of the expenditure patterns in 1983/84, over
 

44% of all non-salary expenditure could be saved. (This would have come
 

to about Kl.2m per annum or about 10% of the total non-salary, non-grant
 
Similar studies are planned for other areas
MOH expenditure in 1983/84). 


And it
where expenditures are high, headquarters and KCH in particular. 


is felt that significant savings are possible for the district
 

The magnitude of these possible savings and the approaches or
hospitals. 

interventions to realize them have not been worked out in programmatic
 

detail in the Plan document. Nevertheless, the prospect for significant
 

savings of the kind suggested in the Plan document does appear, in
 
The Plan document introduces
principle at least, to be a realistic one. 


the discussion of such savings in the context of finding ways to cope
 

with the deficit on the current account projected by the MOH for the 
MOH
 
the
budget. As we have seen, the projections for MOH operating budget by 


Department of Economic Planning and Development obtain, the MOH would 
not
 

seem to be confronting a deficit-financing situation. It should be
 

emphasized, however, that whatever the outcome on this score, strategies
 

to recoup the savings discussed in the Plan document should be prosecuted
 

with vigor.
 

More Cost Recovery May Be Possible
 

There is also expected to be an increase in revenue for the MOH under
 
most of which comes from hospital
the "Appropriations-in-Aid" account 


fees levied in the paying sections of the three largest hospitals. By
 

1984/85, the historically prevailing fees for these services had become
 

otiose such that the MOH was in fact subsidizing the paying sections of
 

these hospitals (i.e. spending more to upgrade these services than 
was
 

being recovered in fee revenue). The plan is to increase these fees to
 

cover the costs of upgrading and then increase them periodically to keep
 

up with changes in prices such that there is no subsidy by the MOH of the
 

paying sections of these hospitals. The Plan document does not provide
 

an estimate of the amount of cost recovery that would be necessary to
 

achieve this objective.
 

The MOH does not at present have any plan or policy to attempt to
 

make some "profit" from the paying sec-ions of these hospitals, i.e., 
to
 

recover more in revenue than the expenditure necessary to upgrade these
 

(The MOH might, however, be interested in implementing a study
services. 

We may remark in
looking into hypothetical prospects in this domain). 


this context the a World Bank report has expressed the view (4,p. 
52):
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increased fees and a more effective collection 
system could
 

"... 

increase appropriations-in-aid from 
the health sector from 3.0% 

of expenditure in FY'4 to more than 10%by FY'8." 

Whether this is realistic I do not know (the basis for 
this
 

clear that this would be in line
 
conclusion is not provided), nor is 

it 
The Plan document introduces the 

with current GOM policy in this domain. 
 context ofin cost recovery again in the 
discussion of possible increases thatIt should be emphasized, however, 
financing a possible deficit. 


whatever the outcome on tnis score, there 
should be serious discussion
 

and study of policy and prospects in the 
domain of cost recovery early in
 

the plan period. 

We provide additional discussion of this issue in a subsequent 

section of this report.
 

Prospects on Revenue Account and Fiscal 
Discipline


Overall 


For reasons explained in the Plan document, 
the estimates therein of
 

were 
recurrent-cost implications of the planned development projects

the unless these estimates
than approximate. However,necessarily no more 

prove to be quite short of the mark, 
the projections of the MOH operating
 

budget by the Department of Economic 
Planning and Development suggests
 

that the prospects are good that the MOH 
will have the operating revenue
 

to implement the programs which are contemplated 
by the National Health
 

Plan.
 

aware that the
 
In formulating the 10 year plan, the MOH was 

well 


be one of fiscal stringency and made an effort to 
financing context would 

from this point of view. The 
a plan that would be conservativedevise basis with the intentionon an annualplan is to review the 10 year plan 

The MOH anticipates that 
of making such revisions as are called for. 

upward revisions in planned programs.
this may allow for some 

During the Plan period, overall public investment 
will continue to be
 

uided by the rolling three-year Public Sector 
Investment Program
 

The Government will increase the coordination between the
 PSIP). 
 The development

development budget and the recurrent budget 

(2,p. 17). 


projects which comprise the National Health 
Plan have been approved by
 

and other authoritiesPlanning and Developmentthe Department of Economic 
Program and will be subject to 

as part of the Public Sector Investment 
All the indications are
 

the rolling three-year reviews of this Program. 


that fiscal discipline will be maintained. In recent years, the MOH had
 

been over spending its approved operating budget by as much 
as 50.0%.
 

no longer be allowed.
This practice will 


donor-financed

According to the Planning Unit of the MOH, all 


development projects in health are represented 
in the health component of
 

donor projects with significantno "off-plan"the PSIP, i.e., there are 
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Thus, the recurrent-cost estimates for the
 recurrent-cost implications. 

National Health Plan cover the recurrent cost implications of the donor
 

projects as these were known at the time of the plan and this 
information
 

appears to be valid to this date.
 

some of the fiscal implication of the National
This overview of 

Health Plan as a whole provides a context in which to examine the
 

recurrent-cost setting for those component programs with which Project
 

PHICS will be most closely associated.
 

PHC and Related Programs
 

In addition to development support for water systems, Project PHICS
 

assistance will be mainly for PHC and related programs, particularly as
 

these contribute to child survival. According to The National Health
 

Plan (3,p. 4-7):
 

"The main constraint in achieving improvements in cnild survival
 

has been the lack of access to modern health services as noted
 

in the previous section. The key underlying constraint is the
 

lack of knowledge and skills of families, especially mothers,
 

about child rearing and child survival."
 

a process of evolution and
The PHC system in Malawi has been in 


development. In 1981, the MOH implemented a pilot program to train 30
 
year


Primary Health Care Workers (PHWs) in three districts. Evaluation a 


later showed that if the program were to be expanded to cover 
the whole
 
A modified
 

country, the MOH would be unable to afford to pay the PHWs. 

the substitution of
plan was developed, the key feature of which was 


The plan stressed the importance of
voluntary VHWs for paid PHWs. 

community participation and multisectoral collaboration. Each village
 

health committee with the assistance of the PHC team was to 
identify
 

health priorities and decide which problems it could be responsive 
to.
 

The plan proposed to add three districts a year until 1990 by which time
 

the entire country would be covered. By the time the National Health
 

Plan was drafted, PHC activities had commenced in nine districts 
(3,p.
 

3-4).
 

The National Health Plan envisages (p.5-6):
 

"In1995, the peripheral health services, comprised of community
 

based and facility-based services offered through standardized
 

health centers, will be functioning throughout Malawi.
 

Community-based services will have increased access by extending
 
Health Surveillance Assistants
the community health system. 


(HSAs), in conjunction with the PHC area team will be tested for
 
two major
effectiveness as agents working with communities in 


ways: helping villages identify their health problems and
 

monitoring work of village committees trained during the 
Plan
 

period."
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is to a this scheme. AmongThe new HSA ie key health worker under 
be to prepare a writtenthe tasks and activities for the Plan period will 

description of the new role aid responsibilities of the HSA. 

As this brief sketch of r.!cent history and current plans for 
at the outset of
development of the PHC system suggest, this system will 


in an evolving and testingthe National Health Plan perid still be 
mode. Precisely how this system will be implemented and, just how it 

perform on the ground will have to be learned through experiencewill Project
with implementing it during tie early years of the plan period. 

PHICS will be assisting these developments and contributing to this
 

experience.
 

in part
The peripheral health serices which carry the PHC are 

The
comprised of health centers aid sub-centers of several kinds. 

a major expansion of these facilities.National Health Plan calls fo-
Based on a criterion of 10,00) population per center (and leaving 

out
 

populatiuns within hospital citchment area) 133 centers would be called
 
have to
for during the plan period. In addition, a number of units will 


be upgraded. Table VI (folloding page) exhibits the cumulative,
 

incremental recurrent costs anticipated in consequence of expanding this
 

network of facilities.
 

For several reasons it is hard to come up with a good figure for the
 

base-year recurrent costs for this program to which the incremental 
costs
 

should be added. The budget for these facilities is buried in Acct. 004,
 

than Central] Hospitals. There is little
District and Other [i.e., 

information available on how this account breaks down by hospital 

and
 
"other" (non-hospital) facilities. A 1983 study (6)reporting data from
 

six rural districts (Table 1, p. 9) suggests that, at a generous
 

interpretation, perhaps about 40% of this account in 1981/82 went 
for the
 

we take 1987/88 as the second plan
other (non-hospital) institutions. If 


year, we find a Revised Estimate of K13.3m for Account 004, 40% of which,
 

or K5.3m, perhaps was allocated for these peripheral facilities, to 
which
 

we would add the K34,000 incremental cost. By the lOthe Plan year, total
 

recurrent cost (base line plus increment) would have reached about
 

K12.2m. These rough calculations suggest that the Plan is calling for
 

recurrent costs for the peripheral health-center network to increase at
 

an average annual rate of almost 10.0% (even without attempting to 
adjust
 

Since the allocation to
the base-line figure to reflect 1984/85 prices). 


the peripheral facilities appears to represent only about 12% of the
 

total MOH recurrent budget, this rate of increase would imply only about
 

a 1.2% average annual increase in the overall budget if other programs
 
terms. These calculations are obviously rough
were held constant in real 


but enough perhaps to inform the conclusion that a relatively rapid
 

increase in operating cost for the peripheral facilities is anticipated
 
We comment on this feature subsequently.
by the National Health Plan. 
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TABLE VI
 

THE NATIONAL HEALTH PLAN
 

CUMULATIVE INCREMENTAL RECURRENT COST OWING TO
 

EXPANDING HEALTH CENTER NETWORK
 

Cost
Plan Year 


K 00s,-M4 Prices)
 

0
1. 

34
2. 

252
3. 

654
4. 


1,249
5. 

2,007
6. 

2,956
7. 

4,085
8. 

5,395
9. 

6,876
10. 
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* The Plan document assunes recurrent costs of KIO0,00, 7,000 and 3,000 

for Health Centers, Dispensiries and Maternities respectively. In a
 
recent study (10, p. 100) K),900, 6,900 and 3,000 are given as estimates
 
for these facilities respectively.
 

In addition to the netv)rk of health centers and related facilities, 
PHC services are provided bt community based services and this whole 
delivery system is supported by a number of additional programs. The 
recurrent-cost implications of these programs, as estimated by the Plan 
document, have been exhibited in Table V foregoing. These costs were 
estimated for the period 1915/86 - 1989/90, most of which has already 
transpired. (Whether or no: these additional expenditures were incurred 
on schedule I do not know). At least these estimates help further to 
inform the conclusion that The National Health Plan reflects, in its 
estimates of the resources to be required, its stated policy of increased 
emphasis on PHC services as a major feature of the Plan. 
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Comparing The Costs And Benefits of PHICS:
 

Initial Overview
 

In this section, we provide an introductory comparison 
of costs and
 

For a project such as PHICS, attempts to do
 terms.
benefits in general 

straightforward C-B and C-E analysis run into 

a number of difficulties.
 

some of the sections to follow.
These are discussed in 


In responding to these problems, we stress that 
(and as the
 

literature in this domain bears witness) it
will be rarely, if ever that
 

meaningful C-B and C-E analysis of the performance 
of health programs can
 

-- notably,

be accomplished by what has become the conventional 

approach 


an itinerant, short-term investigator trying 
to rush through such a
 

that C-B and C-E findings are worth
 study. If policy makers feel 
 a proper

assembling, then an effort should be made to 

assemble them in 


This will require far more time and attention than usually 
is given
 

way. 

Indeed, making these findings should be a regular, 

ongoing
 
to the task. 

observation program accompanying project implementation 

as an integral
 

This approach is strongly recommended for
 part of that implimentation. 

If Project PHICS incorporates this feature, it

will
 
Project PHICS. 

thereby have made an important contribution to 

project design.
 

Project PHICS Cost Per Beneficiary
 

Particularly for some of the institution-strengthening 
components of
 

dentify the whole population of
 PHICS it would probably be fair to 
 However,
 
Malawi as beneficiaries -- indirectly and over the longer haul. 


a
be better to identify beneficiaries in 
for present purposes it will 

Thus, we identify two cohorts of beneficiaries, 

viz:
 
more proximate way. 


these are the population to be served
 245,000 beneficiaries --

by the new water schemes, they get both water 

and the
 

accompanying package of health service inputs.
 

- these are the population
additional beneficiarie --
1,000,000 

served by existing water schemes, they already 

have
 

water, they will get th( package of healtn-service
 

inputs.
 

Total costs for the new water scheme will include all costs assigned
 

to the MOWS, the PHICS and HRID costs associated 
with these, and those
 

costs assigned to Community for Service Delivery. 
Total costs for the
 

health package will include all costs assigned to the MOH, PHICS and HRD
 

Table One (following page) assembles these
 costs associated with these. 


costs.
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TABLE ONE
 

PHICS COST FOR WATER COMPONENT AND HEALTH-PACKAGE COMPONENT
 

WATER COMPONENT
 
($000)
(KOOO) 


622 PHICS 787
MOWS 

249
1025 HRID 


3861
PHICS
2458
Coninunity 


Total $ 4897
Total K 4105 
$6,539Total $ 1642 Grand Total 

For 245,000 beneficiaries, about $27 per beneficiary.
 

HEALTH PACKAGE COMPONENT:
 
($ million)
(KOOO) 

2.6
408 IEC
MOH 


581 Research 1.8 

Epidem 1.5 

.6989 HIS
Total K 


.06
Plan
.396m
Total $ 


.083
Serv Del 


$ 4.8Sub-Total 


($000)
 

775
PHICS 

$0O.2m62 Grand Total
HRID 


1529
PHICS 


$2.4m
Total 


For 1,245,000 beneficiaries, about $8 per beneficiary.
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Water-cum-Heal th-Package Beneficiaries
 

Consulting Table One, we find an unadjusted PHICS cost (water and
 
health-program benefits combined) of about $35 per beneficiary for this
 
cohort. This figure needs to be adjusted to recognize that the PHICS
 
outlays are over a seven year period such that the present value of these
 
outlays is less than the simpie sum of these outlays in each year. Using
 
a discount factor of 12 percent, we find an adjusted (to reflect present
 
value) cost of about $23 per beneficiary for this cohort.
 

In evaluating the benefits yielded by this expenditure, we must take
 
account of the circumstance that the beneficiaries will be receiving 
benefits over a number of years. For example, the water schemes once in 
will have a long life before major repairs are necessary -- say 20 
years. (Routine maintenance costs are relatively very small and can be 
neglected here). The latrine platforms are indestructable and can be 
moved from pit to pit, i.e., as pits in use reach capacity or cave in. 
Accomplishments on the IEC front will become embodied in the
 
beneficiaries KAP and will go on over the years yielding benefits. If
 
the PHICS strategy succeeds, as anticipated, in enhancing the efficiency
 
and effectiveness of the community-based PHC system, the favorable impact
 
of this institutional accomplishment should also be felt over the years.
 
Obviously, the benefit-yield horizon will differ for different components
 
of the package and opinions may differ on what may be regarded as an
 
appropriate horizon for each. For purposes of this exercise, however, we
 
will make the assumption that the PHICS water-led package of
 
interventions will go on yielding program benefits over a 20 year period.
 

It is 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 ben-efit yield would have to be, in money
 
value terms, over the 20-year benefit period, with an appropriate rate of 
discount (say, 12%) -- to make the PHICS expenditure worth it. The
 
answer turns out to be about $3.08 per beneficiary per year. (That is,
 
an investment of $23 today, which yielded 20 annual payments of $3.08
 
would have an internal rate of return of 12%).
 

Is this, then to be regarded as a costworthy expenditure? Obviously,
 
judgment will have to be brought to the answer to this question. Inour
 
judgment, the answer to this question is "yes".
 

First, let us look at this matter from the point of view of improved
 
health status as a producers good. As was pointed out in an earlier
 
section of this project, in Malawi, the health sector is seen as an
 
important and integral part of the overall development progamme and
 
effort. Thus, according to Policy Framework (2, p. 6):
 

"Malawi's large unexploited human resource investment
 
opportunities offer significant potential for economic growth."
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education, 
be (wing to prevailing very low levels of 

This is held to 
improved health status probably 

does in fact 

health and nutrition. 
ind positively to economic 

growth, say to
 

contribute Importantly With GDP per capita somewhat 
under, say,
 

ine.reases in GDP per capita. 


the equivalent of US$200, 
in round numbers, value 

added per worker in
 

If,owing to the 

agriculture may be abou-; 
the equivalent of US$1OU. 

* 

equivalent 	are very sensitive 
to
 

• Measures such as tn,se in US$ 
more or less arbitrary 

for these 

changes in 	the exchange 
rate which is 


Hence, approximations in 
round numbers are probably 

as
 

purposes. 
as would be efforts to 

achieve precision in this 
domain.
 

meaningful 


total-factor productivity 
per

health status, 

worker was 	5.0% higher 
ineach of the benefit years 

than it otherwise
favorable impact of PHIGS on 

would have 	been, i.e., the equivalent of US$5, PHICS 
would thereby
 

We do not, 	of course, know that 
PHICS will
 

"recover" most of its costs. 

)ut we can 	in this way show 

that even a very
 

have such an impact -- productivity argues
 

modest expectation about 
the impact of PHICS on 

PHICS. *
 
strongly for the costworthiness 

of expenditures on 


Ina following section, we 
will suggest the possibility of
 

• 

undertaking research on 

the relationship of health 
to economic
 

in Malawi.development 

householdVarious favorable health effects can be expected 
from a program such 

a package of water/sanitation/improvedfieldsas PHICS which 
KAP/better 	community involvement 

(energized by the appeal 
of organizing
 

For example, decreases in
morbidity owing to shisto,
 

malaria, hookworm and others 
for all age groups in the 

community,
 
We must not lose sight of
 

including those in the agriculture 
workforce. 


the fact that, in Malawi, 
malnutrition has been identified 

as perhaps the
 

for water). 


infant and 	child morbidity 
very high rates of 

major factor in promoting 
Few prcgrams can be more 

important for child survival
 
and mortality. 

than those which promote 

increases in productivity in the agriculture
 

sector (and promote economic 
development more generally).
 

Of course, 	PHICS is intended 
to have a significant impact 

in reducing
 
-- e.g., 

infant and child morbic(ity 
and mortality in a direct 

way as well 

there is good reason t(, believe that the combination 
of clean water,
 

a more effectivesanitation (latrines) znd 
improved household KAP can 

reduce the risk of
 

* Similarly,
childhood diarrhea subs.tantially. 


Studies seeking to establish 
this connection have in various 

ways
 
* very wide confidence limits, etc.). 

small samples, 	 tobeen flawed (e.g., 
important for PHICS to implement, 

as integral 
It will lie(see 18, 19) 


the project, better obsPervation 
programs in this domain.
 

-
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community-based PHC system complementiig services delivered by the
 
more
peripheral MOH facilities (health centers) should result in 

effective delivery of EPI, ORT and malaria control services. 

Health services and better health tend to be evaluated 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 many would contend that this is their major value. 
* 

Programs, such as PHICS, which seek 

Most economic analysis of health programs at some point takes 
a
 

ritualistic bow in the direction of the so-called "subjective" 
or
 

reduction in pain, suffering, grief, anxiety
 

M 


"intangible" benefits, e.g., 

and the like, pointing out that, while these benefits are important, 

they
 

cannot be mapped into the economic analysis. While understandable, this
 

ritual tends to result in a disservice to evaluation of health programs
 

in that it promotes a large under-estimate of the economic value 
of these
 

there should be little doubt that, generally
programs. After all, 

speaking, benefits such as reduction in pain, anxiety, suffering and like
 

-- witness the willingness of consumers
have substantial economic value 

to make substantial payments to secure benefits of this genre in the
 

medical market place.
 

significant reductions in infant and child morbidity and mortality 
are
 

apt to be particularly important from this point of view.
 

This analysis has been addressed to the water-cum-health-package
 

beneficiaries. Counsulting Table One, we find for the
 

health-package-only beneficiaries of PHICS (who already have their 
water
 

in place) and unadjusted cost of about $8 per beneficiary. 
Adjusted to
 

reflect present value (of the project outlays over a seven year 
period),
 

A yield per beneficiary per
this cost is about $5.20 per beneficiary. 

year which could be valued at about $0.70 over the 20 year payoff period
 

would be enough, assuming a 12% discount rate, to make the outlay 
of
 

$5.20 worth it.
 

From 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-only
 

beneficiaries are worth it.
 

In summary for both cohorts of beneficiaries, it would seem clear
 

that the expenditures for Project PHICS should be regarded as 
costworthy
 

in light of the expected value of the benefits anticipated from the
 

project.
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Introduction: Cost-Benefit (C-B) Analysis
 

Economic analysis of projects including Health 
Projects entails
 

some way. Healthproject benefits incomparing project costs and Projectafford special problems for such analysis.
projects in general 
PHICS is no exception on this score, indeed, 

it presents some special
 
Some introductory discussion
 

problems peculiar to projects of this kind. 


will prove helpful to inform our understanding of what can be done 
in
 

terms of economic analysis of Project PHICS.
 

However, the
 
Costs and benefits can be compared in various ways. 


for that kind of 
term "cost-benefit analysis" (C-B) has been appropriated 

analysis which produces measures of program 
performance such as internal
 

rates of return and which requires that the program 
outputs be measured
 

intended to have a favorable
Health programs are
in money-value terms. 

impact on health status. Penultimately, the outputs of health programs
 

are any of various "health effects" -- e.g., deaths averted or 
The first problem for C-B analysis
morbidities averted or ameliorated. 


of health programs is whether there is any non-trivial way to evaluate or
 

measure health effects in monetary terms.
 

