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CREDIT AND PROJECT SUMMARY
Porrower: Republic of Malawi
;g;gyi; Amount: SDR --- million (US$15-20 million)

‘Terns: Standard
Cofinancing: To be determined. 1In particular interest has been

expressed by UNICEF, WHO, ODA, CIDA, USAID, GTZ and
Ar——..
the Government of the Metherlands

Project Description: The objectives of the project are to: improve

health status particularly of mothers and children

through expansion and strengthening of existing

“['L‘ ,./ health programs; increase the availability and

:{ L.piﬁy)i i accessibility of a complete range of child spacing
services including surgical contraception;
strengthen the Minictry of Health's (HOH) capacity
to plan, mi.age and evaluate health services in the
framework of decentralized health system; and
design and implement a aultisectorel family health
progranm. Thg project would comprise of two parts:
Part A, which includes activities to he undertaken
by the HOH and Part B which includes multisectoral
family health activities coordinated by the
Economic Plann}nq and Development Department

EPDD), Dffice of the President and Cabinet. Part



Benefit and Risks:

A comprises the following components: increased
coverage of peripheral health services and
strengthening of district health services, s®anpower
development, development of manageaent and support
systens, strengthening and expansion of family
health programs, strengthening of disease
preventijon activities, and development of nutrition
activities, Part B comprises the following
components: intr.duction of family health
activities in the functional literacy and women's
progrars; introduction of family health activities
in youth prograns; development of information,
education and communication activities jn family
health; census support; and development of
population planning capability in the EPDD. The
project would support activities begun in the first
3 years of a S-year progranm developed by the
government,

The project would directly benefit about 2 million
people in 9 districts through the expansion of
prieary health Care; about 2 miliion women ang
children through the strengthening and expansion of
family health programs; about 1.5 milljon people
throughout the country through disease prevention
Programsy about 750,000 women and children through
development of nutrition activities. The Country

45 a whole would benefit from improved health

(Y



Project Cost;

Services resulting froam reorganization of the
health care delivery system ang from strenqtheninq
danageeent and support systems. Family health
activitijes through key ninistries are expected to
reach about 2.5 ailljon adult men and woaen
(500,000 through the functiaonal literacy program,
300,000 through women's arograms, 100,000 through
youth programs and 1,5 nillion through inforlation,
education and communication activities), The
ability of the Gcvernment to plan and evaluate
population activitjes will be enhanced through
support for the census ane for the development of
popul ation planning Capability in the EPDD, The
Pain risks of the project would relate to the
ability of the various governsent agencies tg
inplement Prograes efficiently, The project
attespts to nininize.these risks through
coordination of sultisectoral tamily health
activities by the EPDD. Changes in the
organizational structure of the MOH have already
begun and the reorganized MCH js expecteo to be

able to implement the project satisfactorily,

US%42.9 aillion



Einancing Plan:
[}

The financial plan would be finalized when the
availability oi cofinancing for the project is

known,
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Bacic Data
(All figures apply to 1985 unless otherwise indicated)
General:
Area
Population
Population Density
Rural population as a proportion of total population
Crude birth rate
Crude death rate
kate of population growth
Infant mortality rate
GNF per capita
Health:
Population per physician
Population per nurse
Population per hospital bed
Proportion of births attended
Propartion aof woaen receiving antenatal care
Propartion of children between 1 and 2 years
of age fully immunized
Government expenditure on Miristry of Health

a5 propartion of tatal budget

118,500 sq.ke
7,154,000

74 per km?

91.52 Q977N

54/1000 population

2171000 papulation

3.24

151/1000 live births

210

52,893
2,978
7,127

607 (1984)

70%  (1984)

4.8%



Contraceptive Prevalence Rates

.Crude Birth Rate:
REINOES

Crude Death Rate:

Dependency Ratjo:

Infant Nortality Rate:

Lite Expectancy at

Birth:

efin ons

The percentage of aarried women of
reproductive age who are using (or whose
nhusbands are using) any form of
contraception,

The number of births per 1,000 population
in a given year,

The number of deaths per 1,000 population
in a given year.

The ratio of the econonically dependent
part of the population to the productive
part, arbitrarily defined as the ratio of
the young (those under 15 years of age)
plus the elderly (those 45 years of age
and over) to the population in the
“working ages" (those fifteen to sixty-
four years of ane).

The nuaber of dea‘hs of infants under one
Year old in a given year per 1,000 live
births in that year,

The average nunber of years a newborn
would live if current age-specific
sortality rate naintained. Life

expectancy at age five and above can



Mortality:

Rate of Natural Increase:

Rate of Population Growth:

Total Fertility Rate:

exceed life expectancy at birth
substantially if the infant mortality
rate is high.

Death as a coeponent of popul ation
change.

The rate at which a population is
increasing (or decreasing) in a given
year due to surplus (or deficit) of
births over dea“hs. The rate of natural
increase equals the crude birth rate
sinus the crude death rate per 100
people. It also equals the population
growth rate sinus emigration.

The rate at which a population is
increasing (or decreasing) in a given
year due to natural increase and net
migration, expressed as a percentage of
the base popﬁlation.

The average number of children that would
be born alive to a woman (or group of
women) during her lifetime if during her
child-bearing years she were to bear
children al each age in accord with

prevailing age-specific fertility rates,
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CER
CDR
CMo
CHS
co
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bMo
EN
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EPI
FFS
6DP
HA
HI
HSA
IEC
INR
IUD
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Assistant Chief Medical Officer
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Econoric Planning and Development Departsent
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I. INTRODUCTION

1.01 Halawi is a land~locked country located in east centra) Africa,

It has a total land area of approximately 118,500 kn2 of which approximately
36,200 km? is considered arable. Geographically, Malawi is bordered to the
aorth by Tanzania; to the east, south and southwest by Mozambique; and to
the west by Zambia.