In practice, the most popular solution to this problem 
has been the
 

With this approach,

so-called "human capital" approach to C-B analysis. 


the value of, say, a life saved when a death is
averted, is measured as
 

the present, discounted value of what (probably, 
on average) would have
 

been that individual's future stream of production 
(future contribution
 

not died -- and this is taken as a measure of the benefit 
to GNP) had he 
to averting the death in question.
 

of the real 
Obviously, this measure of benefit fails to capture most 

deaths are averted or morbidities
benefit realized by individuals when 

the so-called "intangible" benefits(fails to captureare ameliorated (Partly for this
 
owing to reductions in anxiety, grief and so on). 


the findings from this kind of analysis be
 reason, almost never will 

decisive for the decision whether to implement 

a health program).
 

Economists doing human-capital-type C-B analysis 
of health programs are
 

however, recommend theadmit this. They may,usually the first to 
at least add some
 exercise on the ground that the findings will 


information relevant to help inform evaluation 
of the costworthiness of
 

expenditure for the program in question.
 

For example, if human-capital C-B analysis finds program 
benefits
 

thus measured are greater than program costs, this may 
he taken to mean
 

that the result of the program is an increase in GNP 
in some relevant
 

sense. * From this 

practice, attempts to apply human-capital C-B analysis are apt to
 
* In 

some technical, which
 run into a host of difficulties, some conceptual, 


may cast doubt on this interpretation of such findings.
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point of view, health services are thought of as "producers goods" -­

potentially contributing through improved health status to economic
 
growth.
 

In Malawi, the relationship between health status and economic 

growth has been identified by the GOM and others as an important policy 

issue. As already remarked above, Policy Framework takes the position 

that "Malawi's large unexploited human resource investment opportunities 

offer significant potential for ec omic growth" -- this circumstance 
held to be owing to prevailing ve., low levels of health, education and
 

Thus, in Malawi, the health sector has been identified as an
nutrition. 

important development sector.
 

Improved health status probably does in fact contr;bute importantly
 

and positively to economic growth, say to increase in GNP per capita.
 

But, traditional human-capital C-B analysis of health programs won't
 

capture that effect. What is required is an analysis which makes
 

findings on the impact of improved health status on productivity
 

(distinguish production) and which is less static and longer run than
 
for some suggestions on this
conventional C-B analysis (see, e.g., 11 


score). We may return to this issue subsequently. * 

popular for evaluation of
* Human-capital C-B analysis used to be 

fertility-control programs. Owing ii the main to the effects of
 

discounting to obtain present values, this approach always found that the
 

value of a yet-to-be-born individual's life was negative such that 
(The
substantial economic benefits might )e realized by averting births. 


help to explain why human-capital C-Bimplications of these findings may 
similarly popular for evaluation of child-survivalanalysis has not been 

programs). Dissatisfaction with this application of C-B analysis arose 
findspartly on the ground that an analytic procedure which uniformly 

(whatever the country, the circumstances, etc.) that fertility control
 

will yield large economic benefits cannot be reasonable.
 
For economic analysis of fertility-control programs, human-capital
 

C-B analysis has given way to more sophisticated analysis which is longer
 

run in character and which attempts to take account of structural
 

rela *ships in the economy.
 

Inaddition to human-capital C-F analysis, there is another approach
 

to C-B analysis of health (and other life-saving) programs which, though
 

favored by many economists, appears largely to have been neglected by the
 

international health-services community. This approach derives from what
 

is called in economic analysis "welfare" economics (Pareto optimality)
 

and entails, generally speaking, attempts to estimate what tle
 
beneficiaries of given health programs would be (or, perhaps, "ought to
 

be") willing to pay for the reductions in the risk of mortality or
 
morbidity resulting from the program in question. * 

.'7 
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fact that for such analysis in
* The parenthetical proviso reflects the 

LDC health sectors, the investigator cannot find or assemble 
direct or
 

Thus, the
 even inferential evidence on the point, at least usually. 

a "simulated" or "hypothetical" mode.
analysis may be cast in 


not feasible
For a number of reasons (see discussion to follow) it is 


this kind of analysis for evaluation of the Project PHICS
to use 
components.
 

Introduction: Cost-Effectiveness (C-E) Analysis
 

In part owing to difficulties wi-, C-B analysis, there is more 

frequent resort to cost-effectiveness (C-E) analysis to evaluate health 

With C-E analysis, no attempt is made to reduce health-program
programs. 

Rather, program outputs are described in
 outputs to money-value terms. 


"natural" terms, e.g., deaths averted (or, better, risk of death reduced
 

or years of life gained), or services (e.g., immunizations) provided, and
 

The analysis seeks to determine the unit costs of program 
outputs


so on. 

in these terms. The findings from such analysis may help to inform
 

Thus, C-E analysis may entail comparing
choice among program formats. 

two or more strategies (program formats) to achieve a given objective.
 

The least cost per unit of output among the program formats compared 
is
 

said to be the cost-effective program and (other things equal) 
presumably
 

would be selected.
 

C-E analysis has the limitations inherent in measuring program
 
namely, the analysis and its findings do
 outputs in "natural" units --


not speak directly to the costworthiness of program expenditures 
in any
 

general way. Nevertheless, the findings of such analysis may help to
 

*inform judgments on this score. 


In practice, project selection in the health-services sector is
* 
serious, ex ante C-E analysis. In practice, this
seldom based on 


post project selection to rationalize that
analysis tends to be done ex 

not actualy as irrational as it might seem. Owing

selection. This is 

to implementation problems -- e.g., "organization failures" of one kind
 

the range of likely outcomes which characterize two or more
 or another --

project formats being compared probably largely overlap such 

that
 

selecting the cost-effective format is a probabilistic kind 
of exercise
 

at best. In any case, typically, losses to resources invested in health
 

projects owing to implementation failures tend to dwarf losses which
 

might be owing to failure to select the theoretically cost-effective 
For this reason, investing significant resources (time,project format. 


attention) in attempting to fine tune the project selection process 
is
 

not apt to contribute much to efficiency (assuming that preliminary
 

screening has selected a plausible workable format).
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The Health-Program Production-Function Problem
 

To inform C-B or C-E analysis, for any given health 	program, a
 
The production
production function for that program will be required. 


function is the functional relationship in physical units between the
 

program inputs and the services and health effects which are the program
 

outputs. The production function must be supplied to the economic
 

analyst from, say, the engineering department (ina typical non-health
 

not generated by the economic analysis. Given
 
program case), i.e., it is 

the production-function data and prices of the inputs, the economic
 

For
analysis can derive cost functions for the program in question. 


health programs, the medical or health-services specialist discharges the
 

task of supplying the production function.
 

For health programs, a major problem for C-B or C-E analysis ex 
ante
 

program implementation is uncertainty with respect to the program
 

Even where the biomedical-technical (the
production function. 

"engineering") relationships are well understood (e.g., as for
 

immunization or ORT programs), program-implementation problems 
will
 

always introduce large amounts of uncertainty into the specification 
of
 

the health program production function.
 

For less focused more general purpose health programs, e.g., those
 

which may be described as "PHC Systems" or "Basic-Health Services
 

Systems" and so on, the prospects for non-trivial ex ante C-B or C-E
 

For one thing, these programs are almost diways
analysis are very dim. 
 so
terms of the inputs they are supposed to use, e.g.,
described just in 

many health centers, dispensaries, etc. and facility staffing 

patterns by
 

Seldom are the service outputs of these
occupational speciality, etc.. 

programs described in definite terms, e.g., the number of patients by
 

diagnostic category the system is expected to respond to and 
the package
 

Consequently, little can be
 of services to be provided in each case. 


said about the probable health-status impact of the program.
 

Once such a program has been implemented and has been performing 
long
 

post C-B or C-E analysis may be
 enough to generate a track record, ex 


undertaken with greater prospect for meaningful findings 
than for ex ante
 

Even in this case, and even for
(program implementation) analysis. 

sharply focused health programs, however the difficulties 

remain
 

formidable -- witness the difficulties encountered by, say, ORT programs,
 

in trying to come up with meaningful findings for such 
measures as cost
 

per "death averted" (so-called).
 

General Considerations
Economic Analysis of Project PHICS: 


be represented by a delivery system
Typically a health project will 

some kind, e.g., EPI, ORT, a package of PHC
 providing health services of 


services, and so on. In principle, at least, albeit probably not in
 

practice for the reasons set out foregoing, production functions 
might be
 

written for the programs which represent the project to in this 
way help
 

inform economic analysis of them.
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Project PHICS is not this kind of typical project. None of its
 

components by itself is a delivery system for health services nor do the
 

components collectively comprise a delivery system for health services
 

for which, even in principle, a health-services production function might
 

be written. * 

a
* Of course, each of the components will have an output in proximate 

sense (e.g., water, IEC materials, health manpower, etc.) and each of 

these outputs is expected to contribute in one way or another to improved 

health status for the people of Malawi. 

Rather, tne Project PHICS components seek to in various ways 
to
complement, support and assist the ongoing PHC services in Malawi, 


generate inputs for these services, to in this way increase the
 
This is the way in which
efficiency and effec:iveness of these services. 


the Project PHICS coi.iponents are expected to have their favorable impact
 

on health status -- iscomplimentary inputs, along with non-project 

inputs, to health programs which are the delivery systems providing 
health care. 

Thus, the design of Project PHICS is such that conceptually an
 

attempt to do C-B analysis, or C-E analysis referred to health -status 

impacts, for the PHI.S components per se, would not be appropriate 
be possible owing to the production function problem(indeed, would not 

discussed above). One way, in principle at least, to approach economic
 
be to use findings from such analysis ofanalysis of Project PHICS would 

the underlying health programs which are the delivery systems providing
 

care which the PHICS components are supposed to complement and then try
 

to estimate what the marginal improvements in the performance of these
 

underlying programs might be in consequence of the complementary PHICS
 

probably obvious that this approach is unlikely to beinputs. It is 
feasible in practice. Nevertheless, it will prove useful for our
 

purposes here to take a look at the underlying health programs from this 
point of view.
 

The PHC System: Specification and Performance
 

As has been note,1, the National Health Plan anticipates that: 

"In 1995, the peripheral health services, comprised of 
community-based and facility-based services offered through
 

standardized health centres, will be functioning throughout
 
Mal awi."
 

These are the services which carry the PHC (and other services) which
 

Project PHICS components will complement. So far, this system has been
 
of some of thespecified only in rather general terms, mainly in terms 

The
inputs it is expected to use and some facilities/population ratios. 
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designers of this system have not yet specified it in definite terms such 

that they might write a production function (with health-effect outputs)
 

for it. This is appropriate for a health-services delivery system 
which
 

an evolving mode. It is also
is in several ways quite new and still in 


appropriate for a system in which the community-based component is
 

crucial and in which flexibility and community-participation responses 
Ut
 

the local level are central to the logic of the scheme. As the PHICS
 

components seek to improve the efficiency and effectiveness of this
 depend
system, the contribution they make to improved health status will 

in part on how this system will perform on the ground and this will have 

to be learned through experience with it. 

The Malawi PHC package does include some more focused programs (or 

what may be regarded as such programs operating within the general PHC 

system ) -- notably, the EPI and ORT and malaria services with which CCCD 

has been associated. In general, programs of this genre afford a better
 

prospect for evaluation in C-B or C-E terms than do ge-n-ral-purpose PHC
 

systems.
 

In this case, however, there appears to have been relatively little
 

evaluation of this kind attempted. Robertson (8)produced an analysis in
 

1985 in which ne attempted to estimate 1984-85 unit costs and total
 

program costs for EPI, ORT and malaria services. Robertson titled his
 
This is
study to imply he was calculating costs of "the CCCD Project." 


a total cost estimate for
misleading however. His estimate is 

his costs
immunization, ORT & DDC, and malaria services in Malawii, i.e., 


are not limited to just the incremental recurrent costs owing to the CCCD
 

project. In any event, as Robertson himself points out, although he did
 

the best that could be done with the data that could be assembled, 
his 

findings leave a good bit to be desired. In particular, the unit cost 

findings are not for various reasons (e.g., small sample, large variance) 

very useful (see also comments on this score in 9). His estimates of
 
were obtained bynational total cost for EPI, ORT and malaria control 

extrapolating the cost for these components for the facilities sampled
 health centers)[district and similar, hospitals, rural hospitals (primary 
as a whole. The findingsanl health centers (dispensaries] to the nation 

obtcined in this way, when compared with the budget availability 
to the
 

MOI:, raises some interesting questions.
 

cost for EPI, ORT and malaria
Robertson found a national total 

4OH recurrent
control of K6.6m for 1984/85*. Since the 1984/85 total 


expenditure was K28.0 (final account), these programs would have taken
 
The K6.6m, however, still includes
about one-quarrer' of that program. 


costs owing to the CCCD project, costs, many of which at
incremental 

least,
 

* Robertson's calculations were for 9 months, we have adjusted them 
to 

a yearly rate. 
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would not be expected to )ea part of the recurrent-costs burden of a
continuing, post-CCCD projram. 
In Robertson's calculations, "Central
 
Costs" estimated at Kl.3m may represent most of these costs**.

Subtracting them leaves a total 
cost (for Malawi health-system inputs) of

K5.3m, still c relatively substantial cost burden. 
 For present purposes,
we are particularly intersted in the recurrent-cost burden that these
 
programs imply for the re;ources available to the PHC system with which
PHICS components will 
in :he main be associated. Robertson found costs

of K2.3m for the District Hospitals (including some Central Hospitals)

component of the delivery system. 
Subtracting these from the K5.3m

derived above, we arrive 
ita national total cost for EPI, ORT and

malaria services of about K3.Om at the rural facilities (health centers,
 

* "Central Costs" also ncluded UNICEF supplied drugs and vaccines.
 

dispensaries) level. 
 It will be recalled that the recurrent funding

available for these rural (non-hospital) facilities is buried in
Estimates Acct. 004 and hence is 
not readily available. However, we
suggested foregoing that s;uch funding might represent about 12% of the

total MOH recurrent budget. On this basis, there would have been
available in 1984/85 about K3.4m, of which the above calculated national
 
costs for EPI, ORT and malaria control at the rural-facilities level
would have represented almost 90%. 
 There may, of course, be additional
donor contributions to this program not taken account of by my adjustment

of the Robertson findings. 
 But, in any case, the (rebuttable)

implication of this exercise is that the delivery system for EPI, ORT and

malaria control may be rather "rich" in 
terms of its resource-allocation
 
implications for the MOH's rather lean operating budgets in recent years.
 

Apart from the matter of costs, there appear to have been few
findings on the performance of these programs in 
terms of health-impact

output (reductions in mortality and morbidity) (see 12, p.9).
 

We should perhaps remark in passing at tnis point that there is
general agreement in the health-services community that expenditures for
immunization programs are costworthy in 
terms of the rates of reduction

in the risk of mortality and morbidity they deliver. Although, at the
 same time, there is rather less agreement on what is, for purposes of C-B
analysis of these programs, the most appropriate way to go about putting
something akin to an "economic' value on these benefits (see 13 for some
 
discussion of these matters).
 

We have been considering some aspects of the underlying health 
programs -- the community-based and facility-based programs to carry PHICservices -- which are the delivery systems providing care which the PHICS
 component are supposed to complement. It appears that there have been
few findings from evaluations of these programs, whether focused EPI, ORT
and malaria suppression or more general purpose PHC, on the performance
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and costs of these programs. And even in if such findings were
 
available, estimating what the marginal improvements in the performance
 

of these underlying programs would be in consequence of the complementary
 
PHICS inputs would not be feasible. 

The design of Project PHICS, and its relationship to ongoing
 
health-sector events in Malawi are such that there is not much scope for
 

useful economic analysis ex ante project implementation, beyond that
 
presented in the previous section (ser "Comparing the Costs and Benefits
 
of PHICS: Initail Overview") and that directed to sustainabi'ity issues.
 

There will be, however, good prospects for learning much from Project 
PHICS of importance to the development of health services in Malawi if 
the implementation of the project is accompanied by planned base-line and 
follow-up evaluation of the performance of the health programs PHICS 
seeks to complement. PHICS should be implemented in a flexible mode such 
any design changes which might be informed by such evaluation can be
 
accommodated during the LOP. We may now turn to these aspects of the
 
matter. We will emphasize that for Project PHICS, the
 
research/monitoring activities must be regarded as an integral part of
 
project implementation (i.e., rather than being regarded as a kind of
 
optional add-on).
 

The Water-Led Package of Health Interventions
 

There seems to be general agreement that while clean water may be a
 
necessary condition for good health, it is not also a sufficient
 
condition -- i.e., just providing clean water cannot be expected by
 
itself to do much to improve health status. To contribute to improved
 
health status, the provision of clean water should be accompanied by
 

appropriate sanitation activities (such as the provision of pit 
latrines), by health education of the community to improve health 
knowledge and health-related behavior, by improved nutrition, in short, 
by a package of health interventions. Along with water, Project PHICS
 
will field just such a package of health interventions. Indeed, a
 

central theme which has informed the design of Project PHICS is that the
 

provision of clean water can serve as a lead intervention which, because
 

of its inherent appeal, will help to mobilize community participation and
 

organization which in turn,will facilitate implementation of an
 
accompanying package of health interventions.
 

Prima facie, these propositions seem p'iausible, but they are not very
 
At this point,
definite and there is much to be learned in this domain. 

these propositions are best regarded as testable hypotheses, it being an 
important part of Project PHICS agenda to test them. The findings on 

this score will be imoortant for the design of health services in Malawi. 

There are many questions. For example, precisely what package of
 
interventions must accompany the water if there is to be palpable impact
 
on health status? There seems to be general agreement that latrines
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should be included in the package. But what coverage by latrines is
 
necessary to have an impact? According to Dr. J.J. Schmidt, based on his
 
experience with the successful Liwonde ADD Project, latrine coverage in
 
the typical village comes in stages with, say, 50% coverage being
 
achieved fairly readily in say the first year and half, and an
 
additional, say, 25% in the next year and a half, it becoming
 
progressively more difficult to press beyond that. At what point does
 
the coverage become general enough to have a significant impact? (Dr.
 
Schmidt expressed the view, an informed judgment, I took it, rather than
 
based on research, that something like a 90% utilization (of latrines)
 
rate must be achieved to have a significant impact).
 

Experience in Malawi has shown that communities find the prospect of
 
clean water attractive and will organize on a voluntary basis to help
 
with the installation and maintenance of water systems. To what extent
 
and by means of what strategies can community organization around water
 
projects be turned to good account for the implementation of a broader
 
package of health activities? Experience, e.g., with Project PHICS, will
 
be necessary to get an answer to this qtestion. 

Additional important questions related to the performance of the
 
water-cum-package strategy will no doubt come to mind.
 

The HSA and Community Participation
 

The general approach of community-based PHC services featuring 
organization modes such as Community Health Committees has been a part of
 
Malawi health planning for some years. The general idea seems 
established but program details may still be in an evolutionary stage.
 
More particularly, a relatively recently proposed health worker, the HSA,
 
has been assigned a central role in working with the communities. Just
 
what, precisely, should be the job description for the HSA? Such a 
description, in general terms, has been provided in the National Health 
Plan, but it is generally acknowledged that this description may be
 
overly ambitious. It will be necessary to learn on the basis of
 
experience just what "version" of the HSA will prove best for working
 
with the communities and, more generally, to determine the prospects, in
 
practice, for effective community-based PHC services. 

Research and Monitoring as Integral Components of PHICS: Informing
 
C-B/C-E Analysis 

Additional questions relating to the design and performance of the
 
health-services systems which PHICS components will be seeking to
 
complement will come to mind. The general point should be clear
 
however. PHICS will afford an excellent opportunity to assemble data and
 
findings which are apt to be of great importance for the development of
 
the health-services system in Malawi. And these findings will be central
 
to inform C-B and C-E analysis of the health-services system.
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For these benefits (among the more important to be delivered by
Project PHICS) to be realized, appropriate research and monitoring must
accompany the implementation of PHICS and be regarded as an integral
component of PHICS. 
This is obviously not the place to undertake design
of research protocols. Generally speaking, what will be required is
population-based, base-line survey findings on various health-related
process" variables such as KAP and, to the extent feasible, on health
status. 
Both program and control samples should be identified. And
provision should be made for follow-up survey work to measure the impact
of the health-services systems which the Project PHICS components will be
assisting. This information, along with cost information will be
necessary to inform meaningful C-B and C-E analysis of these programs.
 

As a relevant general point, it should be stressed that, as the
literature in this domain bears witness, it will 
be rarely that
meaningful C-B and C-E analysis of the performance of health programs can
be accomplished by what has become the conventional approach 
-- an
itinerant, short-term investigator trying to rush through such a study.
If policy makers feel that C-B and C-E data 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 is usually given to the task.
Indeed, making these finding should be a regular, ongoing observation
program accompanying project implementation. 
 This is what is being
suggested for Project PHICS, and if Project PHICS incorporates this
feature, it will 
thereby have made an important contribution to project

design.
 

Research on Health and Economic Development
 

The admonitions set out in the previous paragraph are especially
pertinent where C-B analysis is intended to measure the possible
relationship between health (programs) and economic development. 
As
pointed out, above, conventional human-capital-type C-B analysis will
capture this relationship. not

Given the importance that the GOM attaches to
health as an important development sector, Project PHICS might be
warranted in giving some attention to research in this domain, at least
to the extent of giving serious attention to the possibility. Again,
this is not the place to try to spell 
out a research protocol (some
general suggestions along this line will 
be found in 11, 
p. 815 et seq.)
 

Sustainability I: The Programs Assisted by PHICS
 

Some of the Project PHICS inputs to the health programs being
assisted by the project are of a kind that logically would continue to be
used by these programs in the post-project years. 
 In this way, PHICS may
imply some increase in the recurrent-cost burden to be borne by the MOH
(or some other source) in the post-project years when PHICS funding will
no longer be picking up these expenses.
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recurrent costs to
 
Table X (following page) exhibits 

the increases in 

the table reflects the
 

be assumed by the MOH owing to Project 
PHICS. 


plan to phase MOH assumption of 
these costs, 25% in the 5the project
 

year, 50% in the 6the project year, 
75% in the final project year, and
 

Row A of the table
 
100% in the first post-project year 

and thereafter. 


shows the percent the incremental 
recurrent costs owing to Project 

PHICS
 
From
 

will be of the (projected) MOH recurrent 
budget in these years. 


this point of view, the burden 
implied by PHICS for the MOH recurrent
 

-- the incremental recurrent costs 
increase from 0.4% of
 

budget is minor in the first
 
the budget in the 5th project 

year to 1.3% when , 


post-project year, 100% of costs 
are assumed.
 

Row B of the table looks at another 
dimension of this burden, the
 

percent that the incremental recurrent 
costs owing to PHICS will be of
 

This percentage
 
increments to the MOH recurrent 

budget over these years. 


rises from 6.4% in the 5th project 
year to 20.0% in the first
 

Looked at from this point of view, 
the burden still
 

post-project year. 
For example, as the MOH total recurrent 

budget
 
does not appear ominous. 


increases by K4.5 million in moving from the last project year 
to the
 

first post-project year, the incremental 
costs owing to PHICS will claim
 

only about 15.7% of that total.
 

a sustainability
 
In summary, Project PHIC does not 

seem to entail 


so far as this depends upon apparent 
availability
 

problem for the MOH in 


of budget resources.
 

The water component of PHICS will 
have some recurrent-cost
 

According to
 
implications for the Ministry of 

Works and Supplies (MOWS). 


Recurrent expenditure by the Water
 
Development Policies (1,p. 90): increase slightly
 
Department, some mr.67 million 

in 1986, is expected to 
-- i.e., is
 

faster than the rate of inflation 
over the next decade 


terms (1986 prices) over the next
 
expected to stay about the same 

in real 
terms per capita.
 

decade, which implies a substantial 
decline in real 


According to Estimates (5,p. 159), 
for MOWS Program 010, Water Resources
 

Department, theT9BS7B9 Estimate 
is about K2.4 million, which would 

imply
 

terms. * some regression in real 


ment 
Query whether the "Water Department" 

alluded to by Develo roramW
* 
Policies is fully represented in the budget by Estimate

s 

Department"?1TTT-"31ter Resources 

The PHICS MOWS service-delivery 
component implies only a modest
 

increase in the direct recurrent-cost 
burden for the Water Department.
 

For example, in the first project 
year, when the phased assumption 

of
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TABLE X
 

INCREASES IN RECURRENT COSTS ASSUMED BY MOH (K)
 

Project Year / Calendar Year 
PHICS Project Component 


5/1992/93 6/1993/94 7/1994/95 8/1995/96 

46,500 96,000 148,500 192,000
 
IEC 


123,240 164,320
41,080 82,160
Water/HESP (986/6) 


Research, Eval, Plan, 
542,975
21'1500 407,250


Services *135,750 


678,990 899,295
223,330 449,660 


Row A % Incremental 1.3%
0.8% 1.1%
0.4%
Recurrent Cost of 

MOH recurrent
 
Budget
 
Incremental
 K4.5m
K4.Om
K3.5m K4.Om
Recurrent Budget 


Row B % Incremental
 
Recurrent Cost of
 
MOH Incremental 

6.4% 11.3% 17.0% 20.0%
 
Recurrent Budget 


Projected MOH Recurrent 67.0
(Km) 55.4 58.5 62.5 

Budget ** 

11/4 Research Unitl2,50
0
 

Epidem 53,750
 
20,000
Annual HIS 


Plan Unit 8,500
 

K's Serv. Deliv. 41,000
 

•* Development Policies (1,p. 188)
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these costs by the MOWS has reached 100%, the incremental recurrent costs
 
owing to Project PHICS will be only about 1.0% of, say, the 1986
 
recurrent budget (expenditure) of K2.67 million.
 

Water systems maintenance appears to pose the major problems for
 
sustainability in this domain (see 20, pp. 40 et seq. for discussion of
 
this problem). According to a recent report (20), maintenance costs for
 
the piped water systems are about KO.26 per person served per year, about
 
half of which have to be met with cash. Project PHICS will add such
 
water service for 245,000 new beneficiaries, which implies an addition to
 
maintenance costs of about K63,700. While this does not represent a
 
large amount of the Water Department's recurrent budget, it appears (20,
 
p.42) that only in the last few years has the Treasury approved (at a
 
very modest level of funding) a maintenance budget for the Water Dept.
 

A possible remedy for the position might be enhanced cost recovery.
 
According to Development Policies (1,p. 90), although to date rural
 
water schemes have provided free water, this will change as selected
 
consumers are charged rates to cover operating and maintenance costs.
 
Our discussions here have made it clear that any attempt to implement
 
this scheme will confront formidable difficulties. (See furthar
 
discussion in Section of this Report addressed to cost recovery). The
 
sustainability issue for rural water schemes should be given prompt and
 
serious study early in Project PHICS. 

Sustainability II: Another View
 

Sometimes (as in the previous paragraph) we think about
 
sustainability in terms of the continuing operation of health-programs 
themselves (those represented by the project) in the post-project years.
 

There is another way in which we think about sustainability. Health
 
projects generate outputs which are supposed to have a favorable impact
 
on health status (directly or indirectly). Sustainability may be taken
 
to mean simply that the project outputs continue to have a favorable
 
impact on health status in the post-project years and this may not
 
require that a given health program represented by the project be itself
 
continued in its project-institutional format.
 

This latter view of sustainability may be peculiarly appropriate for
 
a project such as PHICS, at least for most of its ou.puts. For example,
 
the information gained by the research activities which accompany
 
implementation of the PHICS components as an integral part of the project
 
will have its favorable impact on health status by informing the design
 
of Malawi's health-services sector, and this effect will continue to be
 
felt in the post-project years. As part of this, this will be true for
 
the IEC-component findings on what formats in this domain are efficient
 
in modifying KAP. Also, for example, clean water has its favorable
 
impact on health status when it is combined with appropriate package of
 
additional health interventions. But the water itself is, in any event,
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it is necessary 
a necessary condition for this favorable health impact, 

Once a clean 
to create the potential for this health-status impact. 

water supply has been instituted, itwill continue 
to have this kind of
 

on health status for as long as the supply itself is 
favorable impact 

of whether the accompanying package of 
maintained, i.e., independently

is itself sustained in programmatic terms. 
health interventions 

is apt to be a "safe" kind of 
PHICS training of health manpowerAlso, Itisintended, of course,
 

project component from this point of view. In
 
that this manpower be posted to certain identified 

health programs. 


the event, however, that these posts are 
not sanctioned and maintained in 

the post-project years, in a society in which skills of all kinds, 
premium,


including health-services skills, are in
short supply and at a 


trained health manpower isapt to lodge 
somewhere else inthe system and
 

favorable impact on health
 
continue inthe post project years to have a 


Itwill be recalled from our earlier discussion 
that the MOH
 

status. 

system isfar from coterminous with the 

whole health sector inMalawi
 

(indeed, itcontrols only about 40% of the 
funds deployed inthe
 

Thus the prospects for employment of health 
manpower extend
 

sector). 

well beyond the MOH system itself such that 

sustainability of the
 

programs comprising that system becomes 
less important from the point of
 

to better health. 
view of sustaining the contribution of health manpower 

Cost Recovery
Sustainability III: 


The National Health Plan calls for increased cost recovery
 

(appropriations-in-aid) inthe three Central Hospitals, for those beds
 

for paying patients. The policy in this 
where special provision is made 

to raise these fees (and adjust them periodically)
domain appears to be There appears
such that the MOH isno longer subsidizing these services. 


some interest inthinking about the possibilities for cost 
recovery
 

to be 

somewhat more general way, however, e.g., 

to
 
inthese facilities ina 

cast some light on hypothetical possibilities in this domain. 

Indeveloping a cost-recovery program for hospital 
services (or,
 

health services more generally) various factors 
will be taken into
 

account, e.g., the willingness of consumers 'opay for 
services, the
 

equity implications of fee schedules inthe light of household incomes.
 
workable program will depend


And, the possibilities for designing a 


importantly on how the demand for the services 
isto be financed, i.e.,
 

out-of-pocket payment by consumers or some 
form of health insurance or
 

To the extent that demand can be financed by
prepayment. 

insurance/prepay, itwill be more feasible to implement and administer
 

The discussion inthis section isintended to
 
cost-recovery schemes. 

explore some of these factors. The kinds of information that need to be
 

taken into account will be suggested (although no claims are made 
for the
 

The discussion neither makes 
accuracy of the exemplary numbers used). 

implies any policy recommendations.nor 
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Table VII (on the following page) exhibits an urban household income
 
distribution for three cities. The medium income, roughly adjusted to
 
1988, per year, isabout K2,520 in each of these cities. The upper

quarter of the income distribution (approximately), roughly adjusted to
 
1988 isK5,040 and above. What does such a household income distribution 
imply about the capacity of these households to pay for hospital services 
and about the equity implications of various fee schedules. One way to 
cast some light on these questions is to try a few exemplary
calculations. For example, suppose that each household at the median 
level of income and above were to contribute to a health-insurance fund 
an amount equal to, say, 1.0% of the median income -- that isK25.0 per 
year.
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TABLE VII
 

URBAN HOUSEHOLD INCOME DISTRIBUTION 1979
 

Zomba
Income Group Blantyre Lilongwe 

(K mo.T) % for Group Cum.% for rou Cum.% % for--Giip Cum.
 

4.9 4.9 3.2 3.2 5.7 5.7

Under 20 


20-39 	 24.3 29.2 24.0 27.2 18.2 23.9
 

49.7 21.8 49.0 27.0 50.9

40-69 	 20.5 


12.3 63.2
60.7 15.2 64.2
70-99 	 11.0 


73.8 11.6 75.8 6.0 69.2

100-139 13.1 


8.2 	 77.4
79.9 7.8 83.6
140-199 	 6.1 


7.9 	 91.5 9.9 87.3
9.4 	 89.3
200-399 

100.0
400 & over 10.8 100.1 7.7 99.2 12.7 


Urban Household Expenditure
Source: 	 Calculated from data provided by: 

Survey (14)
 

Median income (approx the same for each of these cities): K70/mo. 1979
 
Approx. K2,520/yr.
Median income adjusted to yearly rate to 1988: 


Upper quarter (approx. Blantyre and Lilongwe) K140/mo. and above 
1979
 

Approx. K5,040/yr.*
Upper quarter adjusted to yearly rate and to 1988: 


* These adjustments assume money incomes kept up with increase 
in the 

Composite Retail Price Index (7.p. 23). 

-Population 1988: For Districts ** 

Blantyre 587,893
 
Lilongwe 986,411
 

438,150
Zomba 


** Population as reported in Malawi Population and Housing Census (16)
 

for 1987
 

The significance of the insurance fund created in this way can be
 

evaluated in light of estimated utilization rates for inpatient hospital
 

According to Statistical Tables (17), in 1984 the government
services. 

hospitals delivered 2,164,772 and the PHAM hospitals 686,350 

inpatient
 

days for a total 2,851,122. Assuming a population of about 7 million in
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1984, this yields a hospitalization rate of about 400 inpatient days per
 

1,000 population, or per 222 households (assuming an average of 4.5
 
persons per household). At K25 each, 222 households would create a fund
 
of about K5,550. Neglecting costs of administering the insurance fund,
 
it could pay out about K14 for each of the 400 inpatient days that would 
be utilized by the households contributing to the fund. How would this 
per diem compare to hospital costs? According to Estimates for 1988/89, 
QECH will have an operating budget of K8,667,179 for that FY. Assume 
that 75% of this is for inpatient services. 	 With 722 beds, this yields a 
cost of about K9,000 per bed per year. Assume the average pay bed has a 
90% occupancy rate. This yields a cost per patient day of about K28, of 
which the insurance fund could defray K14 -- or, about one-half -- a 
significant rate of cost recovery. And, since the contribution to the
 
insurance fund was set at 1.0% or less of annual income for the
 
households in the upper half of the income distribution, perhaps such a
 
scheme might pass muster from an equity point of view.
 

Obviously, the calculations foregoing are on the rough-and-ready
 
side. They are intended to do no more than suggest a conceptual
 
framework for exploring cost-recovery issues in this domain and to
 
provide some general order-of-magnitude estimates. If there is
 
continuing interest in this matter, a more systematic inquiry should be
 
launched.
 

There has been discussion of cost recovery in other contexts, e.g.,
 

water. For example, in Development Policies we find (1,p. 90):
 

"The basic policy that all urban water supply schemes should be 
self-financing will remain . . . To date, all rural schemes have 
provided free water to consumers. For the piped and some of the 

borehole schemes, this will gradually change as selected 
consumers are charged at rates which will, taken together, cover 
at least operating and maintenance costs."
 

Our discussions here have made it clear that 	any attempt to implement
 
this approach will confront formidable difficulties. One problem is the 
very low levels of household income in the rural area. A recent survey 
found for a sample of rural households a total cash income 1980/81 of 

about K137 per year, which works out to about K2.4 per capita per month. 
Other problems are of a practical, administrative kind. In any event, if 

this approach is a lively prospect from a policy point of view, serious 

study of possibly workable strategies should be an early PHICS research 
activity.
 

There have also been suggestions that some cost recovery might be
 

attempted for health services provided at the peripheral level. A major
 

obstacle for this scheme is the very low levels of rural incomes. Before 
implementing any version of this strategy, some careful thought and
 
study will be in order. Afiong other things, 	it is far from clear that,
 

to secure a more adequate
even where the intention of cost recovery is 
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commitment of resources to PHC, the appropriate place to levy the fees is
 

the PHC services themselves. It may be a much better strategy to 
claims
increase cost recovery in the hospital sector, which, after all, 


the lion's share of the MOH budget, with an eye to thereby facilitate
 

diverting more public resources to PHC.
 

There are various needs in the administration and design of the MOH 

system per se, and as itmay complement the other parts of the health 

services sector in Malawi, for information that can be produced by 
As part of
research on costs and financing on health services in Malawi. 


a health-financing study, there should be inquiry into the operation and
 

performance of the PHAM system, e.g., how do unit costs in PHAM compare
 

with those in the MOH system, what has been the PHAM experience with fee
 

schedules and collection rates, and other matters.
 

And, pursuant to all of the cost-recovery schemes that are being
 
to have the in'ormation that could be
suggested it would be useful 


produced by an updated household expenditure survey in both rural and 
urban areas. 
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INITIAL ENVIRONMENTAL EXAMINATION
 

OR
 

CATEGORICAL EXCLUSION
 

Project Country: 	 Malawi
 

Project Title: 	 Promoting Health Interventions for Child (PHICS)
 
(612-0231)
 

Funding 	 $15,813,000
 

Mexon E. Nyirongo, Health Development Specialist,
IEE Prepared by: 

USAID/Malawi
 

Environmental Action Recommended:
 
Posi ti ve Determi nati on 

Negative Determination 	 X 

A. Categorical Exclusion:
 

The institutional development component of PHICS includes
 

strengthening the MOH and MOWS through IEC, research, monitoring,
 
It is inthe nature of these activities that
planning and evaluation. 


they do not impact the environment, and therefore, meet the criteria for
 

a categorical exclusive in accordance with section 216.2 (c)(2)().
 

These activities involve technical assistance and training directed at
 

strengthening institutional capability required in implementing the child
 

survival health care. 

B. Negative Determination: 

The rural water supply component is a follow-on activity to AID assisted
 

Rural Water Project No. 612-0219 and will include essentially the same
 
The final evaluation (WASH Field Report No.
construction activities. 


186) of the previous project confirmed a negative determination in the
 
Since PHICS water activities are
IEE of the 1980 Project Paper. 


identical to the preceeding project, a negative determination is
 

recommended. For justification see the atchn. 

Approved: 	 I2/4 nf r 
00eau Evrora e 
R/TR/PRO 

Disapproved:
 

Date:
 

Clearance: GC/AFR 



IEE: attachment
 

Initial Environmental Examination (IEE) 

The initial environmental examination is a review of the potential 

positive and negative environmental impacts of the PHICS project upon the
 

physical and human environment. It is expected that the new project will
 

same general environmental impacts as those arising within the 
have the 

rural piped water project (No. 612-027). In 1980, 
current USAID-support 
the IEE for this first project anticipated no significant 

adverse
 
activities or its 

environmental impacts to result from the piped water 

HESP component. The final evaluation ot the project (WASH Field Report 

186) confirmed the negative determination in the IEE of the 1980 
No. 

Since the same general type of water and sanitationProject Paper. 

occur in the PHICS Project, no changes in environmental 

activities will 

outcomes are expected.
 

For the PHICS Project, no significant environmental 
impacts are
 

anticipated inthe areas that are relevant to rural piped water 
In
 

projects: construction, water abstraction, and community facilities. 


construction, little heavy equipment is used and, therefore, land-use
 
provide vehicle access. Pipeline


practices are rarely altered to 

intakes are usually located in protected forested catchments that are
 

Pipeline construction on steep hills is done in
 
accessible only by foot. 


way as to minimize erosion and prevent endangerment 
of the line.
 

such a 

In flatter areas, pipe trenches do cross cultivated fields, but the area 

meter in width, and the 
of activity usually isonly slightly over a 


regraded annually by the local community and planted
filled trenches are 
with drought-resistant paspalum grass.
 

Inwater abstraction, the quantity of water withdrawn 
from mountain
 

streams by pipeline intakes has not had any noticeable 
impact on
 

In
 
streamflow ineither the lower reaches or the surrounding 

watershed. 


few schemes, the intakes take in the entire streamflow during the dry
 
a 

seaion (Champhira North), but such surrounding 

intakes are usually sited
 

the largest approved USAID scheme (Zomba
far from populated areas. 

at full design flow, will abstract only 25 

West), when completed and 
while the bulk of project schemes will

(22,000 gal/hr),litres per second 
(9,000 gal/hr). In most of the 

average less than 10 litres per second 
Mwanza Valley, multiple intakes are used to take 

larger schemes, such as 
In Mwanza
 

advantage of both wet season and dry season streamflows. 


Valley, moreover, the streamflow eventually 
disappears into the ground at
 

some distance below the intdke.
 



0
 

Finally, water use impacts in the prJect communities are, 
if
 

anything, favorable toward the environment. All taps and washing slabs 

are designed to have properly constructed soakaways for 
drainage waters.
 

border of flowers and small
 Inmost cases, soakaways are ringed with a 


decorative plants intended to beautify the soakaway 
and its drainage
 

Similarly, the greater availability of water in the communities
 
channel. 

has encouraged the construction of sturdy, well-built 

latrines, whose
 

overall effect on village sanitation isusually superior to that of the
 

former methods of excreta disposal. Figure X is a project impact matrix
 

of potential environmental impacts of both the water and sanitation
 
In summary, a negative determination is 

components of the new project. 
given to the IEE of the proposed project. 
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ANNEX C
 

MONITORING AND EVALUATION CHECKLIST
 

The following is a suggested summary of key program aspects
 
recommended for monitoring and evaluation. 

A. Information, Education and Communication
 

1. 	Increase in number of established posts within the HEU.
 

2. 	Increase in staff size of the HEU.
 

3. 	Increase in the number of staff sent for training.
 

4. 	 Increase in the number of regional and district health education 
workers. 

5. 	Increase in the amount of MOH financial/logistical support for
 
the HEU.
 

6. 	 HEU elevated to higher status within MOH organizational 
structure.
 

7. 	Increase in the number and quality of educational materials
 
produced by the HEU.
 

8. 	Increase in the number and quality of mass media health
 
presentations, such as radio programs, films, magazines and
 
newspapers.
 

Increase in the size of audience reached by HEU educational
9. 

activities. 

10. Increase in demand for health services attributable to HEU 
educdtional activities.
 

11. 	 Increase in the amount of testing and formative research done
 
and reported upon by the HEU.
 

12. 	 Increase in radio listenership, conduct of health KAP study
 
completed, results disseminated.
 

13. 	 Increase in the levels of knowledge about specific health
 
practices and services attributable to HEU educational
 
activi ties. 

14. 	 Change in attitudes and practices in specific health areas 
attributable to HEU educational activities. 
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as evidenced by
15. 	Increase in public discussion of health matters 

such indicators as content of public speeches, news articles,
 

letters to newspapers and reports from health workers.
 

B. Research, Monitoring, Evaluation, Planning
 

Research Unit
 

Increase in established posts inResearch Unit, Epidemiology
1. 	

Section, HIS Section and Planning Unit.
 

Increase in number of members on Research Review Committee.
 2. 


3. 	Increase in number of MOH staff at central, regional and
 

district level who are exposed to research methodology 
and
 

capable of designing research proposals. 

4. 	Increase in number of support personnel in Research Unit.
 

Four 	mandated studies are designed and launched.
5. 