1.02 Halawi is divided into three administrative regions which vary
significantly in topography and climate. The Northern Region consists
largely of plateaus ranging from about 1,500 to 2,500 meters hiqh and with
temperature ranges between 15°c and 18°c. The Central Region has low lying
terrain along Lake Malawi rising to highland plateaus ranging from about
1,000 to 1,200 neters and with a temperature rangs similar to the Northern
Region. The Southern Region is distinguished by widely varying climatic and
topological areas: the Shire Valley, in the extrene south, is vary hot with
an average annual temperature of 27=°c; and the highest eountain, Hount
Mulanje and the Shire highlands which have generally cool temperatures.

1.03 Between 1967 and 1979 Malawi's Gross Domestic Product (GDP) grew
at an annual average rate of 5.5%7, In 1979-1981 the economy of Malawi fell
upon hard tines. Ar a result of deteriorating teress of trade, drought and
disruptions on external transport routes the GDP fell by 2.7 percent,
deficit on the current account and in the Government budget ballooned to
unsustainable levels, and investment and savings rates fell sharply,

1.04 The Government launched a two-pronged effort to deal with the
problems of the economy: a stabilization program designed to reduce short-

term fiscal and balance of payments disequilibria and a structural



adjusteent prograne designed to improve efficiency of resource use and to
ensure that positive growth of per capita income could be re-established and
saintained over the medium and long-ters, within the context of 4 manageable
balance of payments current account deficit, These progrars “ave been
supported by three structural adjusteent operations from the World Bank and
a series of standby and an Expanded Financing Facility from the
International Honetary Fund. As a result of the ieproved policy
environsent, nore favorable climatic conditions and better export prices,
the Malawian econoay began to recover in 1983-84, Gross Domestic Product
(GDP) grew to 4,1 percent in 1984, with expansion occurring in most sectors,
The balance of payments deficit on the current account was reduced and the
budget deficit as a percentage cf GDP was also reduced significantly,
Despite continued implesentation of these programs, Malawi's econoaic
recovery has slowed in 1985. It {s estimated that 6DP growth fell from 4.1
percent in 1984 to less than 2.5 percent in !985. This was the result of
exogenous factors. It is believed that the recent setbacks are teaporary
and that, with continued isplementation of the Government's progras, groath
of per capita income can resunme and financial equilibrium can be restored.
Despite the progress made in the past twenty years, Malawi is stil) one of

the poorest countries in the world,



Il. SECTOR STATUS AND ISSUES

A. Population

S"2.01 Demographic Sjituation., The population of Malawi was enuserated as

5.85 million in September 1977. It had increased by 37 percent since 1944,
when the enumerated population was 4.04 million, thus implying an average
annual rate of intercensal growth of 2.9 percent. The population in 1985
was estimated to be 7.15 millicon and the growth rate 3.2 percent. MHalawi is
one of the most densely populated countries in Sub-Saharan Africa, equalled
or surpassed only by Rkanda, Burundi, Nigeria and Uganda., The national
density according to the 1977 census was 59 inhabitants per ¥m2, and this
may now have risen to 74 per km2, There is considerable variation within
the country, however, with 1977 regional densities ranging from 24 in the
Northern Region, to &0 in Central Region, to 87 in the Southern Region, and
district densities varying from 11 to 230 persons per km®, The level of
urbanization in Malawi is low by any standard. I{f an urban locality is
defined as a locality with a minimum of 2000 inhabitants, 8,5 percent of the
population in 1977 lived in urban areas, and only 5 percent in 19646, The
urban growth rate has been high, however, averaging 7.4 percent between 1946
and 1977,

2,02 Between 1966 and 1977 rural-to-urban moves made up about 35 to 45
percent of all internal migration., Other important migration streams were
into areas of commercial agricultural development or new agricultural
settlements (such as the north and east of Central Region) and out of areas
with population pressure on limited land resources (such as the Shire

highlands) or out of areas lacking in general econonmic development (such as
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nost of the Northern Region}. External migration, important in past

decades, has undoubtediy fallen and is expected to continue to diainish,
2,03 The level of mortality in Malawi from the 1950s to the s1d 1970s
BLLH exceptionally high by any standard, and declined only very slomly during
tﬁis period. According to Bank estimates, life expectancy stood at only 37
years in the late 1950s, Lhen rose to 39 years by the nid-1960s and to 41
years by the early 1970s. These low levels of ljfe eipectancy are due
primarily to extremely heavy mortality in childhood. Even in the early
1970s, the national infant mortality rate (IMR) was as high as 190 per
thousand live births, with 36 percent of all children dying before reaching
their {ifth birthday. The IMR is estimated currently to be 151/1000 live
births. Childhood mortality as severe as this is exceptional in any part of
contemporary Alfrica, or elsewhere in the world. Reasons for this
exceptionally high nmortality are only partly understood. 0 Family Formation
Survey (FF5) undertaken in 1984, and whose results are currently being
analyzed may provide some inforaation into the causes of childhood
nortality. By contrast, adult mortality appears to be unremarkable by
Eastern African standards, The leve] uf fertility is high. In the mid
19705, the total fertility rate (TFR) was estimated at between 7.5 and 8.0
and is unlikely to have changed since. Regionally the TFR is highest in the
Central Region at around 8.5, lowest in the Southern Region between 7 and

7.5. The TFR in the Northern Region is cleowe to the national average,

2,04 Population Projections. The follaoning table summarizes the

projected size and growth of the population of Malawi over the next 3¢

years. Rapid population growth is all but inevitable over the next few



de~ades. If fertility remains constant, the population will grow from 7,15
aillion in 1985 to 11.95 aillian in 2000 and 21,31 million in 2015, 1
there is standard decline in fertility, the population will grow to 11,94
éilillion 1n 2000 and 17.09 aillion in 2015, 14 there is accelerated decline
2in ;ertility, the population will grow ta 10.63 millior in 2000 and 13.29
aillion in 2015, By 2000 an accelerated fertility decline cou'd reduce
population increase by 12%, and within 30 years from now, a fall in

fertility would cut the population increase by a quarter to a third.