6. 	At least five research studies on priority, 
child survival
 

interventions (malaria, diarrheal diseases/ORT, 
immunizations,
 

child spacing, nutrition) will be designed, data collected and
 

analysed and results disseminated.
 

At least three workshops/seminars per year to discuss 
research
 

7. 

findings.
 

At least five monographs on research findings produced 
and
 

8. 

distributed each year.
 

9. 	A bulletin which disseminates findings of health 
research
 

projects, epidemiologic information and HIS data 
will be
 

initiated and published on a regular basis. 

major

10. 	A research institution will be contracted 

to conduct a 


service delivery monitoring activity and strengthened with TA, 

off-shore training and equipment.
 

Epidemiology Section 

for graduate training in epidemiology.
1. 	 Two Malawians sent abroad 

and senior
2. 	 Fourteen clinical officers/public health nurses 

health inspectors undergo 9-month epidemiology 
course each year.
 

3. 	Approximately 60 field-level health officers 
undergo 1 month 

epidemiology course (starting inyear two of the 
project). 

II 
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districts undergo epidemiological4. 	 The health staffs of all 24 
orientation (by end of third year).
 

5. Three regional surveillance officers will be appointed.
 

III HIS Section
 

Computer system of HIS Section (and possibly the MOH) will be
1. 

effectively functioning.
 

Two senior HIS staff will receive overseas training on data
2. 

analysis and interpretation.
 

Regional and district staff will receive in-service training on
 3. 	
the collection, analysis and interpretation of data.
 

4. 	Six additional data clerks will be added to the three main
 

hospitals.
 

Three main hospitals and three regions will receive computers,
5. 

and staffs will be trained to use them.
 

Computer in HIS Section will be properly serviced and maintained.
6. 


IV Planning Unit 

One member of Planning Unit will undergo PhD training overseas;
1. 

another will do a Masters course.
 

The PIU will be strengthened with two additional officers 
(a


2. 

Project Officer and an Administrative Officer).
 

Four members of the PIU will undergo orientation to USAID
3. 

contracting and accounting procedures.
 

4. 	Coordination mechanism between PIU, technical Project Officer
 

and MOWS/Rural Water Section is established and functions
 

effectively.
 

The MOH's financial management system reviewed and streamlined
5. 

and monitored quarterly.
 

C. Water and Sanitation
 

1. 	Program Operations: Inputs
 
a. 	USAID Inputs
 

1 Construction Program
 
2 Maintenance Program
 
3 Information Resources Program
 
4 HESP Program
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b 	 GOM Inputs

1 MOWS
 
2 	 MOH
 

c 	 Community Inputs 
d 	 Other Inputs
 

2. 	Program Operation: Institutional Development
 

a Pronram Development Activities of the MOWS
 
1 Water Systems Planning 
2 Water Systems Design 
3 Water Systems Procurement 
4 Water Systems Construction 
5 Promotion of Water Project Committees 

b 	 Program Development Activities: MOH
 
1 Hygiene Education
 
2 	 Pit Latrines 
3 Washing Slabs 
4 Promotion of Village Health Committees 

c Water Systems Maintenance 
1 Routine Operations and Maintenance 
2 	 Major Maintenance 
3 Financing of Maintenance Costs
 

d Staffing

1 	 MOWS 
2 	 MOH
 

e 	 Training
 
1 In-Service Training: MOWS
 
2 Off-Shore Training: MOWS
 
3 In-Service Training: MOH
 
4 Off-Shore Training: MOH
 

f 	 Water Quality Monitoring 
1 Organization of Monitoring Operations 
2 Monitoring Coverage 

g 	 Community Support 
1 Status of Committees 
2 Institutional Linkages of Committees 

h Information Systems 
1 	 MOWS 
2 	 MOH
 

i 	 Monitoring Activities 
1 	 MOWS 
2 	 MOH
 

j 	 Research and Special Studies 
1 Engineering and Technical Studies 
2 Social and Health Studies 

k 	 Interministerial Coordination 
1 Program Coordinating Committee 
2 Project-level Coordination 
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3. 	Program Operation: Status of Schemes
 
a 	 Construction Status
 

1 Water Systems
 
2 Pit Latrines
 
3 Washing Slabs
 

b 	 Operational Status
 
1 Water Quantity
 
2 Water Quality
 
3 	 System Reliability 
4 System Accessibility
 
5 System Sanitation
 

4. 	Program Utilization
 
a Household Water Use
 

1 Sources and Uses of Household Water
 
2 Water Consumption
 

b Household Sanitation Practices
 
1 Water-Related Uses
 
2 Latrine Usage
 

c Community Support Practices
 
1 Enforcement of Water Use and Sanitation Practices
 

2 Community Input During Construction
 
3 Community Input for Maintenance
 

5. 	Program Impacts
 
a 	 Health Impacts
 

I Diarrheal Disease
 
2 Effects on Other Diseases
 

b 	 Economic Impacts
 
1 Time Savings
 
2 Other Productive Outputs
 

c 	 Social Impacts
 
1 Experience in Project Development 
2 Effect of Cooperative Activities 
3 Involvement of Women 

d 	 Environmental Impacts 
1 	 Effects of Changes in Water and Land Use 
2 	 Wastewater Disposal
 

D. Service Delivery
 

Water Supply (MOWS)
 

1. 	245,000 rural inhabitants supplied with low-cost, safe, piped
 

water.
 

Fourteen new water schemes acquire sustainable piped water
2. 

supply.
 

3. 	 The RWS strengthened with the addition of 3 additional engineers 
and at least 10 monitoring assistants.(possibly PCVs) 

I 
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4. 	Routine water quality monitoring established in all piped water
 
schemes.
 

5. 	Temporary water quality standards established for rural water
 
schemes.
 

6. 	 Overall improvement in environment health ,;onditions in project 
areas. 

7. 	 Increase in disposable time for rural women in project areas. 

8. 	 Increased community involvement in other child survival/CH 
interventions inwater sites. 

II HESP (MOH)
 

1. 	1,500,000 villagers reached with HESP services.
 

2. 	HESP activities firmly established in all 55 existing water
 
projects and 14 new water projects.
 

3. 	8,000 washing slabs constructed at existing water taps.
 

4. 	 62,500 sanitary latrines constructed serving 375,000 people. 

5. 	 Additional personnel in the form of 10 supervisors, 50 HAs, and 

250 HSAs will be fielded. 

III Family Health (MOH)
 

1. 	300 female HSAs will be introduced in the existing and new water
 

project sites. 

2. 	An additional 30 ENMs will be recruited to supervise the female
 
HSAs.
 

3. 	Approximately 3,750 villages will be oriented, mobilized and
 

organized in support of water, sanitation and health activities.
 

4. 	Female volunteer(s) will be selected in each of the existing and
 

new water project villages to educate and provide simple child
 
survival/MCH services. 

5. 50,000 infants will receive basic immunizations each year once 
project areas are fully covered.
 

300,000 mothers will be educated on improved MCH/child survival
6. 

reaching practices. 
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7. 	75% of diarrhea cases will be treated by ORT at the village
 

level in the water project area.
 

8. 	75% of the malaria cases in the project area will be treated
 

presumptively at the village level.
 

9. 	80% of pregnant women in the project area will receive at least
 

2 ante-natal examinations and receive 2 doses of tetanus toxoid.
 

The use of modern methods of contraceptive will 
be increased at
 

10. 	
so that 10% of the eligible couples (atotal
 the community level 


of 30,000 couples) will be contracepting by the end of the
 

project.
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ANNEX D
 

MEMORANDUM PROJECT OBJECTIVES
 

MEMORANDUM OF CONVERSATION
 

FROM: Doris Martin 

Subject: Design of PHICS Project Paper (612-0234) 

The purpose of this memorandum is to record discussions held June 1,
 
1988 between the GOM's Ministry of Health (MOH) and USAID/Lilongwe's
 
design team for the subject project.
 

Two meetings were held. The first included Dr. Steve Chizimbe (MOH),
 
Gary Newton (USAID/Lilongwe), and Doris Martin (USAID/Lilongwe
 
consultant). Inthe second meeting, these individuals were joined by Dr.
 
Alice Msachi (MOH), Dr. Teasdale (MOH), and the members of the A.I.D.
 
project design team. The following highlights the major points covered
 
in both meetings.
 

1. Logistical support, e.g., housing, for the resident advisors required
 
during the implementation of PHICS will be provided through the HRID
 
project.
 

2. The MOH attaches priority to strenghtening its Health Education Unit
 
(HEU). To accomplish this, the Ministry strongly recommends taking the
 
following actions under the subject project: (a)that at least four
 
regional health educators receive training at the master's degree
 
level--one for the central office in Lilongwe and one for each of the
 
three regional offices--to build management capability; (b)that at least
 
one district level health educator from each district receive training at
 
the diploma and certificate levels to improve program execution; (c)that
 
the materials production department in the HEU be strengthened so that
 
the MOH has an independent capability to develop, produce and disseminate
 
health information materials; and (d)that priority be given to exploring
 
how drama clubs and mobile vans can be used to communicate health
 
messages. Also, the unit needs funds to maintain its computers.
 

3. The MOH emphasized the need to continue activities began under the
 
CCCD project. CCCD yielded outputs that need to be utilized by PHICS,
 
e.g., educational materials were developed under CCCD/HEALTHCOM that now
 
should be tested and disseminated at the community level. Itwas noted
 
that the MOH is particularly weak in epidemological and related
 
management skills and recommended the following actions: (a)that a
 
long-term expatriate epidemologist be funded during the implementation of
 
PHICS to conduct and implement research; (b)that a short-term
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epidemologist be provided to instruct the staff inbasic epidemological
 
principles and methodologies; (c)that members of the MOH staff receive
 
academic training in epidemology, i.e., one to two individuals trained at
 

the Ph.D. level, three to four individuals trained at the master's level,
 
and short-term training in basic epidemology theory for regional and
 
district staff to strengthen diagnostic capability at the community
 
level. The long-term advisor would be replaced by one of the Ph.D.
 

Two individuals are being trained in epidemology at thetrainees. 
medical program in
certificate level inKenya and one is training ina 


the U.K.. 

4. The MOH emphasized that research under the project should be
 
As such, the precise topics for research should be
problem-oriented. 


identified during project implementation, although the general areas and
 
However,
selection criteria should be developed during project design. 


it is safe to conclude presently that research in certain glaring areas, 
e.g., cost-effectiveness and financing of health care systems is
 
warranted. Input from the district level is needed to carry out
 

effective research and a mechanism for identifying, promoting and 
utilizing research should be included in the project. 

5. With regard to delivery of health services, the MOH identified an
 

inadequate information base and lack of manpower as major constraints.
 
Where it is widely beleived that the high infant mortality rate is 
basically a problem of nutrition, the significance of other carises and 
how they can best be addressed by the MOH is unknown. 

The health delivery system can be strengthened by training extension
 

workers (HSAs, Ministry of Community Services, etc.) inproblem and high
 

emphasis areas, identifying ways to increase the number of HSAs, and
 

conducting nutrition studies to produce information for health
 

education. UNICEF provides money primarily for ORS supplies and from 
time to time for some training when funds are available; but assistance 
is needed in training, review of the sentinel sites, and revision and 
expansion of the survelliance system.
 

desire to expand the water project to the entire
6. The MOH expressed a 

country. The health education aspect of this project needs to be
 

strenghtened.
 

7. Itwas agreed that the design of PHICS would look carefully at how
 
Ifnecessary, PHICS should
the project will be managed within the MOH. 


consider making provisions to ensure proper management of the project.
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8. Each of the A.I.D. consultants was assigned a counterpart in the MOH
 

to work with on the design of the project. Itwas agreed that a meeting
 

involving A.I.D. and the MOH will be convened at 10:00 a.m. on June 9 to
 

review detailed outlines of the project components. A review of the
 

draft project paper will be scheduled for the following week.
 

CC:
 
Steve Chizimbe, MOH
 
Charles Gurney, USAID/Lilongwe
 
Gary Norton, USAID/Lilongwe
 
Mexon Nyirongo, USAID/Lilongwe
 
David Pyle
 
William Mackie
 
Dennis Warner
 
Carl Stevens
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USED IN Tit POLICY DIALOGUE PROCESS TO IDENTIFY WAYS IN 
MICH TIE GOM REDUCE RECOVER OFMIGHT AND TIECOSTS 
VEALTH CARE. 

1. MONITORING ANDEVALUATION. TIE PID SUGGESTSTHATAN 
EFFORT WILL E MADE TN[ ANDTO MEASURE HEALTIMPACT 
PROGRESS OF THEPROJECT INTERVENTIONS. TIE [CPR ROTED 
TH[ DIFFICULTIES ANDCOSTS OF ASSESSING THE HEALTH 
IMPACT OF WATER ANDSANITATION AND IECPROJECTS AND TN 
DIFFICULTY OF ATTRIBUTING CHANSES IN NEALTHSTATUS TO A 
PARTICULAR INTERVENTION OR 00. T[ [CPR RECOMMOED 
THAT THEPROJECT MONITOIING AND[VALUATION SYSTEM 

MEASURE CHANGESIN HEALTN SEHAVIOR ANDOTHER VARIABLES 
THAT CAN RE LINKED TO TE 'HOJECT ACTIVITIES. TN[ 
SYSTEM SHOULD ALSO REASURECNAGIS It NEALTH STATUS IN 
SELECTED PROJECT AREASBUT NEED NOTATTEMPTTO SNOW 
CAUSALRELATIONSHIPS IlT[IR OUTCOMESPROJECT AN NEIALTi 
IMPACT. FSTNEIRNM, IN LIGHT Or TIE INTERRELATED 
NATUREOF THEDON-fUNDED CS EFFORT IN MALAWI,THEECPR 
RECORINCTO THAT TI PROJECT'S RONITORIHE AND EVALUATION 
PLANIt DEVELOPED IN COLLABORATION AETWITHOTHER 
ONS. THE ECPR ALSO RIEUSTID THATTVE PP DESCRIIE 

NOWTHEPROJECT'S MOINITOING ANDEVALUATION PLAN WILL 
RELATE TOTHEM"S EXISTING HEALTHINFORMATION SYSTEM 
NIS). 

THE MISSIO1 It RHEINDED TPAT,MALAVIKEING A CS EMPHASIS 
IT I 

TOWARDTHETARGETS LISTED IN THE I:SSIO S INS? CS 

COUNTRY, WILL REQUIRIC TORONITOR GOMPROGRESS 

STRATEGY OCU.0MNDO SUPERSEDING O0UMCNT, I.E., 
IMMUNIZATIONS AND OPT AS WELLAS OTHER TIER II 
INDICATORS. 


I. PROJECT MANAGE NT. TNECONCERN WAS RAISEU AS TO NOW 
THIS PROJECT WILLEASETIHMANAG[MENT IURDIN ON TN 

Al221 STATE 51812 1113 35145 A123216 
ISSION. THEMISSIN MOLI SEENTO 10CC TIE NUIIER 

SPAATE TECHNICAL UNITS1 IASSISTANCE MANAED. 
£53, TIE MISSION AMD STRUCTUNTHETECNICAL 
fSISTACEA PR CT IMPLEIITATION IMPINiGEMETS 10 AS 
Ifi 9h INTER i021 COUNTRYPNTICIPATIO INAND 
INTITITIIALIZATI U TIE PROJECT ACTIVITIES. TIE 
19m gmsOnREIIW A RND 19CESSUY POINTS I 
AAIh TWE A.I.IA AI THEU CONCERNING TIE 
IVia I A SPARlATE AOT 9 PROJECT ACCOUNT 
EKIE1TS FIR TIESUMISSIN ANUAL FINANCIAL MW 

CTIVITT KoUs. 

. ECONOMIC THE[E RECOMMDED THATIP[AIALYSIS. 
ONIC MAYSIS INCLUDE, IF FEASIBLE. A 
I-FFECTIVNSS ANALYSIS O I9C ACTIVITIES. 

L 116 M PRCEUAL CONCERNS. 

W RUT CIU1RT2 CONTRIBUTION. IT 55 NOTEDTHATTH[ 
KI OPT CONTRIUTION IN TIE PIO IS JUST SLINTLY 
LESS TOM TIE 21 PERCENT IF THESTATUTORY REJIRMKNT. 
FINAL CWIUEPART BUDGETIN TH[ ALSOFALLS SNOT, THE 
ISION MOULD SSHI7 A SECTION III WAIVER FOR APPROVAL 

B TH U/EI PRIOR TOPROJECT AUTHORILATION. SEE I 2, 
3II Si FORCONTENTS O WAIVER. 

III 1111 CERTIFICATION. TREMISSION DIRECTOR'S 61111 
IETIFICATIO AS TO THE OM'S ARILITY EFFECTIVELY TO 
MINTAINR UTILIZE THE COITAL ASSISTANCE PORTION U 
1llS PRJCT SROULDK PROVIDED TOU/AFI FOR I1 TO 
TANI INTO CONSIDERATION PRIOR TO PP AUTHORIZATION. TIE 
URTIFICATION, INCLUDING IRE FACTS On WNICI TREMISSION 

IIECTOR'S JIMGIENT IS BAIE, 9E ACCOMPANIED MOULD BYA 
1IEV KSCNIPTION OF TH PROJECT. SE HO 3, APPENDIX IL 
1 FI ETAILS. 

61 INITIAL ERVIROSMRY. EXURINATION (1EE). PROJECTS 
IMILVING TIE CONSTRUCTION MW MAINTENANCE OF PIPED 

ITEl PSTMT TO INCREASETN UTILIZATION O POTABLE 
STIR FALL IN T[ CATEGORY NORMALLY AOF ACTIONS HAVING 
SIONIIFICT EFFECT ON T 0EG. SECTIONENVIRONMENT 1, 
11.2 91I 111. THEBUREAUEHVIROM NT6L OFFICER FM 
IE CUM T IIE iSf. PP. 14, 22, ANDANNEX E) 
IKWICIENT TOSUPIPCT A NEGATIVE DETERMINATION. THE 
II I S FRE REQUESTED TO RESUBMIT Ti[ IE, IV 

CAR. VITI AN EXPANDED FOR A NEGATIVIJUSTIFICATION 
KTEIMUTIN FOR TH PROJECT'S WATERMW SANITATION 
CRIM ET. JUSTIFICATICI SNOUL INCLUDE MENTION Or 
EVINENTAL CKOSINIATIKS I TH SITE SELECTION 
MWI O E99EINUVISE TIE NT WATER PROJECT 
sit-m . 

K NI81I0 5111I. If THEMISSION INTENDS TO 1UY-IN 
TI A MITAL CONTRACT T ONCOOPERATIVE 
AIREEENTI FN SERVICES FOR THE PROJECT, ITTECHNICAL 

~ BTIN WRITTEN FROM SAT DURINGPPVERIFICATION 
ULU MRT n? gJy-In ARE CONSISTENTHTA tH[ ACTIVITIES 

Vii I[ E JECTIVES OF THECENYIAL CONTRACT, THAT 
WFICIHT CtILIH6 EXISTS AOD WILL IE RESERVED FR THIS 
PROECT TIE CONTRACT, ANDTHATTH[ PERIOD OF THE 
CENTRAL Of TKECONTRACT COVERS THEIE[UIREFfNTS 
P [ICT. OTHnVISE, TIE PP IMPLEIENTATI.If 1LANSHOULD 
PROVIE FORALTERNATIVE CONTACTIIG ARIANG(MINTS. 

i UGT ALLOCATIONS. PRSEHTIATION OF TN( IUDGfE HN 
THE PP SIOULD INCLUDE A IIIADOUR O PROJECT FJNDS 

ATTRIBUTULE TOTH[ FOLLOWING FOURBUDGET CATEGORIES: 
COL$LSURVIVAL. HEALTH, AIS, ANDFAMILY PLANHING THE 
IKIDOSN IS NEDED I 0R/P FORREPORTING TO CONGRES;. UITEHEAD 

UNCLASSIFIED
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STATUTORY CHECKLISTS
 



5C(l) 	- COUNTRY CHECKLIST
 

Listed below are statutory criteria applicable
 

(A) FAA funds generally; (B) (1) Development
to: 

Assistance funds only; or (B) (2) the Economic
 

Support Fund only.
 

GENERAL CRITERIA FOR COUNTRY ELIGIBILITY
A. 


578(b).

1. 	 FY 1989 Appropriations Act Sec. 


Has the President certified to the.._..
 

Congress that the government of the
 

recipient country is failing to take
 

adequate measures to prevent narcotic
 

drugs or other controlled substances
 

which are cultivated, produced or
 

processed illicitly, in whole or in
 

part, 	in such country or transported
 

through such country, from being sold
 

illegally within the jurisdiction of
 

such country to United States
 

Government personnel or their
 

dependents or from entering the United No

States unlawfully? 


FAA Sec. 481(h); FY 1989 Appropriations
2. 

Act Sec. 578; 1988 Drug Act Secs.
 

4405-07. (These provisions apply to
 

assistance of any kind provided by
 

grant, sale, loan, lease, credit,
 

guaranty, or insurance, except
 

assistance from the Child Survival
 

Fund or relating to international
 
narcotics control, disaster and
 

refugee relief, narcotics education
 

and awareness, or the provision of
 
If the recipient
food or medicine). 


is a "major illicit drug producing
 

country" (defined as a country
 

producing during a fiscal year at
 

least five metric tons of opium or 500
 

metric tons of coca or marijuana) or a
 
"major drug-transit country" (defined
 

as a country that is a significant
 

direct source of illicit drugs
 

significantly affecting the United
 

States, through which such drugs are
 

transported, or through which
 

significant sums of drug-related
 
profits are laundered with the
 

knowledge or complicity of the
 

government): (a) Does the country have
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in place a bilateral narcotics
 
agreement with the United States, or a
 

multilateral narcotics agreement? and
 

(b) Has the President in the March 1
 

International Narcotics Control
 
Strategy Report (INSCR) determinedand.
 
certified to the Congress (without
 

Congressional enactment, within 45
 

days of continuous session, of a
 

resolution disapproving such a
 

certification), or has the President
 

determined and certified to the
 
Congress on any other date (with
 

enactment by Congress of a resolution
 

approving such certification), that
 

(1) during the previous year the
 

country has cooperated fully with the
 

United States or taken adequate steps
 

on its own to satisfy the goals agreed
 

to in a bilateral narcotics agreement
 

with the United States or
 
in a multilateral agreement,
 

to prevent illicit drugs produced or
 

processed in or transported through
 
such country from being transported
 
into the United States, to prevent and
 

punish drug profit laundering in the
 

country, and to prevent and punish
 

bribery and other forms of public
 

corruption which facilitate production
 

or shipment of illicit drugs or
 
discourage prosecution of such acts,
 

or that (2) the vital national
 
N/A
interests of the United States require 


the provision of such assistance?
 

3. 	 1986 Drug Act Sec. 2013; 1988 Drug Act
 

Sec. 4404. (This section applies to
 

the same categories of assistance
 
subject to the restrictions in FAA
 
Sec. 481(h), above). If recipient
 
country is a "major illicit drug
 
producing country" or "major
 
drug-transit country" (as defined for
 

the purpose of FAA Sec. 481(h), has
 

the President submitted a report to
 

Congress listing such country as one
 

(a) which, as a matter of government
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policy, encourages or facilitates the
 

production or distribution of illicit
 

drugs; (b) in which any senior
 

official of the 	government _ngages 
in,
 

encourages, or facilitates the
 

production or distribution of illegal
 

drugs; (c) in which any member of 
a
 

U.S. 	 Government agency has suffered or
 

with violence--- .. .

been threatened 
inflicted by or 	with the complicity 

of
 

any government officer; or (d) which
 

fails to provide reasonable
 

cooperation to lawful activities 
of
 

U.S. drug enforcement agents, unless
 

the President has provided the
 

required certification to Congress
 

pertaining to U.S. national interests
 

and the drug control and criminal N/A
 

prosecution efforts of that country?
 

FAA Sec. 620(c). If assistance is to
 4. 

a government, is the government
 

citizen for goods
indebted to any U.S. 

or services furnished or ordered 

where
 

(a) such citizen has exhausted
 

available legal remedies, (b) the 
debt
 

is not denied or contested by 
such
 

(c) the indebtedness
government, or 


arises under an unconditional guaranty
 No
 
or payment given by such 

government or 


controlled entity?
 

If assistance is
FAA Sec. 620(e)(1).
5. 

to a government, has it (including 

any
 

government agencies or subdivisions)
 

taken any action which has the effect
 

of nationalizing, expropriating, 
or
 

otherwise seizing ownership or 
control
 

of property of U.S. citizens or
 

entities beneficially owned by them
 

without taking steps to discharge its 
No
 

obligations toward such 
citizens or
 

entities?
 

FAA Secs. 620(a), 620(f), 620D; FY
6. 

1989 Appropriations Act Secs. 512,
 

550, 592. Is recipient country a
 
If so, has the
Communist country? 


President determined that assistance
 

to the country is vital to the
 

securLty of the United States, that
 

the recipient country is not
 

controlled by the international
 

Communist conspiracy, and that 
such
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assistance will further promote the
 

independence of the recipient country
 
Will
from international communism. 


assistance be provided either directly
 

or indirectly to Angola, Cambodia,
 

Cuba, 	Iraq, Libya, Vietnam, South 

Will assistance
Yemen, Iran or Syria? 


be provided to Afghanistan 
without a 


certification, or will assistance 
beNo
 

provided inside Afghanistan 
through 


the Soviet-controlled government of
 

Afghanistan?
 

7. 	 FAA Sec. 620(j). Has the country
 

permitted, or failed to take adequate
 

measures to prevent, damage or
 

destruction by mob action of 
U.S. 


property?
 

Has the country
8. 	 FAA Sec. 620(1). 

failed to enter into an investment 

guaranty agreement 

with OPIC?
 

FAA Sec. 620(0); Fishermen's
9. 

1967 (as amended)
Protective Act of 


Sec. 5. (a)Has the country seized, or
 

i7mposed any penalty or sanction
 

against, any U.S. fishing vessel
 

because of fishing activities in
 

international waters? (b) If so, has 


any deduction required by the 


Fishermen's Protective Act been made?
 

620(); FY 1989 Appropriations
10. 	 FAA Sec. 

(a) Has the government
Act Sec. 518. 


of the recipient country been in
 

default for more than six months on
 

interest or principal of any loan to
 

the country under the FAA? (b) Has 

morethe country been in default for 

than one year on interest or principal 
on any U.S. loan under a program for
 

which the FY 1989 Appropriations Act
 

appropriates funds? 


FAA Sec. 620(s). If contemplated
11. 

assistance is development loan or 

to
 

come from Economic Support Fund, 
has
 

the Administrator taken into account
 

the percentage of the country's budget
 

and amount of the country's foreign
 

other resources spent on
exchange or 

military equipment? (Reference may be
 

No
 
N/A
 
No
 

No
 

No 

No
 

No
 
N/A 

Yes, 	but rescheduling
 
agreement went into
 
effect April 6, 1989
 

No 
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made to the annual "Taking Into
 
"Yes, taken into
Consideration" memo: 


account by the Administrator at time
 

of approval of Agency OYB." This
 

approval by the Administrator of 
the
 

Operational Year Budget can be 
the
 

basis for an affirmative answer 
during
 

N/A
the fiscal year unless significant 

changes in circumstances occur).
 

Has the country
FAA Sec. 620(t).
12. 

severed diplomatic relations with 

the
 

If so, have relations 
No
 

United States? 

been resumed and have new bilateral
 N/A
 
assistance agreements been negotiated 


and entered into since such 
resumption?
 

What is the payment
FAA Sec. 620(u).
13. 
status of the country's U.N. accountTaken into
obligations? If the country is in 

by the Administrator 
were such arrearages taken arrears, in determining the 

into account by the A.I.D. AID OYB. 
Administrator in determining the 


current A.I.D. Operational 
Year
 

Budget? (Reference may be made to the
 

"Taking into Consideration" memo).
 

Has the President
FAA Sec. 620A.
14. 
determined that the recipient country
 

grants sanctuary from prosecution 
to
 

any individual or group which 
has
 

No
 
committed an act of international 


terrorism or otherwise supports
 

International terrorism?
 

FY 1989 Appropriations Act Sec. 568.
 15. 

Has the country been placed 

on the
 

list provided for in Section 
6 (Q) of
 

the Export Administration Act 
of 1979
 

No
 
(currently Libya, Iran, South Yemen, 


Syria, Cuba, or North Korea)?
 

1985 Sec. 552(b). Has the
 
16. ISDCA of 


Secretary of State determined 
that the
 

a high terrorist threat
 country is 

country after the Secretary 

of
 

Transportation has determined,
 the
 
pursuant to section 1115(e) (2) of 


Federal Aviation Act of 1958, that an
 

airport In the country does not 
No
 

maintain and administer effective
 

security measures?
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17. 	 FAA Sec. 666(b). Does the country
 

object, on the basis of race,
 

religion, national origin or sex, to
 

the presence of any officer or
 

employee of the U.S. who is present in
 

such country to carry out economic 

development programs under the FAA?
 

Has the country,
18. 	 FAA Secs. 669, 670. 

after August 3, 1977, delivered to any
 

other country or received nuclear
 

enrichment or reprocessing equipment,
 

materials, or technology, without
 

specified arrangements or safeguards,
 

and without special certification by
 

the President? 
 Has it transferred a
 

nuclear explosive device to a
 

non-nuclear weapon state, or if such a
 

state, either received or detonated a 


nuclear explosive device? (FAA Sec.
 

620E permits a special waiver of Sec. 


669 for Pakistan).
 

If the country is a
19. 	 FAA Sec. 670. 

on
non-nuclear weapon state, has it, 


or after August 8, 1985, exported (or
 

attempted to export) illegally from
 

the United States any material,
 

equipment, or technology which would
 

contribute significantly to the
 

a country to manufacture a
ability of 

nuclear explosive device?
 

Was the
20. 	 ISDCA of 1981 Sec. 720. 

country represented at the Meeting of 

Ministers of Foreign Affairs and Heads 

of Delegations of the Non-Aligned 

Countries to the 36th General Assembly 

of the U.N. on Sept. 25 and 28, 1981, 

and did it fail to disassociate itself 
from the communique issued? If so, 
has the President taken into account? 
(Reference may be made to the "Taking 
into Consideration" memo).
 

21. 	 FY 1989 Appropriations Act Sec. 527.
 

Has the recipient country been
 

determined by the President to have
 

engaged in a consistent pattern of 

opposition to the foreign policy of
 

the United States?
 

No
 

No
 

No
 

No
 

Taken into consideration 
by the Administrator in 
determining the FY 1989 
OYB. 

No
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FY 1989 Appropriations Act Sec. 513.
22. 

Has the duly elected Head of
 

Government of the country been deposed
 

by military coup or decree? If
 

assistance has been terminated, has
 

the President notified Congress that a
 

democratically elected government 
has 


taken 	office prior to the resumption
 

of assistance? 


23. 	 FY 1989 Appropriations Act Sec. 540.
 

Does the recipicul country fully
 

cooperate with the international
 

refugee assistance organizations, the
 

United States, and other governments
 

in facilitating lasting solutions to
 

refugee situations, including
 

resettlement without respect to race,
 

sex, religion, or national origin? 


No
 

N/A
 

Yes
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B. FUNDING SOURCE CRITERIA FOR COUNTRY 

ELIGIBILITY 

1. Development Assistance Country Criteria 

FAA Sec. 116. Has the Department of 

State determined that this government 

has engaged in a consistent pattern of 

gross violations of internationally 
recognized human rights? If so, can 

it be demonstrated that contemplated 

assistance will directly benefit the 

No 

N/A 

needy? 

FY 1989 Appropriations Act Sec. 536. 

Has the President certified that use 

of DA funds by this country would 

violate any of the prohibitions 

against use of funds to pay for the 

performance of abortions as a method 

of family planning, to motivate or 

coerce any person to practice 

abortions, to pay for the performance 

of involuntary sterilization as a 

method of family planning, to coerce 

or provide any financial incentive to 

any person to undergo sterilizations, 

to pay for any biomedical research 

which relates, in whole or in part, to 

methods of, ur the performance of, 

abortions or involuntary sterilization 

as a means of family planning? 

No 

2. Economic Support Fund Country Criteria 

FAA Sec. 502B. Has it been determined 

that the country has engaged in a 

consistent pattern of gross violations 

of internationally recognized human 

rights? If so, has the President 

found that the country made such 

significant improvement in its human 

rights record that furnishing such 

assistance is in the U.S. national N/A 

interest? 

FY 1989 Appropriations Act Sec. 578(d). 

Has this country met its drug 

eradication targets or otherwise taken 

significant steps to halt illicit drug 

production or 
trafficking? 

N/A 
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5C(2) 	- PROJECT CHECKLIST
 

Listed below are statutory criteria applicable 
to
 

This section is divided into two
projects. 

Part A includes criteria applicable to
 parts. 


Part B applies to 	projects funded
all projects. 

B(l) applies to all
from specific sources only: 


projects funded with Development Assistance; B(2)
 

applies to projects funded with Development
 

Assistance loans; and B(3) applies to projects
 

funded from ESF.
 

Attached
CHECKLIST UP TO
CROSS REFERENCES: 	IS COUNTRY 

DATE? HAS STANDARD ITEM
 

Attached
CHECKLIST BEEN REVIEWED FOR 

THIS PROJECT?
 

A. GENERAL CRITERIA FOR PROJECT
 

1. 	 FY 1989 Appropriations Act Sec. 523; 

FAA Sec 634A. If money is sought to The FY 1989 planned 
obligation of $5,120,000
obligate for an activity not 


or was included in the "Globalpreviously justified to Congress, 
for an in of amount 	 Report" to Congress whichamount excess 

on March 21, 1989.previously justified to Congress, has expired 
Congress been properly notified?
 

an
2. 	 FAA Sec. 611(a)(1). Prior to 

excess of $500,000, will
obligation in 


there be (a) engineering, financial or
 

other plans necessary to carry out the Yes
 

assistance, and (b) a reasonably firm
 
Yes
estimate of the cost to the U.S. of 


the assistance?
 

FAA Sec. 611(a)(2). If legislative
3. 

action is required within recipient
 

country, what is the basis for a
 

reasonable expectation that such
 

action will be completed in time to No legislative action
 

permit orderly accomplishment of the is required.
 

purpose of the assistance?
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4. 	 FAA Sec. 611(b); FY 1989
 

Appropriations Act Sec. 501. If
 

project is for water or water-related
 

land resource construction, have
 

benefits and costs been computed to
 

the extent practicable in accordance
 

with the principles, standards, and 


procedures established pursuant to the 


Water 	Resources Planning Act (42 
U.S.C. 1962, et seq.)? (See A.I.D.
 

Handbook 3 for guidelines).
 

5. 	 FAA Sec. 611(e). If project is
 

capital assistance (e.g.
 

construction), and total U.S.
 

assistance for it will exceed $1
 

million, has Mission Director
 

certified and Regional Assistant
 
consideration 

the country's capability to maintain 
Administrator taken into 

and utilize the project effectively?
 

Sec. 209. Is project susceptible6. 	 FAA
to execution as part of regional or 


If so, why is
multilateral project? 


project not so executed? Information 


and conclusion whether assistance will 


encourage regional development 

programs 


7. 	 FAA Sec. 601(a). Information and 


conclusions on whether project will 


encourage efforts of the country to: 


(a) increase the flow of international 


trade; (b) foster private initiative 


and competition ; (c) encourage 


development and use of cooperatives, 


credit unions, and savings and loan 


associations; (d) discourage 


monopolistic practices; (e) improve 


technical efficiency of industry, 

agriculture and commerce; and f) 
strengthen free labor unions. 


8. 	 FAA Sec. 601(b). Information and 


conclusions on how project will
 

encourage U.S. private trade and 

investment abroad and encourage 

private U.S. participation in foreign 

assistance programs (including use of
 

private trade channels and the
 

services of U.S. private enterprise).
 

Yes, see economic analysis
 

and rural water sections in
 

the PP and annexes.
 

Yes
 

No. Project's objectives are to develo
 andtionaddrehealthtsevices inralawi
national capability to plan and deliver
 

health services in Malawi and t6 addres
 

severe child survival problem.Malawi's 
The project will be coordinated withot)
 

donor efforts through the donor's coord
 
ination group in Malawi.
 

(a) Not expected to have a direct impac
 
(b) Will fostc
on international trade. 


private initiative and competition in I
 

distribution of drugs and medicines by
 

equipping village health workers with
 

simple drugs to sell on an experimental
 

basis. (c) Not expected to have a
 

direct impact on cooperatives, credit
 

unions, and savings and loans associa­

tions. (d) Not expected to have any di
 

rect impact on monopolistic practices.
 
(e) Not expected to have a direct impq(
 

on industry, agriculture and commerce.
 
(f)Not expected to have any direct
 
impact on labor unions.
 

Long-term training and technical
 
assistance will be provided through
 
private institutions.
 

( 



FAA Secs. 612(b), 636(h). Describe
9. 

steps taken to assure that, to the 


maximum extent possible, the country 


is contributing local currencies to 


meet the cost of contractual and other 


services, and foreign currencies owned
 

by the U.S. are utiliz d in lieu of
 
dollars.
 

10. 	 FAA Sec. 612(d). Does the U.S. own
 

excess foreign currency of the country
 

and, if so, what arrangements have
 
been made for its release? 


11. 	 FY 1989 Appropriations Act Sec. 521.
 

If assistance is for the production of
 

any commodity for export, is the
 
commodity likely to be in surplus on
 
world markets at the time the
 
resulting productive capacity becomes
 
operative, and is such assistance
 
likely to cause substantial injury to
 

U.S. producers of the same, similar or 


competing commodity?
 

12. 	 FY 1989 Appropriations Act Sec. 549.
 

Will the assistance (except for
 
programs in Caribbean Basin Initiative
 
countries under U.S. Tariff Schedule
 
"Section 807," which allows reduced
 
tariffs on articles assembled abroad
 
from U.S.-made components) be used
 

directly to procure feasibility
 
studies, prefeasibility studies, or
 
project profiles of potential
 
investment in, or to assist the
 

establishment of facilities
 
specifically designed for, the
 
manufacture for export to the United
 
States or to third country markets in
 
direct competition with U.S. exports,
 
of textiles, apparel, footwear,
 
handbags, flat goods (such as wallets
 

or coin purses worn on the person), 

work gloves or leather wearing apparel?
 

Malawi will provide local
 
support costs and some operating
 

expenses for project-financed
 
technical assistance and training.
 

No
 

N/A
 

No
 

tP 
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13. 	 FAA Sec. 119(g)(4)-(6) & (10). Will
 

the assistance (a)support training
 
and education efforts which improve
 
the capacity of recipient countries to
 

prevent loss of biological diversity;
 

(b) be provided under a long-term
 

agreement inwhich the recipient
 
country agrees to protect ecosystems
 

or other wildlife habitats; (c)
 

support efforts to identify and survey
 

ecosystems in recipient countries No
 
worthy of protection; or (d) by any No
 
direct or indirect means significantly No
 
degrade national parks or similar No
 
protected areas or introduce exotic
 
plants or animals into such areas?
 

14. 	 FAA Sec. 121(d). If a Sahel project,
 
has a determination been made that the
 

host government has an adequate system
 

for accounting for and controlling N/A
 

receipt and expenditure of project
 
funds (either dollars or local
 

currency generated therefrom)?
 

15. 	 FY 1989 Appropriations Act. If
 

to be made to a United
assistance is 

States PVO (other than a cooperative
 

development organization), does it
 

obtain at least 20 percent of its
 
N/A


total 	annual funding for international 


activities from sources other than the
 

United States Government?
 

16. 	 FY 1989 Appropriations Act Sec. 538.
 

If assistance is being made available
 

to a PVO, has that organization
 

provided upon timely request any
 

document, file, or record necessary to N/A
 

the auditing requirements of 
A.I.D.,
 

and is the PVO registered with A.I.D.?
 

17. 	 FY 1989 Appropriations Act Sec. 514.
 

If funds are being obligated under an
 

appropriation account to which they
 

were not appropriated, has prior N/A
 

approval of the Appropriations
 

Committees of Congress been obtained?
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18. State Authorization Sec. 139 (as 

interpreted by conference report). 

Has confirmation of the date of 

signing of the project agreement, 
including the amount involved, been 

cabled to State L/T and A.I.D. LEG 

within 60 days of the agreement's 

entry into force with respect to the 

United States, and has the full text 

of the agreement been pouched to those 

same offices? (See Handbook 3, 

Appendix 6G for agreements covered by 

Case-Zablocki Act requirements 
will be met. 

this provision). 
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B. FUNDING CRITERIA FOR PROJECT
 

1. Development Assistance Project Criteria
 

a. 	 FY 1989 Appropriation At Sec.
 
548 (as interpreted by
 
conference report for 0 iginal
 
enactment). If assistance is
 
for agricultural devel~olnt
 
activities (specificallit any
 
testing or breeding feasibility
 
study, variety improvemnt or
 
introduction, consultaney,
 
publication, conference. or
 
training), are such activities
 
(a) specifically and principally
 
designed to increase
 
agricultural exports by the host
 

country to a country other than
 
the United States, where the
 

export would lead to direct
 
competition in that third
 
country with exports of a
 
similar commodity grown or
 

produced in the United States,
 
and can the activities
 
reasonably be expected to cause
 
substantial injury to U.S.
 
exporters of a similar
 
agricultural commodity; or (b)
 

in support of research that is N/A
 
intended primarily to benefit
 
U.S. producers?
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b. 	 FAA Secs. 102(b), 111, 113,
 

281(a). Describe extent to
 

which activity will (a)
 

effectively involve the poor in
 
development by extending access
 

to economy at local level,
 
increasing labor-intensive
 

production and the use of
 
appropriate technology,.
 
dispersing investment from
 

cities to small towns and rural 

areas, and insuring wide 

participation of the poor in the 

benefits of development on a 

sustained basis, using 

appropriate U.S. institutions; 

(b)help develop cooperatives, 

especially by technical 

assistance, to assist rural and 

urban poor to help themselves 

toward a better life, and 

otherwise encourage democratic 

private and local governmental 

institutions; (c) support the 

self-help efforts of developing
 
countries; (d) promote the
 
participation of women in the
 
national economies of developing
 
countries and the improvement of
 
women's status; and (e) utilize
 
and encourage regional
 
cooperation by developing
 
countries.
 

c. 	 FAA Secs. 103, 103A, 104, 105,
 
106, 120-121; FY 1989
 
Appropriations Act (Development
 
Fund for Africa). Does the
 
project fit the criteria for the
 
source of funds (functional 

account) being used?
 

d. 	 FAA Sec. 107. Is emphasis
 
placed on use of appropriate
 
technology (relatively smaller,
 
cost-saving, labor-using
 
technologies that are generally
 
most appropriate for the small 

farms, small businesses, and
 
small incomes of the poor)?
 