MALAWI: POPULATION FROJECTIONS 1985-2015

Ratio of Population

FPopulation to base {985
{in milliops) population in
1985 2000 2015 2000 2015
A. Constant Fertility 7.15 11.95 21.31 167 298
B, Standard Decline 7.15 11.44 17,09 160 239
C. Accelerated Decline 7,15 10.63 13.29 149 184
2.05 Socio-economic Iaplications of Population Growth, Malawi faces

the prospect of a 50 to 70% increase 1n population size over the coming 195
years, and a doublino or tripling within the next J0 years. Such massive
and rapid population growth will have significant socio-econonmic
consequences., During the 1970s e:onomic growth averaged 6.8% annually while
the population growth rate during the same period was 2.8 to 2.97%. This

resulted in a continued increase in per capita income. DBetween 1979 and



1983 annual growth in GDP has tailed to match population growth, with a
consequent slight decline in dverage income. Much of the economic growth jis
due to estate agriculture and smallholder agriculture, Continued rapig
growth in agriculture is essential to provide food for the growing
population, However, the growth of the agriculture sector is constrained by
shortage of land. All agricultural land 1n Malawi will have to be brought
under cultivation to support the population within the next 30 years if
fertility does not fall. By 2015 there will be a land deficit of 13% with
constant fertility, The effect on nutritional intake is already being felt,
There is evidence that suggests that current domestic food production falls
significantly short of required levels, At present this deficit may be as
much as 157, The following table shows the land required to support the
population at present nutritional levels and land productivity under three
fertility assumptions,
TABLE

Land Needed to Suppart  Percent of Total Land

Fertility Assumption Population (kn2) Resources* Require

tor Cultivation

Constant Fertility 24,054 42,888 63 113
(deficit)

Standard Decline 23,018 34,389 61 91

Accelerated Decline 21,259 26,749 56 71

tnot 1ncluding iand under estate cultivation in 1985,

2,06 If tertility remains constant, there are major implications for



orimary education expenditures. To achieve current enrollment targets for
primary education, annual costs would have to rise from K24.4 million in
1985 to KéB.2 million 1n 2000 and to K159.3 million in 2015 (a 552%
increase), With accelerated fertility decline, annual costs would rice from
¥Z4.4 sillion in 1985 to 41,2 Rillion 1n 2000 and to Kéé,1 eillion in 2015
(a 170% increase). Thus rapid fertility decline could result in annual
savings of K93 million by 201Y, Similarly, a decline in fertility could cut
annual secondary education expenditure within 30 years by 17% if noderate,
and by 43% if rapid fertility decline occurs. The need for expanded Materna)
and Child Health (MCH) Services will also 1ncrease substantially. If no
fertility decline occurs, the number of children under 5 years of age wil)
increase by 70% in 15 years and will more than triple within 30 years to 4,5
sillion. To maintain present levels of services MCH expenditures would have
to grow by 3.8 percent annually, Since coverage is still very incomplete
euch larger cost Increases wil]l be necessary to achieve an adequate standard
of ML. care. FKeduction 1n fertility will not only reduce health costs, but
enable the country to increase the quality ang scope of the health services,

2.07 Population Policy. Although until recently population growth has

not been considered a problem oy the Government of Malawi, child spacing has
come to be recoynized as g valuable conponent gf MCH services on the g ounds
that unrequlated Pregnancies endangered the hsalth of both mothers and
children. In 1982 the Government decided to include child spacing services
as part of the MCH progras. The overall goal of the child spacing progranm
1s “to reduce maternal norbidity and mortality by allowing the mother top

rest between Pregnancies and to reduce infant and child morbidity and



mortalsty". The Government further stated that the introduction of child
spacing services did not interfere with the right of the family to have as
sany children as desired, and that the child spacing program was not a tool
qu population control. These statements reflected deeply rooted attitudes
:in Halawian society tavoring large numbers of children.

2.08 The last two years, however, have seen significant changes 1n
attitudes at all levels., There is i1ncreasing concern over the consequences
of current rates of population growth, and there 1s awareness that rapid
growth msay be a constraint to development., At the 1984 International
Population Conference in Hexico, the Government expressed its support for
the concept of educating the public about the benefits of small families,

At the request of Lhe Government, 1DA undertook a Fopulation Sector Review
tn October 1984. Twuo major recomeendations emerged frou the review. The
first was that the Government establish a formal capacity for population
policy foreulation and planning. The second was that the MCH program and
its child spacing component be further developed and strengthened. For
planning it was recummended that the Governament establish a population
planning capacity in the Economic Planning Division, Office of the President
and Cabinet, to develop a aulti-sectoral population progras. Population
related activities should be initially started in priority ministries, such
as Education, Community Services, Agriculture and the Inforeation Departnent
of the Dffice of the Fresident and Cabinet. For MCH and child spacing
services it was reconmended that the Child Spacing Prugram should be revised
tor incorporation into the five-year National Health Plan then under

preparation. A seminar was held in June 1985 to discuss the report and the



najor recommendations were accepted by the Government. The introduction of
the child spacing program has generated interest in child spacing among the
public, despite the limited availability of services. Though no systematic
surveys have yet been undertaken, it is increasingly evident that demand is
growing rapidly. Random record checks at these clinics shaw that an
increasing proportion of clients come from outside the catchment areas.
People are willing to travel long distances to obtain contraceptives. This
phenomenon has been observed in hospitals in urban and rural areas alike,
Demand {for services has led the MOH to develop plans for a nationwide child
spacing program. The results of the FFS are expected shortly and will

contribute to a better understanding of the determinants of fertility in

Malawi.
B, Health
2.09 Health and Nutrition Status. RHortality is high, particularty

arongst infants and children. The Crude Death Rate (CDR) is estimated to be
23 and the Infant Hortality Rate (IMR) 151. While mortality has declined
from its high levels in the 1950s and 1960s (CDR 30, 1HR 200), coapared to
neighboring countries, Malawi's infant and child mortality are very high.
Though there are limitations with regard to its quality, completeness and
accuracy, available mortality data strongly suggests that about one fourth
of 0-3 oortality occurs in the first month aof life and another fourth
between the sccond and twelfth month of life, and Lhe remaining half between
the first and fourth year of life. Infant mortality in rural areas js
reported to be twice that in urban areas. The leading causes of death

tinpatient) data in children 0-4 years are: measles (16.2%4), pneunmonia



-10-

(13.0%), nutritional deficiency (11.2%), malaria (10.1%), anemia (9.,1%) and
diarrhea, diseases (0.4%) (Annex l, Table 1), The leading causes of death
{inpatient data) in those older than § years are: pneumonia (7.7%),
tuberculosis (7.6%), accidents (6.3%), malaria (3.9%), anemia (5.8%),
diseases of the nervous systea {5.8%), and nutritional deficiencies (3.2%)
{Annex 1, Table 2). The following inferences can be drawn from these data:
- 37 percent of all deaths in Malawi occur in children under {jve
years of age; and
- five conditions - nutritional deficiency, pneumonia, salaria,
measles, and diarrheal diseases - account for at least one-third
of all deaths i1n the country and are easily preventable or
treatable,
2.10 Data on morbidity 1s obtained from outpatient facilities only.
The leading causes of morbidity are: malaria, respiratory infections,
diarrheal diseases, skin diseases, inflanaatory eye diseases, trauma,
venereal diseases, and hookvorm and other helainthic infestations. Among
children 0-4 years, malaria (35.6%), tuberculosis (19.8%), diarrheal
diseases (B8.7%), inflammatory eye diseases (7.9%) and skin diseases (5,4%)
(Annex | Table 3) are the five leading causes of outpatient aorbidity,
These account for 77.6% of morbidity of children and are easily preventable.
2.11 Under-nutrition is a major underlying factor for the high
mortality and morbidity levels, particularly in children under 4 years of
age, Nutritional information is Sparse and generally outdated. The 1961
National Sample Survey of Agriculture revealed that Malawian infants have a

low prevalence of wasting, but a very high level of stunting, A distinct
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growth faltering begins at & munths pf age, possibly due to insufficient
food intske and the onset of infectious diseases, The prevalence of
underweight angd wasting was found to be higher between 6-24 months,
ﬂgﬁoincidlnq with the nutritionally critical period of Weaning, Frevalence of
Y;tuntinq increases wWith age through the first three years when it reaches g
peak of 45% and levels of4¢ at 607 for the remaining two years, This shows
that most children get stunted during the neaning period, a tise of maximal
growth. A more recent survey (in one district only) has highlighted the
problea of food availability, Sixty-nine percent of women interviewed sajd
they had insufficient food for their families, Taking April as the first
nonth of the harvest, 30% of women reported they ran out of tood in
September and &7 jn December,
2.12 Health Flars. Shortly after independence the Government launched
its first five-year plan (1965-69). Resources were devoted primarily to
curative services and developaent of nursing manpower, Evaluations of plan
inplementation showed that these interventions, though important, were
unlikely to 1aprove health status., With assistance from the Worlg Health
Organization (WHD), the Government produced a 15-year health plan (1973~
1988) whose priorities were: development of bas;c healtﬁ services; control
of communicable diseases; manpower development; construction of new
hospitals and improvements of existing ones; and, reorganization of the
Ministry of Health (MDH),  In 1975 emphasis was placed on the development of
maternal and child health services and in 1978 the HOH introduced a primary
health care Program on a pilot basis, Implementation of the 15-year health

plan was hampered by: lack of financial resources, lack of trained manpower
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and inexperienced health adainistrators, Recognizing that the 13-year plan
covered too long a time period and was no longer up-to-date, the MOH began
preparation of a l0-year National Health Pian in 1983 through the first 1DA-
-supported health project,

2.13 National Health Plan (1984-199%) and Health Folicy., The National

Health Flan has set the following medium term goal: *“.,,to achieve a drop
in early childhood mortality of 33.3% over a five-year period; to achieve an
ioprovement in maternal health; and to impact on the extent and severity of
illness due to major causes of morbidity § years of age and over through the
Primary Health Care approach and/or core health services". Tp accomplissy
this goal, siv specitic objectives have been developed: (1) improve access
to a rational network of available and acceptable facilities by extending
the peripheral services, especially community based services and by modestly
strengthening hospital facilities angd statfing; (2) establish effective
nechanisms for the MOH sanpower development and the eonitoring of
deployment; !3) improve the management support of the enhanced health
delivery system; (4) improve child survival of the under tive age group;
(5} improve health status generally by strengthening relevant programs; and
{6) ieprove the nutritional status of mothers and children.

2.14 For the first five years (1986-1990) the plan assumes that there
will be no real growth in the MOH's recurrent budget. Recognizing the
budgetary constraints emphasis is placed on improved cost recovery and cost
effectiveness. At the sane time enphasis is placed on consolidation of
existirg services and expansion of priority health programs which have low

recurrent cost or manpower implications. Recognizing the seriousness of the
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nutrition problem the Plan has highlighted the development of nutrition
activities. Given the resource constraints the MOH faces on the one hand,
and the need for priority health programs on the other, the plan is sodest
in its resource requirements and in its expectations,

2.15% Organization of Health Services. MOH has primary responsibility

for the development of policies, strategies and programs for health care in
Malawi. Public health services are provided mainly by the MOH. The Private
Hospitals Association of Malawi (PHAM) made up of church-related and other
private voluntary agency facilities, is the largest non-government provider
of health services.