(a), (b), (c), and (d): The direc'
 
beneficiaries of this project are
 
the Malawian children under 5,
 
women of child-bearing age, and
 
those 	rural communities that recei
 
the piped water. Special efforts
 
will be made to improve health
 
status through mass media. The
 
rural 	people of Malawi will benefi
 
from enlightened health leadership
 
and sound health policy developmen
 
emanating from the Malawian
 
Government agencies strengthened b
 
this project.
 

Yes
 

Yes
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e. 	 FAA Secs. 110, 124(d). Will the
 
recipient country provide at
 
least 25 percent of the costs of
 
the program, project, or
 
activity with respect to which
 
the assistance is to be
 
furnished (or is the latter
 
cost-sharing requirement being 

waived for a "relatively least 

developed" country)?
 

f. 	 FAA Sec. 128(b). If the
 
activity attempts to increase
 
the institutional capabilities
 
of private organizations or the
 
government of the country, or if
 
it attempts to stimulate
 
scientific and technological
 
research, has it been designed
 
and will it be monitored to
 
ensure that the ultimate 

beneficiaries are the poor
 
majority?
 

g. 	 FAA Sec. 281(b). Describe
 
extent to which program
 
recognizes the particular needs,
 
desires, and capacities of the
 
people of the country; utilizes 

the country's intellectual 

resources to encourage 

institutional development; and 

supports civil education and 

training in skills required for 

effective participation in 

governmental processes essential
 
to self-government.
 

h. 	 FY 1989 Appropriations Act Sec.
 
536. Are any of the funds to be
 
used for the performance of
 
abortions as a method of family
 
planning or to motivate or
 
coerce any person to practice 

abortions?
 

-The requirement has been­
waived.
 

Yes
 

The project will improve
 
on the existing efforts of the
 
Government of alawi to integrate

rural Malawians into the
 
economic mainstream of the country
 
by increasing the access of this
 
group 	to primary health services.
 

No
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Are any of the funds to be used 
to pay for the performance of 
involuntary sterilization as a 
method of family planning or to 
coerce or provide any financial 
incentive to any person to No 

undergo sterilizations? 

Are any of the funds to be used 
to pay for any biomedical 
research which relates, in whole 
or in part, to methods, or the 
performance of, abortions or 
involuntary sterilizations as a 
means of family planning? 

No 

i. FY 1989 Appropriations Act. Is 
the assistance being made 
available to any organization or 
program which has been 
determined to support or 
participate in the management of 
a program of coercive abortion No 
or involuntary sterilization? 

If assistance is from the 
population functional account, 
are any of the funds to be made 
available to voluntary family 
planning projects which do not 
offer, either directly or 
through referral to or 
information about access to, a 

broad range of family planning N/A 
methods and services? 

j. FAA Sec. 601(e). Will the 
project utilize competitive 
selection procedures for the 
awarding of contracts, except 
where applicable procurement Yes 
rules allow otherwise? 

k. FY 1989 Appropriations Act. 
What portion of the funds will 
be available only for activities 
of economically and socially 
disadvantaged enterprises, 
historically black colleges and 
universities, colleges and 
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universities having a student
 
body in which more than 40
 
percent of the students are
 
Hispanic Americans, and private
 
and voluntary organizations
 
which are controlled by
 
individuals who are black
 
Americans, Hispanic Americans, Participation of these groups
 
or Native Americans, or who are willbe encouraged and promoted
 
economically or socially incontracting and placement of
 
disadvantaged (including women)? participants.
 

FAA Sec. 118(c). Does the
 
assistance comply with the Yes
 
environmental procedures set
 
forth in A.I.D. Regulation 16?
 
Does the assistance place a high
 
priority on conservaLion and
 
sustainable management of
 
tropical forests? Specifically, No, N/A
 
does the assistance, to the
 
fullest extent feasible: (a)
 
stress the importance of
 
conserving and sustainably
 
managing forest resources; (b)
 
support activities which offer
 
employment and income
 
alternatives to those who
 
otherwise would cause
 
destruction and loss of forests,
 
and help countries identify and
 
implement alternatives to
 
colonizing forested areas; (c)
 
support training programs,
 
educational efforts, and the
 
establishment or strengthening
 
of institutions to improve
 
forest management; (d) help end
 
destructive slash-and-burn
 
agriculture by supporting stable
 
and productive farming
 
practices; (e) help conserve
 
forests which have not yet been
 
degraded by helping to increase
 
production on lands already
 
cleared or degraded; (f)
 
conserve forested watersheds and
 
rehabilitate those which have
 
been deforested; (g) support
 
training, research, and other
 
actions which lead to
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sustainable and more
 
environmentally sound practices
 
for timber harvesting, removal,
 
and processing; (h) support
 
research to expand knowledge of
 

tropical forests and identify
 
alternatives which will prevent
 
forest destruction, loss, or
 

degradation; (i) conserve
 
biological diversity in forest
 
areas by supporting efforts to
 

identify, establish, and
 
maintain a representative
 
network of protected tropical
 
forest ecosystems on a worldwide
 
basis, by making the
 
establishment of protected areas
 

a condition of support for
 
activities involving forest
 
clearance or degradation, or by
 

helping to identify tropical
 
forest ecosystems and species in
 

need of protection and establish
 

and maintain appropriate
 
protected areas; (j) seek to
 

increase the awareness of U.S.
 

government agencies and other
 

donors of the immediate and
 
long-term value of tropical
 
forests; and (k) utilize the
 

resources and abilities of all
 

relevant U.S. government
 
agencies?
 

m. FAA Sec. 118(c) (13). If the
 

assistance will support a
 

program or project significantly
 
affecting tropical forests
 
(including projects involving
 
the planting of exotic plant
 
species), will the program or
 

project (a) be based upon
 
careful analysis of the 

alternatives available to
 
achieve the best sustainable use
 

of the land, and (b) take full
 
account of the environmental
 
impacts of the proposed
 
activities on biological
 
diversity?
 

N/A
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n. FAA Sec. 118(c)(14). Will 

assistance be used for (a) the 
procurement or use of logging 
equipment, unless an 
environmental assessment 
indicates that all timber 
harvesting operations involved 
will be conducted in an 
environmentally sound manner and 

that the proposed activity will 
produce positive economic 
benefits and sustainable forest 
management systems; or (b) 
actions which will significantly 
degrade national parks or 
similar protected areas which No 
contain tropical fc ests, or 
introduce exotic plants or No 
animals into such areas? 

o. FAA Sec. 118(c)(15). Will 
assistance be used for (a) 
activities which would result in 
the conversion of forest lands 
to the rearing of livestock; (b) 
the construction, upgrading, or 

maintenance of roads (including 
temporary haul roads for logging 
or other extractive industries) 
which pass through relatively 
undegraded forest lands; (c) the 
colonization of forest lands; or 
()the construction of dams or 
other water control structures 
which flood relatively 
undegraded forest lands, unless No 

with respect to each such 
activity an environmental 

No 
No 

assessment indiates that the No 
activity will contribute 
significantly and directly to 
improving the livelinood of the 
rural poor and will be conducted 
in an environmentally sound 
manner which supports 
sustainable development? 

p. FY 1989 Appropriations Act. If 
assistance will come from the 
Sub-Saharan Africa DA account, 
is it (a) to be used to help the 

poor majority in sub-Saharan 
Africa through a process of 

long-term development and 
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economic growth that is
 

equitable, participatory, 

environmentally sustainable, and 


self-reliant; (b) being provided 

in accordance with the policies 

contained in section 102 or the 

FAA; (c) being provided, when
 

consistent with the objectives 

of such assistance, through 

African, United States and other 

PVOs that have demonstrated 

effectiveness in the promotion 

of local grassroots activities 

on behalf of long-term 

development in Sub-Saharan 

Africa; (d) being used to help 

overc.,me shorter-term 

constraints to long-term 

development, to promote reform
 

of sectoral economic policies, 

to support the critical sector 

priorities of agricultural
 
production and natural 

resources, health, voluntary 

family planning services, 

education, and income generating
 

opportunities, to bring about 

appropriate sectoral 

restructuring of the Sub-Saharin 

African economies, to support 

reform in public administration 

and finances and to establish a
 

favorable environment for 
individual enterprise and
 

self-sustaining development, and
 

to take into account, in
 

assisted policy reforms, the 

need to protect vulnerable
 

groups; (e) being used to
 

increase agricultural production
 

in ways that protect and restore
 

the natural resource base,
 

especially food production, to
 

maintain and improve basic
 

transportation and communication
 

networks, to maintain and
 

restore the renewable natural
 

resource base in ways that
 

(a) The Project will assist in
 

raising the health status of the
 

poor majority in Malawi and thus
 
their economic development
 
potential.
 

(b) The Project will make extensiv
 
use of self-help efforts of the
 
rural poor in the construction and
 
maintenance of water systems.
 
The need for such systems has been
 
identified as a priority by the
 

beneficiaries. The project's
 
main purpose is a reduction in 

infant and maternal mortality. The 
Project will improve rural health 
standards and the status of women. 

(c) No PVO involvement is
 
anticipated.
 

(d) The Project will promote long 
and short-term improvement in the
 
health status of rural Malawians.
 

(e) The Project will improve the
 
health conditions of rural residen
 
with special emphasis on maternal
 
and child health emphasizing
 
preventive care.
 



increase agricultural 
production, to improve health 
conditions with special emphasis 
on meeting the health needs of 
mothers and children, including 
the establishment of 
self-sustaining primary health 
care systems that give priority 
to preventive care, to provide 
increased access to voluntary 
family planning services, to 
improve basic literacy and 
mathematics especially to those 
outside the fo~mal educational 
system and to improve primary 
education, and to develop 
income-generating opportunities 
for the unemployed and 
uaderemployed in urban and rural 
areas? 

q. FY 1989 Appropriations Act Sec. 
515. If deob/reob authority is 
sought to be exercised in the 
provision of DA assistance, are 
the funds being obligated for 
the same general purpose, and 
for countries within the same 
general region as originally 
obligated, and have the N/A 

Appropriations Committees of 
both Houses of Congress been 
properly notified? 

2. Development Assistance Project Criteria 
(Loans Only) 

a. FAA Sec. 122(b). Information 
and conclusion on capacity of 
the country to repay the loan at N/A 
a reasonable rate of interest. 

b. FAA Sec. 620(d). If assistance 
is for any productive enterprise 
which will compete with U.S. 
enterprises, is there an 
agreement by the recipient 
country to prevent export to the N/A 
U.S. of more than 20 percent of 
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the enterprises's annual 

production during the life of 
the loan, or has the requirement 
to enter into such an agreement 
been waived by the President 
because of a national security 
interest? 

c. FAA Sec. 122(b). Does the 
activity give reasonable promise 
of assisting long-range plans 
and programs designed to develop 
economic resources and increase 
productive capacities? 

N/A 

3. Economic Support Fund Project Criteria 

a. FAA Sec. 531(a). Will this 
assistance promote economic and 
political stab~lity? To the 
maximum extent feasible, is this 
assistance consistent with the 
policy directions, purposes, and 
programs of Part I of the FAA? 

N/A 

b. FAA Sec. 531(e). Will this 
assistance be used for military 
or paranilitary purposes? N/A 

c. FAA Sec. 609. If commodities 
are to be granted so that sale 
proceeds will acrue to the 
recipient country, have Special 
Account (counterpart) 
arrangements been made? 

N/A 

_10
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5C(3) - STANDARD ITEM CHECKLIST
 

Listed below are the statutory items which
 
normally will be covered routinely in those
 
provisions of an assistance agreement dealing
 
with its implementation, or covered in the
 
agreement by imposing limits on certain uses of
 
funds.
 

These items are arranged under the general
 
headings of (A) Procurement, (B) Construction,
 
and (C) Ocher Restrictions.
 

A. PROCUREMENT
 

1. 	 FAA Sec. 602(a). Are there
 
arrangements to permit U.S. small
 
business to participate equitably in 

the furnishing of commodities and
 
services financed?
 

2. 	 FAA Sec. 604(a). Will all procurement
 
be from the U.S. except as otherwise
 
determined by the President or
 
determined under delegation from him? 


3. 	 FAA Sec. 604(d). If the cooperating
 
country discriminates against marine
 
insurance companie3 authorized to do
 
business in the U.S., will commodities 

be insured in the United States
 
against marine risk with such a
 
company?
 

4. FAA Sec. 604(e); lSDCA of 1980 Sec.
 
705 (a). If non-U.S. procurement of
 
agricultural commodity or product
 
thereof is to be financed, is there
 
provision against such procurement
 
when the domestic price of such
 
commodity is less than parity? 

(Exception where commodity financed
 
could not reasonably be procured in
 
U.S.) 

yes
 

yes 

N/A 

N/A
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5. FAA Sec. 604(g). Will construction or 

engineering services be procured from 
firms of advanced developing countries 

which are otherwise eligible under 
Code 941 and which have attained a 
competitive capability in 
international markets in one of these 
areas? (Exception for those countries 
which receive direct economic 
assistance under the FAA and permit 
United States firms to compete for 
construction or engineering services N/A 
financed from assistance programs of 
these countries.) 

6. FAA Sec. 603. Is the shipping 
excluded from compliance with the 
requirement in section 901(b) of the 
Merchant Marine Act of 1936, as 
amended, that at least 50 per cent of 
the gross tonnage of commodities 
(computed separately for dry bulk 
carriers, dry cargo liners, and 
tankers) financed shall be transported 
on privately owned U.S. flag 
commercial vessels to the extent such No 
vessels are available at fair and 
reasonable rates? 

7. FAA Sec. 621(a). If technical 
assistance is financed, will such 
assistance be furnished by private 
enterprise on a contract basis to the 

fullest extent practicable? Will the 
facilities and resources of other Yes 
Federal agencies be utilized, when 
they are particularly suitable, not Yes 

competitive with private enterprise, 
and made available without undue 
interference with domestic programs? 

8. International Air Transportation Fair 
Competitive Practices Act, 1974. If 
air transportation of persons or 
property is financed on grant basis, Yes 
will U.S. carriers be used to the 
extent such service is available? 
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9. 	 FY 1989 Appropriations Act Sec. 504.
 

If the U.S. Government is a party to a
 

contract for prccurement, does the
 

contract contain a provision
 
authorizing termination of such
 

contract for the convenience of the Yes
 

United States?
 

10. 	 FY 1989 Appropriations Act Sec. 524.
 

If assistance is for consulting
 
service through procurement contract
 
pursuant to 5 U.S.C. 3109, are
 
contract expenditures a matter of
 

public record and available for public
 

inspection (unless otherwise provided 
Yes
 

by law or Executive order)?
 

B. CONSTRUCTION
 

1. 	 FAA Sec. 601(d). If capital (e.g.,
 

construction) project, will U.S.
 N/A

engineering and professional services 


be used?
 

FAA Sec. 611(c). If contracts for
2. 

be financed, will
construction are to 


they be let on a competitive basis to Yes
 

maximum extent practicable?
 

FAA Sec. 620(k). If for construction
3. 

of productive enterprise, will
 

aggregate value of assistance to be
 
N/A


furnished by the U.S. not exceed $100 


million (except for productive
 
enterprises in Egypt that were
 

or does
described in the CP), 

assistance have the express approval
 

of Congress?
 

C. OTHER RESTRICTIONS
 

1. 	 FAA Sec. 122(b). If development loan
 

repayable in dollars, is interest rate
 
N/A
at least 2 percent per annum during a 


grace period which is not to exceed
 

ten years, and at least 3 percent per
 

annum thereafter?
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2. FAA Sec. 301(d). If fund is 

established solely by U.S. 

contributions and administered by an 

international organization, does 

Comptroller General have audit rights? 
N/A 

3. FAA Sec. 620(h). Do arrangements 

exist to insure that United States 

foreign aid is not used in a manner 

which, contrary to the best interests 

of the United States, promotes or 

assists the foreign aid projects or 

activities of the Communist-bloc 

Yes 

countries? 

4. Will arrangements preclude use of 

financing: 

a. FAA Sec. 104(f); FY 1989 

Approprir.cionS Act Secs. 525 

536. 
(1)-To pay for performance of 

abortions as a method of family 

planning or to motivate or 

coerce persons to practice 

abortions; (2) to pay for 

performance of involuntary 
sterilization as method of 

family planning, or to coerce or 

provide financial incentive to 

any person to undergo 
sterilization; (3) to pay for 

any biomedical research which 

relates, in whole or part, to 

methods or the performance of 

abortions or involuntary 
sterilizations as a means of 
family planning; or (4) to lobby 

for abortion? 

Yes 
Yes 
Yes 
Yes 

b. FAA Sec. 483. To make 

reimbursements, in the form of 

cash payments, to persons whose 

illicit drug 
crops are 

Yes 

eradicated? 
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FAA Sec. 620(g). To compensate
 
owners for expropriated or
 

nationalized property, except to
 

compensate foreign nationals in
 

accordance with a land reform
 

program certified by the Yes
 

President?
 

c. 


d. 	 FAA Sec. 660. To provide
 

training, advice, or any
 

financial support for police,
 

prisons, or other law
 
Yes
enforcement forces, except for 


narcotics programs?
 

FAA Sec. 662. For CIA activities? 	 Yes
e. 


FAA Sec. 636(i). For purchase,
f. 

sale, long-term lease, exchange
 

or guaranty of the sale of motor
 

vehicles manufactured outside Yes
 
U.S. unless a waiver is obtained?
 

g. 	 FY 1989 Appropriations Act Sec.
 

503. To pay pensions,
 
annuities, retirement pay, 
or
 

adjusted service compensation
 
for prior or current military Yes
 

personnel?
 

h. 	 FY 1989 Appropriations Act Sec.
 

505. To pay U.N. assessments,
 
arrearages or dues? Yes
 

i. 	 FY 1989 Appropriations Act. Sec.
 

506. To carry out provisions of
 

FAA section 209(d) (transfer of
 

FAA funds to multilateral Yes
 
organizations for lending)?
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J. FY 1989 Appropriations Ac Sec. 
510. To finance the export of 
nuclear equipment, fuel, or 
technology? Yes 

k. FY 1989 Appropriations Act Sec. 
511. For the purpose of aiding 
the efforts of the government of 
such country to repress the 
legitimate rights of the 
population of such country 
contrary to the Universal 
Declaration of Human Rights? Yes 

1. FY 1989 Appropriations Act Sec. 
516 State Authorization Sec. 
109. To be used for publicity 
or propaganda purposes designed 
to support or defeat legislation 
pending before Congress, to 
influence in any way the outcome 
of a political election in the Yes 
United States, or for any 
publicity or propaganda purposes 
not authorized by Congress? 

5. FY 1989 Appropriations Act Sec. 584 
Will any A.I.D. contract and 
solicitation, and subcontract entered 
into under such contract, include a 
clause requiring that U.S. marine 
insurance companies have a fair 
opportunity to bid for marine 
insurance when such insurance is Yes 
necessary or appropriate? 
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19th M7, 19B9. 

The Mission Director,

USAID,
 
P.O. Lox 30455,
LILONGW 3. 

Dear Mam, 

PROMOTING H INTERVTION FORCHILD WRIVAL (PHIC) 
PROJECT
 

Please refer to the discussions that have taken 
place for some time on the finist of Health's (PI10) 
project.
 

I am directed to submit the revised project dated 
April, 1989 for your consideration with a view to 
implementing it. Issues to do with creation of posts
will be dealt with administratively during the monitoringJ
evaluation of the project performance as explained in a 
telephone conversation with the undersigned. 

I sincerely hope that with this note, preparations
will be put in place to start the project. 

Yours faithfully, 

B.B. Mawindo 
for: SECRETARY TO THE TRE&SJRY 

cc : The Secretary for Health, Lilongwe 3. 
(Attention : Mr. Ohisimbi) 

: 	 The Secretary for Economic Planning 
and Development, Lilongwe 3. 

(Attention : Mr. 7imalirana) 

)i~ 
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TeG,,: Iwam M MISTY OF FiNANCE 
TOW hlnIW eU 73111 P.O. Box 3 M9 
camuomin m on" be aim mma NLUI.OWE 3V% nb a. I"IMM MAWI 

26th September, 198
 

The Mission Director, ,1 " 
USAID, 
P.O. Box 30455, ,. 
LILONGWE 3.' Sit 

Dear Ms. Peasley, 

REQUEST FOR ASSISTANCE
 

Based on collabokative design work of the Ministry of
Health (MOH), Ministry of Works (MOW), an'd USAID, I would
 
like to formally request assistance from USAID to support: (1)

the strengthening of key units within,the MOH (Research,

Health Education, Epidemiology, Health 'Information Systems):

(2) an expansion of rural 
piped water and sanitation systems

and (3) the provision 
 of health and child survival services.
 

I confirm that the Government of Malawi wishes to

proceed with negotiations of the Grant agreement 
for this
 
seven 
year US$17 million project.
 

Yours faithfully, 

for SECRETARY TO THE TREASURY
 

".r'T I0 -­

• _ 
Pt 



IR,eiply pl,,, quoe No. USA/./4/.Z..I..7.0. 