2.16 HCH services are provided at four levels: comaunity, health
centers and rural hospitals, district hospitals, and central hospitals,
Services at the Community level consist of an extensive network of outreach
activities through mobile clinics and the Primary Health Care (PHC) progranm,
(Paras 2.35-36). Comaunity level services stress activities and
interventions associated with under tives care (health education,
environmental sanitation, diarrheal disease control, iamunizations, pre~ and
post-natal care, and growth monitoring). The MOH runs 162 health centers
and 19 rural hospitals which offer similar services: curatijve care, pre-
natal, natal and post-natal care, infant and child care, and all services
provided at the comnunity level. Fany health centers also run nutrition
clinics (nutrition education, food preparation demonstrations and free food
supplements). There are 21 district hospitals run by the MOH which are the
referral facilities for health centers. In additian, they offer all

preventive services available at the health center. The two central
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hospitals function as the referra) hospitals for their respective regions,
They are also training facilities for various training iastitutions, Ther
1s one general hospital, There are c9n51derable regional variations with
regard to the distritution and coverage of facilities, Twenty percent of
all health facilities are situated in the northern region, 33% in the
central region and 47% in the southern region for population of 860,000;
2,785,000; and 3,432,000 respectively, The percentage of population within
B8km of a health facility is 57, 70 and 100 for the northern, central and
southern regions respectively, There are a total of 11,664 beds in the
country of which 6,017 are in MOH facilities, The quality of health
services have steadily improved as a result of the increased ability of the
MOH to post well trained health personnel to health centers and sub-centers
Utilization of hospital services (both inpatient and outpatient) 1 very
high (Annex 1, Table 4), The same is the case with services provided at
health centers and sub-centers where daily patient loads range between 100
and 150,

2,17 PHAM operates 20 distrjct hospitals, 19 rural hospitals, and 97
health centers in the country, PHAM hospitals account for just over one
third of all admissions. PHAH facilities see about 147 of total outpatient
tirst attendances, The range of specific services offered by PHAM is
similar to that of the MO, Fees are charged for curative services though
nost preventive services are available free of charge. Despite efforts by
the MOH and the PHAM secretariat the quality of services provided at
individual facilities varies enormously,

.18 The MOH recognizes the significant contribution to the provision



of health services and training of health staff made by FHAH, HWhile it
provides an annual subsidy the MOH does not propose to take over any PHAM
units because of its financial situation despite strong pressure from church
_organizations. Instead plans have heen developed to ensure close
tooperation and coordination between PHAM and the HOH. These plans wil)
enable the MOH: establish peripheral health staff positions in FHAH
facilities; utiiice the training capacity of PHAM for its training needs;
integrate district level supervision and in-service training for PHAM and
MOH programs; adopt standardized preventive and curative interventjons at
PHAM and MOH health tacilities; and standardize job descriptions and
training for health ztafq.

2.19 Local government authorities and other agencies such as the army,
police, estates and industries pravide curative and preventive services for
their ruployees. Private medical practice is liaited to about 35 physicians
in urban areas. There are about 3,000 traditional healers and shout 5,000
traditional birth attendants (TBAs) scattered throughout the country. By
July 19B5 about B0O TBAs had been traiped by the MOH. Formal links between
the MOH and traditional practitioners do not exist.

2.20 Hanagement and Administration. The Principal Secretary is the

senior manager in the HOH who is respansible for both its technical and
administrative branch (Chart 1), The Chief Medical O0fficer (CHO) has
overall respoensibility for all technical services. He is assisted by the
Deputy Chief Medical Officer (DCMO) and other technical staff. On the
administrative side the Deputy Secretary is responsible for the Flanning

Unit and for the administrative units such as finance, personnel,
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administration and internal audit. below the MOH, the health care delivery
system has three levels, viz, regional, district and peripheral. Each ot
the country’'s three regions has a Regional Health Team comprising of a
Regional Public Health Inspector and a Regional MCH Coordinator who report
directly to their respective units at the MDH. The District Medical Officer
(DMD) is responsible for all health services in the district and reports
directly to the CMO. Peripheral health services are managed by the medical
assistant in charge of the health center. Together with the health
assistant he is responsible for supporting primary health care activities at
the village level.

2.21 With increasing emphasis on preventive and rural health services
ad hoc organi:zational and management changes have been made periodically in
the structure of the MOH. However, the organization structure is
cuabersome. Recoynizing these problems, the Malawi Civil Service Review
Commission undertook a comprehensive study of the MOH in 1984. The study
highlighted the MOH's major management problems. First, the objectives of
the MOH were not clearly defined and individual departeents did not
coordinate their activities. Objectives of individual departments were not
well defined. Second, lines of authority were often unclear.
Accountability followed protessional rather than functional lines. Third,
individual roles were inadequately defined and often there were no job
descriptions. This led to ad hoc allocation of responsibilities and often
resulted in reduced efficiency, Fourth, there were too gany levels of
authority in the administrative branch of the MOH. At the same time, the

reverse occurred at the district level where » manager was expected to
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manage too large working groups. Fifth, the decision making process was
overcentralized. Routine operational issues were referred to the CMO which
should have been dealt with lower down the hierarchy, S5ixth, management
fsupport systems were inadequate. There was no firm control or monitoring of
expenditures particularly with regard to vehicles and supplies. The MOH
a'so failed to delete a number of redundant posts from its establishment
list., This resulted in recruitment of non-essential staff in some sections
while other sections vith priority needs were unable to recruit essential
staff, Seventh, the Regional Health Teaas and District Health Teanms
typically lacked experience in planning and evaluatijon, Finally, there was
inadequate supervision of peripheral health worlkers, Pdorly developed
supervisory systems, lack of training in supervision, lack of delegation of
authority and transport shortages were the crucial factors responsible for
poor supervisircn,

2,22 Following the Civil Service Review Comnmission, the MOH undertook
additional studies on the operations of the country’s two central hospitals
through the 1DA suppurted health project. These studies found that
significant savings could be obtained from the operating expenses of the
institutions,

2.23 Recommendations of the Civil Service Review Commission have been
studied by the MOH and objectives for the Ministry have been drawn up. A
new organizational structure has been developed (Chart 11), The
recommendations of the Commission together with the MOH's proposals are
currently being reviewed by an inter-ministerial committee chaired by the

Secretary to the President and Cabinet. A condition of negotiations would
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be that the Government bring to negotiations a defined position and plan
regarding reorganization of the MOH to IDA for review and comment by IDR
(para 3.16).

.24 Fharmaceutical Procurement and Distributian. Pharmaceuticals for

the health sector are supplied by the Central Medical Stores (CMS), a self-
financing and self-accounting body since April 1984, 1A 1983-84 its annual
turnover was around K4 million. Pricing of drugs is currently fixed at CIF
value plus 12.5% to cover all operating costs (up from 3% before Apri)
1984). The CMS is responsible for procurement, inventory control and store
keeping, drug assenmbly, repackaging and distribution, and sanufacture of
simple products. Since 1983, a program of continued upgrading of its
operating procedures has been underway. Facilities for foraulation and
sanufac.ure of simple drugs have been established in Blantyre. Regional
stores are being constructed in Lilongwe and Mzuzu., Implementation of plans
to improve drug procurement and monitoring control has begun. These
activities when fully operaticnal are expected to result in cost savings of
K900,000 annually. The development of a district level network,
establishaent of a quality control laboratory, and further training of staff
constitute the next phase of development of the pharmaceutical systenm.

2,25 Hanpower and Training, There were 4,962 established positions in

the MOH in June 19B4. Nearly 157 of these positions were vacant (Annex 1,
Table 5). A considerable amount of manpower development activities have
been undertaken during the past 5 years. Annex 1, Table 6 presents the
growth of health staff between 1978 and 1983 by category. From this table

it is clear that sonme categories of staff are particularly affected. The
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number of medical officers and dentists declined during this period whereas
the nuaber of clinical officers, enrolled nurses, laboratory technicianc and
health educators (manpower primarily staffing rural health facilities) rose
ilub:tantially during this period. The HOH has concentrated upon the
development of health auxiliaries and has been akle to post most staff to
rural health facilities., With low attrition rates (about 5% per annum) it
is likely that the MOH will be able to produce adequate numbers of health
duxiliaries to staff its facilities during the plan period (Annex 1, Table
7). Furthermore, FHAM training facilities produce more enrolled nurses they
can absorb and the HOH can utilize thenm,

2.26 The question of shortage of doctors is, however, another matter,
Malawi does not have a medical school. In the past, the country has sent
candidates abroad to pursue medical studies, However, difficulties in
securing admissions Lo overseas universitics and the difficulties in
persuading doctors to return has led to a chronic and serion; shortage. The
MOH is therefore considering establishing a medical school in the country,
Feasibility studies have been carried out, These studies have highlighted
the high cost of establishing a separate medical school and a teaching
hospital. Recognizing the difficulties in such an approach, the MOH has
recently been studying alternative ways to provide medical education in
Halawi i1.e. use of facilities at Chancellor College foir pre-clinical studies
or pre-clinical training of Malawian students abroad (with clinical training
at honme),

2,27 Efforts to establish conlinuing education programs for health

workers began in 1984, However, few facilities exist and continuing



education progranms are held at hotels at high costs at infrequent intervals,
The other major problem with continuing education programs 1s the lack of
ctoordination between major service proqramslresulting in duplication and
wastage of scarce resources. These probleas underline the in~u1lity of the
MOH to plan and implement continuing education programs.,

2.28 Maternal and Child Health (MCH). The HCH program was 1nitiated in

1973 under the five-year mini-plan and an MCH department was established in
the MOH under the Asei1stant Chiei Medical Officer (ACHO), MCH. At the
regional level, an MCH supervisor oversees MCH activities in each of the
three regions. At the district level, a member of the existing district
health staff, usually a nurse, is appointed as MCH coordinator. The
objectives of the MCH program are to: strengthen and expand MCH services
throughout the country; strengthen the training of health workers; increase
immunization coverage of all children to B(% by 1990; improve nutritional
status of children and decrease the incidence of underweight children
through growth monitoring, nutrition education and {ood supplementation
where necessary; use Traditional Birth Attendants (TBAs) tu deliver MCH
services; and, promote child spacing,

2.29 Child care services are provided through 1,075 static and outreach
under-five clinics throughout the country. There were about 600,000 {irst
dttendances of children under ona year of age in 1983, lmmunizations are
provided as part of th. MCH progran. Despite an impressive beginning,
shortage of equipment and supplies, weak cold chain and poorly trained staff
have resulted i1n the proportion of fully immunized children to decrease by

.y

about 20% since 1982, Present coverage levels are about 35%. Nutritional



surveirllance and education activities are undertaken at health clinics., The
quality and 1mpact of these activities has not been evaluated.

AT Antenctal services include monitoring of pregnancies,
identification of "at risk® cases, and health education and malaria
prophylaxis, and are provided through 639 static thospitals, health centers,
saternities) and 700 outreach clinics, In 19682, there were 246,714 first
attendances at antenatal clinics and 676,104 re-attendances.