MINISTRY OF FINANCE 
Tamm: Fim. ULow, 

P.O. bOX 30049Teabema: LimuwO 731 11 
LI.ONGWE 3M ALWI€ o eke o obsld~be m 

2tember, 1988
 

The Mission Director,
 
USAID,
 

LILDNGWE 3. ( 27 SLP68,,/P.O. Box 30455, .:," 

Dear Ms. Peasley,
 

NEW GOVERNMENT OF NALAWI (GOM)/USAID HEALTH
"PROJECT
 

With reference to the USAID letter dated August 1, 1988,
 

the Ministry of Finance has reviewed the issues related to new
 

staff and recurrent costs associated with-the GOM/USAID health
 

now in a position to provide
project. The Ministry of Finance is 

the referenced letter
USAID with the assurances requested in 


that : ­

1. The new positions requested by the Ministry of Health 

in connection with the development of the new USAID 

health project, will be formally established and 

filled with qualified individuals as soon as possible. 

2. Certain recurrent costs of the new health project, 

those mainly associated with new positions, will be 

assumed by the the Malawi Government according to a 

schedule whereby costs will be borne by the Project 

for the first four years, after which the Malawi 

Government will begin to assume these costs at a 

rate of 25%' year five (approximately K223,330), 50% 

year six (approximately K449,660), 75% year seven 

(approximately K678,990), and 100% year eight, the 

first post-project year (approximately K899,295). 

Your 
hfully, 

hl 

F D. ouraluma V ..nAt, N INwn 

for : SECRETARY TO THE TREAWSURY 
PD 
P DO 

-

, , 

APO -
- . -

-OWEDUE: / /".­
tiA N . 
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IT
 
UNCLAS STATE 277724
 

AIDAC
 

E.O. 12356: N/A
 

SUBJECT: PROMOTING HEALTH INTURnNTIONS FOR CUILD 
SURVIVAL (612-9231) - 611 (3) CflTIFICATION 

AA/AFR HAS FAVORABLY TAKIN INTO CONSIDE2ATION THE 611
 
() CVRTIFICATION OF TH ACTING DIRICTOR OF USAID/MALAVI
 
FOR THE SUBJECT PROJECT. VHITE-AD
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#7724
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UNCLASSIIIED STATI 277724
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ANNEX H
 

FAA SECTION 611(E) CERTIFICATION
 

The Promoting Health 
Interventions for Child 

Survival Project
 

(PHICS) will strengthen 
the capability of the 

Government of
 

Malawi to deliver health 
services and increase 

the access of
 

The Project consists 
of
 

rural Malawians to health 
services. 


assistance to develop 
the capacity of Malawi 

Government
 

interventions in healthThe
institutions to plan 
and carry out 


service delivery, particularly 
in maternal/child health. 


further described in the Project Summary 
attached

a
as
Project, 

to this certification, 

will also finance the 
development of 


the village-based delivery 
of MCH/CS
 

sustainable system for finance the
 
This service delivery 

element will 

services. 

construction of piped 

water systems and related 
sanitary
 

the constructioi component 
of this element will
 

entail approximately 
$4,882,000 worth of 

A.I.D.-financed inputs.
facilities; 


as principal representative 
of the
 

As the officer serving 


Agency for International 
Development in Malawi, having taken
 

into account the maintenance 
and utilization of 

project capital
 

assistance in Malawi previously 
financed by the united 

States,
 

particularly the Health 
Institutions Development 

Project, Rural
 

Piped Water Supply Project, 
Southern Africa Regional 

Malawi
 

Road, the Science
 

Northern Corridor, 
Chikwawa-Bangula 


Laboratory and Library 
at the Polytechnic, 

Agricultural
 

Research Facilities, 
the Bunda College 

Projects, the Lilongwe
 

the Ministry of Works
 

School of Health, and 
the performance of 


and Supplies and Ministry 
of Health with regard 

to previous and
 

I hereby certify that 
in my
 

on-going A.I.D. projects 
in Malawi, 


judgement the Government 
of Malawi has the financial 

and human
 

resource capabilities 
to maintain ahd utilize 

effectively the
 

this Project.
 

capital assistance 
to be carried out under 


In making this determination, 
I am taking into account 

the
 

the rural beneficiaries 
of this Project to maintain
 

ability of 


and utilize the water 
and sanitation systems 

financed by the
 

These systems have 
been identified by 

the ultimate
 

Project. similar systems in place
 
a high priority need; 
 The ultimate
beneficiaries as 


in the villages have 
in fact been maintained. 


beneficiaries will 
contribute approximately 

$l,064,00 worth
 



of construction materials and labor to the construction of
 

these Project-financed systems, which represents approximately
 

18 percent rf the cost of the systems. This high level of the
 

local contrLbution indicates the importance that the
 

beneficiaries attach to the construction of the systems, and
 

their commitment and ability to maintain these systems.
 

/-
Richard L. Shortlidge, Jr. 

Acting Mission Director
 
USAID/Malawi
 



PHICS Project Summary to Append to 611(E) Certification
 

This seven year program will assist the GOM to increase1. Purpose: 

institutional capacity of the Ministry of Health (MOH) and Ministry of 
Works and Supplies (MOWS) to support and manage Maternal Child 
Health/Child Survival services and the provision of potable water, and to 
increase the availability and utilization of such services in rural 
communi ties. 

The reported death rate of children under one in Malawi
2. Background: 

The major causes of infant and child mortality
is 151/1000 live births. 


are measles, malaria, and diarrheal disease. Poor infant and maternal
 
nutrition is a major contributing cause. Over the past decade, the GOM
 
has sought to improve this situation through the development of MCH/CS
 

rehydration therapy, an expanded immunization
services, including oral 

program, and other child survival interventions. A large number of
 

the form of commodities,
donors are providing support to CS programs in 

training, and other resources.
 

3. Project Description: This project will complement and reinforce the
 

ongoing child survival programs in Malawi by focusing on two areas:
 

institutionalization of child survival support in the MOH; and
 

development of a sustainable system for the village-based delivery of
 

MCH/CS services. The institutional strengthening activities include:
 

(a) Development of health education and communication techniques to
 

piomote demand for MCH/CS services and to support service delivery at the
 

village level; (b) expanded operations research focusing on CS service
 

delivery; (c) increased MCH epidemiological capacity; and (d) refinement
 

of the MCH health information system. The service delivery component
 

will build largely on Malawi's successful rural piped water program and
 

the high level of community organization and motivation generated by the
 

water schemes. New schemes will be constructed and latrine coverage will
 

be increased in the project areas. Expanded cadres of MOH field staff
 

will work with village health committees and workers to provide rCH/CS
 

services and health and hygiene education. The service delivery
 

activities will focus on malariaodiarrheal disease control, measles and 
other immunizable diseases, child spacing, and nutrition education. 

4. Beneficiaries: An estimated 1.5 million rural Malawians will
 

benefit from integrated packages of piped water, sanitation and health
 
activities willservices and education. Support of health education 

increase health related knowledge on a national scale. 

an
5. Major Outputs: 14 new water schemes serving 250,000 people; 


estimated 62,500 low-cost latrines; rationalized health information
 

system; 50 operations research projects; health education messages;
 

extensive training of MCH personnel in epidemiology, research, health
 

education, etc. 

6. Aid Financial Inputs:
 
(US dols. 000)
. 

- Technical Assistance 4,455 
- Training 1,862 
- Commodities/Equipment 5,922 
- Operating Expenses 2,924 
- Financial Management and Audit 350 

800- Evaluation and Monitoring 
687- Contingency 

Total 17,000
 

Wang 0124D
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Survival (612-0231)
Project Title & Number: Promoting Health Interventions for Child 

IMPORTANT ASSIPTIONSMEANS OF VERIFICATION
NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS 

Goal: 

services,1. MOH Health Information 1. The provision of CS
1. Reported infant mortality rateTo improve the health status of sanitation and potable water,Systemdecreases from 154/1000 (1989) torural Malawians with emphasis on combined with increased health2. Special studies100/1OU0 (1997)decreasing child mortality and and hygiene knowledge and 

morbidity practices will result in 
decreased mortality and morbidity 

2. Other necessary child survival 
interventions are being adequately
 
provided by GON and other donors.
 

3. Health and child survival is
 
considered a GOM priority.
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NARRATIVE SUMMARY 	 OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSIPTIONS 

Purpose: 

Insti tutional Strengthening
 
1. 	 Periodic evaluations 1. GON committed to continue 

capacity of the MON and NOW to a) Additional trained health education Routine USAID Project funding of additional recurrent 

deliver and sustain health and staff posted at central, regional monitoring costs resulting from project. 

To increase the Institutional 1 *1M0H Heal th Education Unit 

3. 	 KAP and special studies 2. Local populations will practicechild survival services; and 	 and district levels; 
b) IEC surveys and studies completed 	 and utilize preventive andto increase the supply and 

curative health care If it isuti4ization of these services 	 arid results utilized in the design of 
understood and accessible.at the community and family 	 health education materials; 

level. 	 c) Existing and newly-developed IEC 3. Training and technical 
materials tested and disseminated assistance effective in 
nationally; and 
d) NEU facilities expanded and remodeled, 	 transferring skills to alawians. 

4. 	 Malawian Epidemiologist counterpart2. 	 MON Research Unit: 
assigned to technical advisor.a) 	 Additional trained staff; 

5. 	 NON and NOW staff have adequateb) 	 Provision of support services to 
incentives to perform effectivelyhealth researchers in Malawi; 

c) Health surveys, assessment, in positions for which they are 
and studies which conform to agreed-upon trained under UMpVin@=t-. 

6. 	 Adequate logistical systems tochild survival research program 
support village besed mvi eguidelines and criteria; 

d) Workshops and publicatiens to 	 delivery are in place or can be 
disseminate and utilize research
 
fundings; and 

ensured through technical
e) Policy and program decisions based 
on research findings which lead to 
improvements in the efficiency and 
sustainability of child survival 
services.
 

assistance and other project3. 	 Epidemiology Unit: 
a) A new epidemiology Unit staffed by inputs. 
trained alawians;
 
b) G(34 personnel trained in 
epidemiology; and 
c) Policy and program decisions formed 
based on epidemiologic data analyses. 
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NARRATIVE SUHARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IPORTANT ASSUMPTIONS 

Purpose (cont.): 4. He-Ith Information System: 

a) Additional trained staff 
b) A rationalised MOHcomputer system; 
c) A decentralized HIS system; and 
d) Policy and program decision based 
on more accurate and up-to-date health 
information. 

5. MOW: 
a) Water quality adopted by the 
GO'; 
b) A management information 
system established to track project 
status, system reliability. etc.; 
c) Rural Water Section (RIS) 
personnel trained in computer­
assisted design; and 
d) Research conducted on willingness-to-pay, 
to-pay, low-cost water treatment, etc. 

Service Delivery 

a) 14 new gravity-fed piped water systems 
installed in rural areas serving 
approximately 250,000 people; 
b) 1 existing rural piped water system 
rehabilitated; 
c) Approximately 8,000 washing slabs 
constructed at piped water taps. 

2. MOH information Education and 

Coamunication 
a) Additional health workers 

and community members trained in 
hygiene and sanitation; and 

b) Washing slabs and latrines 
constructed and installed. 
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NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

Outputs: 3. Child survival services (MOH/ 
Preventive Health Services) 
a) Additional trained service 
delivery staff at the 
comunity and district level; 
b) Mothers and village 
health volunteers trained in 
priority health interventions; 
c) Enhenced CS service delivery 
program implemented in seven 
districts with the highest Infant 
mortality. 

Institutional Strengthening 
1. G0N approves additional MON 

personnel and recurrent cost 

1. MON Health Education Unit: 
a) Additional staff hired 
b) Staff trained 
c) Existing graphic and 
audio materials tested 
and disseminated nationwide 
d) New materials developed, 
tested, and disseminated 
nationwide 

31 
58 

X 
Films, video, radio programs, 
drai/musical presentations, 
graphics. 

financing as required by the 
project. 

2. MON is committed to village­
based = 

e) HEU facilities remodeled 
and expanded X 

2. MON Research Unit 
a) Staff hired I 

b) Studies (OR, health care 
financing, etc.) and related 
workshops, seminars and 
monographs 20-30 

3. Epidemiology.Unit 
a) MON Epidemiology Unit 
established 
b) Additional staff hired 
c) Unit staff trained 
d) Other MON staff trained 

X 
S 
3 
45 

e) Other MON staff received 
short term epid. training 



NARRATIVE SIMARY 

Outputs (cont.): 

4. 	 Health Information System
a) Additional staff hired 
b) Staff trained 
c) Data input decentralized 

5. 	MOw
 
a) Temporary water quality
standards adopted by GOM 
b) Management Information 
system established to track 
project status, system
reliability, etc 

0) Rural water Section
 
4ersonnel trained In 
computer-assisted design
d) Study of willingness to pay
for piped water systems 
e) Research conducted on
low-cost water treatment 

OBJECTIVELY VERIFIABLE INDICATCkS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

6 
2 
X 

x 

x 

X 

X 

X 
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NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

Outputs: (cont.): 

Service Delivery 

1. Audience reached with 
health education messages 
via mass media (including 
radio and cineme), print 
media, traditional drama 
and music. 

All rural population 1. Project evaluations 
2. Routine USAID project 

moni toring 
3. 140H progress reports 

2. New positions established 
and staffed to support 
village-based service 
delivery, and incubents 
trained in comunity 
organization, supervision 
of village health workers, 
CS and sanitation and 
hygiene 

550 HSA's, 35 ECHNs.7 
PHNs, 50 HA's; 
10 HESP supervisors, 
3 HESP regional coordinators, 
and I HESP national coordinator 

3. Latrines constructed Specific targets will be 
determined after baseline 
survey of project areas 

4. New water schemes installed - 14 serving 250.000 people 

5. Washing slabs constructed 
at all piped water taps 

8,000 

ZJ 



NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS 

Inputs: 

$000'*s 
A. .D. GUM Coouns Cont* Total 

Technical Assistance 
Training 
Coomodities/EquipNent 
Operating Expenses 
Evaluation and Audits 
Contingencies 

2,340 
1,959 
6,148 
3,491 

340 
772 

380 

947 1,173 

2,340 
2.339 
6,148 
5,611 

340 
722 

1. AID audits and evaluations 
2. AID financial reports 

1. AID funds will be availabl 
2. GOM able to assume recurri 

costs as required. 
3. Villages provide self-hell 

labor for construction of 
and sanitation facilities 

TOTAL 15,000 1,327 1,173 17,500 



ANNEX J
 

MOWS ORGANIZATIONAL CHART 



Figure 2. 

WATER DEPARTMENT 
EXISTING ORGANISATION 

MINISTRY OF WORKS 
ND SUPPLIES (MOWS) 

Principal Secretary 

Engineer-In-Chief 

WATER DEPARTMENT 

Water Engineer-in-Chief 

Water Resources Branch Water Supply Branch Irrigation Branch 

Chief Water Resources Chief Water Supply Principal Irrigation 
Officercer ngneer 

Hydrology Section Planning & Design Planning & Design 

Section Section 

Principal Hydrologist 

Chief Civil Engr. Principal Irrig. Engr. 

- Groundwater Section 
Operation & Paint. Operation & Maint. 

Principal Hyaro- Section 

geologist 

I 
Chief Civil Engr.

I 
Principal Irrig. Engr. 

LWater Duality
£ Pollution Control Rural Piped Gravity 

Section Water Supply 

Senior water Chemist Principal 4ater Engr. 
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ANNEX L
 

MAPS OF WATER SITES
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SECTION 110 WAIVER
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UNITED STATES AGENCY FOR INTERNATIONAL DEVELOPMENT
 
MISSION TO MALAWI
 

P.O. 	Box 30455 - NICO House. City Center 
Tel: 731 455/731 632/731 093Lilongwe 3 
Telex: 4627Malai 

ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR FOR AFRICA
 

a minimum of 25 percent
 

FROM: Acting Director, Richard L. Shortlidge, Jr P 

SUBJECT: Waiver for Malawi of the 25 Percent Cost-Sharing 

Requirement of Section 110 of the Foreign 

Assistance Act of 1961, as amended, for the 

Promoting Health Interventions for Child 

Survival Project (612-0231) 

Problem 

Section 110 of the Foreign Assistance Act of 1961, as amended, 

requires the host country to contribute 


of the cost of a project which is grant-financed with DA funds
 
in-kind resources. Section


(including DFA) either with cash or 


124(d) of the FAA provides that a country meeting the criteria
 
the United Nations
of relatively least developed, based on 


Conference on Trade and Development (UNCTAD) list of RLDCs, may
 

the cost sharing requirement. Given Malawi's
be relieved of 

lowering


severe financial constraints and its commitments to 


its national debt, meeting the 25 percent requirement 
for the
 

(PHICS)
Promoting Health Interventions for Child Survival 


Project would put upward pressures on the national budget 
and
 

be counter-productive to the ongoing structural 	adjustment 
and
 

Moreover, both the Government and the
policy reform program. 

people of Malawi are contributing substantially to the 

PHICS
 

Project in cash and in-kind. Therefore, the requirement should
 

be waived.
 

U.S. Postal Address: Lilongwe (D)
 
Department of State, Washington, D.C.20120-2290
 



Discussion
 

The Malawi economy is passing through one of its most difficult
 
periods since the early part of the decade. From a growth rate
 
of 2.8 percent in 1986, the growth rate fell below zero in
 
1987. A number of factors have come together to create this
 
situation. These include increasing transportation costs,
 
large debt service payments and serious reductions in the
 
availability of foreign exchange. The annual per capita income
 
has dropped to $154 in 1987, below average in sub-Saharan
 
Africa.
 

Malawi has for the last seven years been engaged in a
 
determined effort to carry out major policy reforms to improve
 
its terms of trade, rely increasingly on a free market, and
 
increase the efficiency of public and private sector resources
 
utilization. In the last year, Malawi's commitment to reform
 
has undergone one of its most severe tests. The value of
 
imports rose sharply while exports lost ground due to depressed
 
world market conditions for Malawi's major agricultural exports
 
and to major transport system disruptions which have driven up
 
costs. With no further rescheduling of the debt in 1985 and
 
1986, the debt service ratio rose from 34 percent of exports
 
and non-factor services in 1984 to 46 percent in 1987 as the
 
debt rescheduled earlier under the London Club became payable
 
in 1985. The GOM had forecast a reduction in the debt service
 
ratio for 1987 but major devaluations in August, 1986, and
 
February, 1987, kept the ratio above 40 percent. The ratio
 
will continue to be high for the next few years despite
 
rescheduling at both the Paris and London Clubs in 1988.
 
Transportation costs have continued to escalate. From 25
 
percent of the value of imports in 1980, freight and insurance
 
costs have increased to between 50 to 60 percent in 1985 and
 
1986.
 

The budget deficit for 1986/87 including development assistance
 
grants was 12 percent of GDP, considerably above the initial
 
estimate of 9.3 percent, and only dropped slightly to 10.2
 
percent in 1987/88. For the 1988/89 budget year which
 
commenced the 1st of April, the GOM is forecasting a deficit of
 
MK 102.5 million, which is 8.1 percent of GDP. This assumes a
 
modest (1.5%) positive growth in GDP. However, in the current
 
economic climate even this may be difficult to achieve. The
 
fiscal program is based on new revenue measures, real cuts in
 
the recurrent budget as a result of a freeze on civil service
 
employment and wages, and no real growth in the development
 
budget. Clearly, the GOM will be under extreme pressure to
 
control fiscal outlays in order to achieve this target.
 

Under these circumstances, it would be extremely difficult and
 
undesirable in terms of the broader economic policy framework
 
to require the GOM to meet the 25 percent host country
 
contribution under the PHICS Project. Applying the 25 percent
 
requirement, the GOM would have to come up with $4.642 million
 
in cash and in-kind.
 



Waiving this requirement does not imply a lack of commitment
 

and will not release the GOM from its responsibility to
 

it can to the cost of the Project. The GOM
contribute what 

will be providing counterpart personnel for Project long-term
 

these personnel
technical assistance, will pay the salaries of 


while in training, will provide office space and operating
 

expenses, will create 700 new government positions for health
 
assume an
workers, and over the seven-year life of Project will 


increasing proportion of recurrent costs for the project
 
to 75% of total
(phased in from years five to seven, from 25% 


These expenses, conservatively calculated,
recurrent costs). 

represent at least the equivalent of $1,200,000, or
 

Moreover, the GOM
approximately 6.2 percent of Project costs. 

a
has made a substantial commitment to the health sector as 


whole, even while responding with fiscal discipline to current
 

macro-economic problems.
 

As spelled out in the Statement of Development Policies
 

1987-1996, the Government plans an average annual rate of
 
5.7 percent over
increase in the MOH budget in real terms of 


this period, a significantly faster rate of growth than is
 

under the more optimistic scenarios, for GDP or
projected, even 

for overall Government expenditures.
 

Lastly, the beneficiaries of Project Assistance will be
 
the construction of water
contributing labor and materials for 


The total value of
and sanitation systems under the Project. 


this contribution is estimated at $1,064,000, constituting 5.5
 

percent of total project costs.
 

The Government and the villagers to be served by the project
 

are together contributing over $2 million in cash and in-kind
 
this project. Under the circumstances
towards the costs of 


To ask the
this is a substantial contribution and commitment. 


Government to do more would be counter-productive to the
 

ongoing structural adjustment and policy reform program.
 