2.31 In 1984, an evaluation was undertaken of MCH activities. The
evaluation confirmed earlier field observations that the quality of services
is consistently high and the people attending appeared to have confidence in
the staft providing the services. However, coverage appears to be far from
adequate; about 60% of women have at least one antenatal visit, soae 40% of
all pregnant women deliver at home, and over S0% of children aged four years
and under are not being reached by MCH services, Services are constrained
by lach of transport, drugs and (EC materials., Mothers with young babies
under two years do not seee to use the services as much as mothers with
older children. Also use of facilities for post-partum services virtually
non-existent., This together with low lem:nization coverage and poor
nutrition may be significant reasons for Halawi's high IMR, Unregulated
fertility, often resulting in shart birth intervals and early weaning, is
another factor associated with continued high infant and child nortality
rates,

2,32 Child Spacing. In light of the continuing problems of infant and
child mortality, the HOM organized a workshop on Health and the Faaily in

19F1 which recommended the introduction of chill spacing services. In 1983
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an initial two-year plan to i1nitiate child spacing was prepared. The
obiectives of the plan were to: Orient health stalf on child spacing;
include general information on child spacing as part of all pre-service

;-health worker tratning; provide technical training to providers of child

'5pacing services: develop the capability of the MOH to inplement the child
spacing program; orqganile seminars to acquaint community leaders about child
spacing; educate mothers and fathers on the importance of child spacing;
provide child spacing services as an integral part of MCH services at
various levels of the health care delivery system; provide clinical and
applied research activities in sectors related to HCH and child spacing
including fertility and infertility; and develop a simple system for
nonitoring and evalvation of child spacing activities.

2,33 In 1983, child spacing services were introduced in the two central
hospitals at Flantyre and Lilongwe and the lomba General Hospital.
Initially, these services were provided by doctors alone. Shortly after the
progran was initiated, nidwives were trained in child spacing, and currently
they too provide services. The participation of midwives has resulted in a
steady rise in the number of acceptors, As a result, clinics are now held
every wor¥ing day rather than on a weekly basis. The total nusber of
attendances at the DQueen Elizabeth Hospital s child spacing clinics were
+<81 of which 2,138 were new clients in 1984. Demand for services at the
hospitals in Lilongwe and Zomba has also been growing steadily, Child
spacing services are now available at all district hospitals and preliminary
indications are very encouraging. No estimates of contraceptive prevalence

rates are presently available, Training of trainers and service providers
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has exceeded the targets. The MOH has bequn to use the mass media to
provide general information on family health. Community seminars have not
yet been organi:zed.

2,34 Despite a promising start, the prograsm has experienced
difficulties which have important ioplications for future child spacing
plans, These difficulties have reduced the effectiveness of the health care
delivery system and relate to the inadequacy of tacilities, supplies and
logistics probleas and lack of a good repurting system. Facilities to
provide child spacing services in Lilongwe have been totally unsatisfactory,
Services are pravided at a run down facility that is heavily overcrowded.
The rapid and unforeseen growth in demand has resulted in a severe shortage
of contraceptive supplie . The principal problems to date have been limited
knowledge of possible demand and a lack of coordination between MOH
headquarters in Lilongwe, which orders cosmodities, and the Central Medical
Stores (CMS), which handles customs clearance, storage, and distribution of
contraceptives. Demand has also been difficult to project since child
Spacing services have onlv recently become available and the HOH has no
previous experience. The other major problem at present is the lack of a
good data collection and record systen. Forams for information on child
spacing users .re still under development., The program urgently needs a
simple data collection record system that can be used by both Government and
PHAM hospitals.

2.35 Primary Health Care (PHC). Following national seminars in 1978

the HDH began implementation of PHC, on a pilot basis, in three districts.

The PHC approach adopted by Malawi consists of training district area and
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health center staff in concepts, community sensitization and the
establishment of village health committees (VHC). VHC's are responsible for
initiating PHC activities at the community level, An evaluaticn of these

v activities undertaken in 1982 revealed a number of wealnesses i1 the
approach. Consequently, the program was revised significantly and PHC
activities were begun in a phased manner in 1983. In the first phase, PHC
activities were to be conceitrated in three districts. The MOH was able to
cover nine districts by mid-1985 and other districts are eager to implement
the PHC program. Ir the face of such interest the MOH undertool another
evaluation of the program in 1985. The evaluation concluded that the PHC
approach in Malawi is appropriately cautious and is educatior intensive.
PHC activities are introduced into an area only after village health
committees {VHC) have been formed and trained., The evaluation found that
VHCs interacted well with health workers in their respective areas. Health
workers visited VHCs on a monthly basis and the quality of the supervision
was good. The provision of bicycles at the health center level cansiderably
facilitated supervisory activities. The MOH has concluded that one health
worker can effectively supervise 3 VHCs. Participation of communities was
good and an undercstanding and acceptance of the concept of self reljance Was
developing., There was adequate intersectoral planning and implementation.
It concluded that the education intensive approach adopted by Malawi is
providing a solid base for nationwide expansion. The evaluation was unable
to assess the impact of the PHC program because of the short inplementation
period,

2,36 Though the PHC program is making gains the evaluation identified



three major problem areas: transport; pressure of work; and tontinuing
education, Area teams and VHCs felt that there was poor supervision from the
district level because district teams lacked transport. In addition to
strengthening the mobility of district teams the evaluation recommended
continued use of bicycles and motorcycles at the area and village levels so
as to facilitate further the implementation of tield activities. Area teams
were expected to cover large areas and hence the pressure of work was
significant. Steps needed to be taken to reduce the work load of area teams
through perhaps introduction of extension assistants or part tisme workers at
the village level. The evaluation recommended strengthening continuing
education programs for district PHC teams, area teams, health workers and

village health committees.

r

37 Communicable Disease Proqram. Tuberculgsis control activities

consist of case finding, treatment and prevention through BCE vaccinations,
These activities are undertaken in hospitals and a few urban clinics, There
is little knowledge of the extent, severity and distribution of the
tuberculosis probles. A nationwide tuberculosis control program does nnt
exist, Malaria prevention activities consist of prophylactic use of
antisalaria drugs and dosicilliary treatment of malaria cases. No vector
control activities are undertaken. Malaria prevention activities are
integrated into the health sector. Chloroquine has been the drug of choice
but there 1s increasing resistance to the drug. In some districts
chloroquine resistance is as high as 40%. As a result the program plans to
use amadiaquine faor chlorogquine resistant cases. Schistosomiasis is

prevalent 1n the lake shore area, the Shire valley and highlands and in the
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ceﬁtral plateau. It is rare or absent in the mountains above 1500 aetres,
Schistosomiasis control activities are currently limited to the lake shore
areas where spraying with molluscicides is undertaken, Diagnosis and
treatment of cases at health centers is unsatisfactory primarily due to
inadequate training of health staff and lack of equipment and supplies.,