Recommendation
 

the 25 percent cost-sharing
That you approve the waiver of 

requirement of Section 110 of the Foreign Assistance Act of
 

as amended, for the Malawi PHICS Project, in accordance
1961, 

the FAA, which permits such waivers for


with Section 124(d) of 

(RLDCs) whenever the
relatively least developed countries 


initiation and execution of otherwise desirable projects is
 

handicapped primarily by the 25 percent requirement. Malawi is
 

a RLDC by A.I.D. (Handbook 1, Supplement B, Chapter
defined as 

5). The financial constraint, country commitment and nature 

of
 
ines in HB3, App
the Project considerations of the waiver gui 
 rove
 

2G are fully met for this activity. Yor ut'rity to a 


this waiver is contained in DOA No. 403
 

Appro __ 

Disapproved 

Date -- -J7 
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Annex N
 

DETAILED COMMODITY LIST
 
(INUS$)
 

Information, Education, and Communication:
 

1. Film for EAB 

2. Audio Equipment 

3. Radios, Batteries & Cassette 

4. Music/Drama Equipment 

5. Vehicles
 

a. 4 Mobile cinema vans 

b. 2 Utility vehicles 


6 Still Photography Equipment 

7 Video equipment 

8. Printing and Graphics Equipment 

9. Remodeling of HEU Buildings 


Research, Monitoring Evaluation and Planning: 

1. Computer/desk-top publisher (RU) 

2. Computer - I mini or PCs (HIS) 
3. Computer - 3 PCs for regions (HIS) 

4. Computer/PC (RU/Library) 

5. Vehicles - 4 for Epidemiology Unit 
6. Vehicle - for HIS Unit 
7. Vehicle for Research Unit 

8. Furniture - for document centers
 

(3main hospitals) HIS 

9. Calculators - 100 for field workers 

10. Modems & phone links (HIS) 

11. Data base/CD reader (RU) 


Service Delivery - Health 

1. House r'uilding materials 
2. Primary Health Care Kits 

(4000 community workers) 

3. PHC Kit storage/carry bags
 

(for 300 female HSAs) 

4. 30 Motorcycles (ENMs) 

5. Bicycles (for 300 female HSAs) 

6. Training book production
 

(2000 copies of 10 diff, booklets) 

7. 6 (4WD) vehicles 


35,000
 
63,000
 
50,000
 
20,000
 

160,000
 
60,000
 
53,500
 
45,000
 
78,000
 
30,000
 

11,000
 
45,000 
30,000
 
10,000
 
148,000
 
35,000
 
35,000
 

13,000
 
1,000
 

30,000
 
10,000
 

140,000 

81,000
 

14,000
 
48,000
 
90,000
 

30,000
 
180,000
 



Water, Sanitation, Hygiene Education:
 

1. 	1 7-ton lorry Truck 

2. 	1 Land Cruiser (4wd) 

3. 	10 Light pickups 

4. 	50 Motorcycles (HAs) 

5. 	250 bicycles (HSAs) 

6. 	Misc. Tools 

7. 	Hcuse-Building Material 

8. 	Tools and equipment 

9. 	Materials 

10. San Plat Latrine Materials 

11. Washing slab materials 


MOWS-Water Programs:
 

1. 	Pipes, Cement and Reinforcement Rods 

2. 	2 7-ton Pipe Carrier Trucks 

3. 	3 7-ton Dropside Trucks 

4. 	1 7-ton Tipper 

5. 	1 Land Cruiser (4wd) 

6. 	4 Light pick-ups 

7. 	3 Motorcycles 

8. 	3 Concrete Mixers 

9. 	3 Poker vibrators 


10. 2 Portable Rock Drills 

11. 3 Field Test Kits 

12. 3 Refrigerators 

13. Tools and Misc. 

14. Computer 


Project Management:
 

1. 	Office supplies & equipment
 
including PC for USAID PSC 


2. 	Vehicle for Project Management 


0170D
 

40,000
 
30,000
 

170,000
 
75,000
 
70,000
 
21,000
 

130,000
 
15,000
 
8,000
 

136,000
 
286,900
 

3,104,000
 
60,000
 
100,000
 
40,000
 
30,000
 
70,000
 
6,000
 

30,000
 
15,000
 
5,000
 

11,000
 
3,000
 

100,000
 
10,000
 

18,000
 
35,000
 



ANNEX 0 

DETAILED BUDGET
 



PROMOTING HEALTH INTERVENTIONS FOR CHILD SURVIVAL (PHICS)
 

DETAILED PROJECT BUDGET (DOLLARS)
 

Activity/Input 
.
............. 


I. Information Education and Communication 

A. Technical Assistance
 

1. Long Term
 

2. Short Term
 

IEC/Heatth Education (22pm) 


B. Training
 

1. Long Term
 

a. 2 HAs (48)(US) 


b. 2 HAs (48)(locaL) 


c. 6 BSc (28fm)(Locat and regionaL) 


d. 24 DipLomas (576m) (Local) 


2. Short Term
 

a. 24 Certificates (144m) (local) 


b. Seminars/Workshops/Courses (off-shore) 


C. Commodities
 

1. Film for EAB 


2. Audio Equipment 


3. Radios', Batteries, & Cassette Players 


4. Music/Drama Equipment 


5. VehicLes
 

a. 4 Mobile Cinema Vans 


b. 2 Utility vehicles 


6. Still Photography Equipment 


7. Video equipment 


8. Printing and Graphics Equipment 

9. Remodeling of HEU 

D. Operating Expenses 

1. SaLaries (31 positions) 


a. 4 Senior HE Officer (MOH/HEU)
 

b. 3 Regional HE Officers
 

c. 24 District HE Officers
 

2. Other
 

a. Vehicles operating costs 


b. Contract Production 


c.Supplies 

d. Monitoring/Formative Research 


Host Cowuni ty 

A.I.D. Country Contribution
 
....... 
 ..........
....... 


330,000 

116,000 

17,000 

191,000 

144,000 

34,000 

61,000 

35,000 

63,000 

50,000 

20,000 

160,000 

60,000 

53,000 

45,000 

78,000 

30,000 

38,000 17,000 

100,000 34,000 

120,000 40,000 

50,000 18,000 

10,000 



II.Service Delivery Support
 

A. Technical Assistance
 

1. Long Term
 

a. Epidemiologist; NO/EU (60m) 
b. Public Health Advisor; MOH/EU (24m) 

2. Short Term
 

a. Documentation Expert; NON/RU (12m) 
b. Research: MOH/RU (6m) 
c. Computer/HIS: Field (4m) 


d. Documentation/HIS (4m) 
e. Computer/NIS HO (2m) 

B.Training
 
1. Long Term (US)
 

a. 1 MAMOH/RU (24m) 
b. D.Sc. MOH/EU (48m) 
c. 2 MA MOH/EU (48m) 


2. Short Term
 

Us
 

a. Data analysis; MOH/HIS (12m) 


Regional
 

b.Workshops, conferences, seminars 


Local
 

c. Orientation workshops; MOH/RU (3) 

d. Epidemiology Diploma Course; MOH/EU (24m) 


e. Epidemiology Course: districts MOH/EU (m) 


f. EpidemioLogy Orientation w/s MOH/EU 


g. HIS in-service (18 sessions) MOH/HIS 


C. Comnodities
 

1. Computer/desk-top publisher (RU) 


2. Computer/PC (RU/Library) 


3. Data base/CD reader (RU) 
4. Vehicle for Research Unit (RU) 


5. Vehicles - 4 for Epidemiology Unit 

6. computer - 1 mini or 4 PCs (HIS) 

7. Computer - 3 PCs for regions (HIS) 
8. Vehicle - for HIS Unit (HIS) 


9. Furniture - for document centers
 

(3main hospitals) (HIS) 


10. calculators - 100 for field workers (HIS) 


11. Modems & phone Links (HIS) 


D. Operating Expenses
 

1. Salaries
 

a. 1 Assistant Documentation Officer MOH/RU 


b. Principal Epidemiologist 

600,000 
240,000 

180,000 
90,000 
60,000 

60,000 
30,000 

54,000 
116,000 

116,000 

30,000 

100,000 

16,000 

285,000 78,000 

92,000 34,000 
45,000 

14,000 

10,000 

10,000 

10,000 
30,000 

120,000 

43,000 

30,000 
30,000 

13,000 

1,000 

30,000 

7,000 2,000 

21,000 6,000 



c. Epidemiologist 

d. 3 Regional surveillance Officers; NON/EU 

e. Data clerks; NOH central Hospitals (HIS) 

18,000 

22,000 

25,000 

5,000 

4,000 

7,000 

2. Other 

a. Vehicle operating costs 

NON/RU 
NOH/EU 

NON/HIS 

b. Research Review Committee; MOH/RU: 

c. Research Support Funds 

d. dissemination of research; NOH/RU: 

Publ ications 

Workshops (25) 

e. Computer maintenance and supplies; MOH,5 
,* 

9,000 

36,000 

9,000 

5,000 

518,000 

95,000 

68,000 

96,000 

15,000 

2,000 

26,000 

III. Rural Piped Water Supply (NOW) 

A. Technical Assistance 

1. Long Term 

a. Water Engineer (36m) 

b. PCV (3Civil Engineers 

360,000 

21,000 

2. Short Term 

a. Info. systems (1m) 

b. Computer-assisted design (1m) 

c. Willingness-to-pay study and 

Manpower needs assessment 

19,000 

25,000 

40,000 

B. Training 

1. 1-'ig Term 

2. Short Term Local 

a. 105 Water Operators and Monitoring 

Ass'its (lwk) 

b. 15 Water Supervisors (lwk) 

c. 10 senior Staff lwk) 

d. 12 Water Supervisors (30wk) 

e. 20 Water Operators (4wks) 

f.400 Local Leaders 4 Repair Teams (lwk) 

g. 200 Local Leaders (1day) 

h. 12 Trainers NOH MOWS NOCS (wks) 

i. HAs, HSAs 4 HAS (lwk) 

5,000 

2,000 

2,000 

3,000 

2,000 

7,000 

2,000 

3,000 

5,000 

37,000 

9,000 

6,000 

14,000 

4,000 

49,000 

2,000 

5,000 

8,000 

C. Commodities 

1. Pipes, Cement and Re .,i,-cement Rods 

2. 2 7-ton Pipe Carrier )rucks 

3. 3 7-ton Dropside Trucks 

4. 1 7-ton Tipper 

5. 1 Land Cruiser (4owd) 

6. 4 Light pick-ups 

7. 3 Motorcycles 

8. 3 Concrete Mixers 

3,104,000 

60,000 

100,000 

40,000 

30,000 

70,000 

6,000 

30,000 



9. 3 Poter vibrators 


10. 2 Portable Rock Drills 


11. 3 Field Test Kits 


12. 3 Refrigerators 


13. Toots and Misc. 
14. Computer 


D. Operating Expenses
 

1. Salaries - Field Staff 


2. Others 


a. Subsistence
 

b. Systems Maintenance 


c. Fuel and Maintenance 
d. Water Quality Monitoring 
e. Water System Construction 

f. AppLied studies 
Willingness-to-pay 

* 	Low cost water 
treatment methods 

* 	Reliability of system 

IV.Hygiene Education and Sanitation (HESP) (MOH)
 

A. Technical Assistance
 

1. Long Term 

2. Short Term
 

B. Training
 

1. Long Term 
2. Short Term (Local)
 

a. Trainers (MOH MOWS MOCS) (2wks) 

b. VHC Members (lwk) 


c. Women and Tap Committees (lwk) 


d. New HSAs (2wks) 


e. HAs HSAs MAs (lwk) 


f. HSAs (1wk) 


g. Supervisors and Trainers (lwk) 


h. Supervisors (lwk) 


C. Comodities
 

1. 1 7-ton Lorry Truck 

2. 1 Land Cruiser C'wd) 

3. 10 Light pickups 
4. 50 Motorcycles (HAs) 


5. 250 bicycles (HSAs) 


6. Misc. Toots 


7. House-Building Material 


8. Toots and equipment 
9. Materials 

10. Son Plat Latrine Materials 

11. Washing Slab MateriaLs 

0. Operating Expenses 

15,000
 

5,000
 

11,000
 

3,000
 

100,000 
10,000
 

214,000 


647,000 
88,000 

50,000 

10,000 
10,000
 

6,000 


65,000 


65,000 


17,000 


65,000 


65,000 


7,000 


7,000 


40,000 
30,000 

170,000 
75,000
 

70,000
 

21,000
 
130,000 


15,000 
8,000 

136,000 
286,000 

264,000
 

84,000
 

49,000
 

918,000 

2,000
 

30,000
 

30,000
 

6,000
 

30,000
 

30,000
 

2,000
 

2,000
 

50,000
 

46,700 
49,300 



1.Salaries
 
a. 1 Ho staff coordinator 
b. Field staff: 3 Reg. Coord 


10 HIs/SHA
 
50 HA
 
250 HSA
 

c. SuIsistence 

2.Others
 
a. Fuel &Maintenance 

V. Child Survival
 

A. Technical Assistance
 
1.Long Term
 

2.Short Term
 
a.CS service delivery (e.g. Logistics, CBD
 

Training (3m) 

B. Training
 
1.Long Term
 
2.Short Term:
 

a.Conferences, seminars re: CS (off-shore) 


C.Commodities
 
1.House Building Materials 


2.Prisiary Health Care tits
 

(4000 community workers) 


3.PHC Kit storage/carry bags
 

(for 300 HSAs) 

4.35 MotorcycLes (CHNs) 


5.Bicycles (for 300 HSAs) 

6.Training book production
 

(2000 copies of 10 different booklets) 


7. 7 Vehicles 


D.Operating Expenses
 
1.Salaries
 

a.300 HSAs 

b.35 ECHNa/HAs 

c. 7 PHNs 
d. Vehicle Operating Costs 


e. Subsistence 

2.Other
 
a. Fuel and Maintenance (ENMs) 

VI. Project Management/Support, Evaluation and Audit 

A. Technical Assistance
 
1. Long-term 

13,000 6,000 
321,000 124,000 

154,000 67,000 

84,000 

45,000 

105,000 

140,000 60,000 

81,000 

14,000 
52,000 
90,000 

30,000 
210,000 

116,000 67,000 

51,000 29,000 
116,000 42,000 
63,000 

223,000 80,000 

30,000 



a. USAID Ass't Project Manager (24m) 

2. Short Term 
a. Evaluation and Technical Assessments 
b. Audits and financial services 

B. Training 
1. Long Term 
2. Short Term 

a. Coquters and Planning MO/PU (1.5m) 

b. Project Management NO/PU (i.5m) 

c. USAID Project Iplamentation Course MOH/PU 

(O.5m) 

C. Commodities 
1. Computer (PC) 
2. Office suppies/equipment 


3. Vehicle 


D. Operating Expenses
 

1.Salaries (OH)
 

a. Project Coordinator (MON/PU) 


b. Accountant (HOH/PU) 


c. Subsistence 


2. Other
 

a. Vehicle operating and maintenance 


b. Subsistence 


VII. Contingencies 

TOTAL 


* Community seLf-heLp contribution 

240,000 

215,000 
125,000 

35,000 
30,000 
30,000 

10,000 
5,000 

30,000 

20,000 6,000 

17,000 4,000 

10,000 

3,000 

4,000 

722,000 

$15,000,000 $1,327,000 $1,173,000 



ANNEX P
 

LIST OF PHICS PP
 
TEAM CONTACTS
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Annex P
 

LIST OF PEOPLE MET BY PHICS PROJECT PAPER TEAM
 

Dr. S.S. Kamvazina, Principal Secretary, MOH 

Mr. P.E. Kaliati, Deputy Secretary, MOH 

Dr. A. Msachi, Controller of Preventive Health Services, MOH
 

Ms. L. Kadzamira, Controller of Nursing Services, MOH
 

Mr. Dzumani, Controller of Health Technical Support Services, MOH
 

Mr. S. Chizimbi, Acting Chief Health Planning Officer, MOH
 

Dr. C.H. Teesdale, Co-ordinator of Disease Control Programs, MOH
 

Dr. Kure, Acting Head of Community Health, MOH
 

Prof.P. Khonje, Chief Researcn Officer, MOH
 

Mr. Takula, Chief Accountant, MOH
 

Mr. L. Chipungu, Chief Environmental Health Officer, MOH
 

Mr. B. Chandiyamba, HESP Coordinator, MOH
 

Mr. N. N. Kalanje, Health Planning Officer, MOH
 

Dr. G. Malenga, Regional Health Officer (Southern Region) MOH
 

Dr. Spurr, District Health Officer, Mulanje District MOH
 

Mr. Nsapato District Health Inspector, Mulanje District MOH
 

Muloza Health Centre Staff, Mulanje District MOH 

Mr. T.P. Zamaere, Head of HIS section, MOH 

Mr. G. Namanja, Acting Head of HEU, MOH 

Mr. J. Chikakuda, Head of EPI section, MOH 

Mr. W. Mknoma, TB/ARI Manager, MOH
 

Mr. A. Macheso, DDC/;alaria Manager, MOH
 

Mrs. Chinyama, Cnild Spacing Program Manager, MOH
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Mr. Jere, ilutrltion Section, MOH 

Mr. R. Doorly, VSO HIS Section, MOH 

Ms C. Bailey, Chief of Party, Howard Project HID/MOH 

Dr. 0. Heymann, Regional Epidemiologist CCCD/MOH 

Mr. R. Hawkins, Technical Officer CCCD/MOH 

Ms D. Helitzer-Allen, HealthCom Advisor CCCD/MOH 

Dr. Herera, Havard Nutrition Project Consultant HII 

Dr. S. Stansfield, Consultant to Save the Children Federation
 

Mr. R.Klaus, Chief of Party HRID Project/Malawi
 

Dr. S.H. Siwale, WHO Representative Malawi
 

Mr. Perera, Co-ordinator WB/IDA Health II Project, MOH
 

Mr. E.Joe, WHO/UNFPA Advisor to HEU, MOH
 

Or. Darfoor, WHO/UNFPA Child-Spacing Advisor, MOH
 

Dr. R.Biritum WHO/UNFPA Statistician, MOH
 

Mr. B. Musoke, UNFPA Representative Malawi
 

14r. H. Mwanza, UNFPA Program Officer Malawi
 

Mr. K. Williams, UNICEF Representative Malawi
 

Mr. R. Shresta, UNICEF Program Officer Malawi
 

Mr. Visser, EEC, Malawi
 

1r. Mapondo, Deputy Secretary, MOF
 

Mr. Nthenda, EP and D, OPC
 

Mr. H.E. Namarika, Commissioner for Census and Statistics, NSO, Zomba
 

Mr. C. Clark, Principal Secretary, MOWS
 

Mr. S. DeSouza, Acting Water Engineer inChief, MOWS
 

Mr. Y.Mnone, Principal Water Engineer(RWS), MOWS
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Mr. C. Kharapuwa, Senior Publications Officer, Extension Aids Branch, 
MOA
 

Mr. T. Mbuka, Cinematographer, Extension Aids Branch, MOA
 

Mr. E. Mwale, Cinema Producer EAB MOA
 

Mr. M. Culp, Director Peace Corps, Lilongwe/Malawi
 

Mr. J. Barbee, Deputy Director, Peace Corps
 

Ms. D. Thyangathyanga, Associate Director for Health, Peace Corps
 

Dr. S. Richardson, Public Health Physician, Salima ADD, MOA
 

Dr. Schmidt, Public Health Pnysician, Liwonde ADD, MOA
 

Dr. L. Msukwa, Director, Centre for Social Research, Zomba
 

Ms N. Ngwira, Researcn Associate, Centre for Social Research, Zomba
 

Mr. W. Bomba, Lecturer/Health Education, Malawi Polytechnic
 

Mr. Masamba, Audio-Visual Faculty, Malawi Polytechnic 

Mr. S. Morrow, Association of Canadian Community Colleges Representative,
 

Audio-Visual Faculty, 4alawi Polytechnic, Blantyre 

Malawi BlantyreMr. Waldron, Audio-Visual Faculty, Polytechnic, 

Prof. D. McCarry, Educational Media and Technology Faculty, Chancellor 

College, Zomba
 

Dr. Mwale, Head of Department of Education Chancellor College, Zomba
 

Mr. Mpheluka, Educational Media and Technology Faculty, Chancellor
 

College, ZomDa
 

Mr. H. Chirwa, Head of Production, Malawi Droadcasting Corporation,
 

Blantyre 

Mr. B. Kaimila, Malawi Broadcasting Corporation Studio, Lilongwe
 

Mr. V. Nyengani, Tecnnical Supervisor, Lilongwe MBC Transmitter, Lilongwe
 

D. Aady, General Manager, Blantyre Print and Packaging, Blantyre
Mr. 


Manager, Blantyre Print and Packaging
Mr. L. Chinawa, Acting Works 

Mr. S. Littleton, General Manager, Graphics Lintas Worldwide Ltd. 
Blantyre
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Mr. S. Donde, General Manager, Nzeru Radio Company, Blantyre
 

Mr. Sadik, General Manager, Sorex Radio Company, Lilongwe
 



ANNEX Q 

GRAY AMENDMENT CERTIFICATION
 

GRAY Ai DMEk]T CERTIFICATION 

I, Carol A. Peasley, the Principal Officer of the Agency for 
do hereby certify that the acquisitionin Malawi,International Development 

plan in the Promoting Health Interventions for Child Survival Project Paper 

was developed with full considerativ.. of maximally involving minority and 

wamen-owned firms, or Gray Amendment organizations, 
in the provision of 

required goods and services. To the extent possible at this stage, 
in the Project have been 

opportunities for such organizations to participate 

The nature of the Project, however, will not permit major
identified. 
minority or Gray Amendment contracting.
 

Carol A. Peasley 
Director, USAID/Aalawi
 

k" Date 

vow]_ .
 