2,38 Health Expenditures and External Assistance. Government resources

tinance a large proportion of the MOHs recurrent budget., the MOHs recurrent
budget rose from KI18.7 million in 1981/82 to an estimated K30.4 million in
1985/86 (Annex 1, Table 7). About 6B8% or K19.3 aillion came from the
Treasury. The remaining 32% is expected to come from fees (4%) and external
sources (28%), Between 1981/82 and 1985/86 non-treasury support for the
recurrent budget ha ranged between 19% and 32%. Support for drugs and
sedical personnel cover a large proportion of external support. Annex 1,
Table B shows that revenue froa fees have not kept pace with the growth of
health expenditure. Between 1975/76 znd 1984/85 revenue from fees as a
percent of gross MOH expenditure in constant prices, declined from 4.4% to
2,8%. It is expected that tollowing revision of fee schedules, revenua froa
tces would rise to 4,37 of gross MOH expenditure in 1985/86. Health
expenditures cannot be broken dawn easily by programs, Annex 1, Table 9
shows actual MOH expenditure by activity category in 1985/84. Eighty-one
percent of the budjet 1s expected to be spent on hospitals and only &% on
preventive activities, Between 1976/77 and 1985/86 total MOH expenditure
has increased about five-fold with an average growth of 16.8% (annex 1,
Table 10), When expenditure is adjusted for inflation the MOH's budget has

st1ll increased by about iwo-fold with an average annual growth of 4.4%.
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Despite this growth the MOHs recurrent budget position is difficult and
expenditures have consistently exceeded approved budgets by about I5%. This
has been due, in part to inadequate budgeting {for pipeline projects and in
-part to lack of a comprehensive health plan and lack of budgetary controls,
:On.a per capita basis, health expenditures grew from K1.2 in 1975/76 to K4.3
in 1985/86 in current prices as from Kl.6 to K2.2 in constant prices.With
the preparation of the national health plan (paras 2.13-2,14) a more
realistic projection of incremental recurrent costs has been undertaken.

The incremental recurrent expenditures due to implementation of the first 5
years of the plan are expected to be ¥2.0 million at the end of the 5§ year
period. The project, which includes activities beginning in the first 3
years of the 5 year program, would have incremental recurrent costs of ¥2.,5
million. Financial problems have adversely affected the implementation of
earlier plans. The ceilings on the recurrent budget have limited the size
of the development budget. The MOM would need an additional K6.03 million
“in the recurrent budget in crder to edequately fund all ongoing and proposed
activities. A significant increase in treasury allocations is unlikely
during the plan’'s first five years. In view of the difficult financial
situation, the MOH has taken a number of steps to improve the financing of
the health services. Fees charged for private patients were revised in
1984. Other fee schedules for general patients were also revised. As a
result fee collection is expected to rise from KS70,000 in 1982/B3 (3.3% of
qgross MOH expenditure) to Kl.& million in 1985/B6 (or 4,3% of gross MOH
expenditure). It is projected that in 1990 income from fees will rise to

K5.3 aillion (4.B% of HOH expenditure). The other major area being pursued
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is improvement of the operational efficiency of the MOH. With the
restructuring of the CMS and the strengthening of the pharmaceutical sector
annual savings of K910,000 are expected, Other cost saving measures,
particularly with regard to hospital manaqement are being introduced.
Through improved efficiency of its operations the MOH expects to save K1,2
million in 1984 rising to K4.3 million by 1990,

2,39 The approved capital budget of the MOH, as a percent of total
government budget, increased from about 1.2% in 1977/78 to 4.8% in 1985/84.
Actual evpenditures in constant prices per capita increased from K0.19 in
1977/78 to K0.%é6 in 1983/84. The capital budget of the MOH for 1985/86

is estimated to be K7.5 million. Of thic K&6.3 million is externally
tinanced (Annex 1, Table 12). Only 15% of the capital budget is financed
from government resources. Underutilization is a prominent feature of the
capital budget though the situation has improved in recent years. Fron
1976/77 to 1983/84 underiapleaentation averaged 2B% ranging froe 42% in
1981/82 to 6% in 1983/84. Limitations of the recurrent budget and delays in
construction were the main constraints.

2,40 Income to PHAM is derived from government allocations, fees and
overseas donations. MOH contributions account for about 35%, fees 34% and
overseas donations for about 30% of its income. The total governsent
assistance to PHAM in 1984/B5 was about 117% of MOH expenditure. In 1965/86
K2.5 million (or 11%) of the MOH budget has been allocated. The MOH grant
supports (a) cost of Malawian staff employed by PHAM, and (b) cost of drugs
for TE, leprosy, sexually transmitted diseases and bilharzia., In addition

vaccines for immunization of the under-five population are provided free.



On the development side PHAM units have been built with {und; froe
agricultural development projects and external financing,

2,41 A number of donor agencies have been involved in the development
- of health services in Malawi. UNFFA, UNICEF and WHO support the HCH
broqram. UHNICEF and WHD also have ongoing programs which include support
for expanded program on immunization. primary health care, water and
sanitation, health manpower de?elopment and health management, The EDF has
financed replacement of 4 old district hospitals, The African Development
Bank has {financed the construction of 2 new hospitals and a number of rural
health centers. Bilateral assistance has been provided by some ten
governments including the United States of America, Federal Republic of
Germany, United Fingdom and Japan.

C. Sectoral lesues

2.42 The implications of rapid population growth have been discussed
earlier (paras 2.05-2.06), The rate of growth would slow in primarily three
wdyst unavoidably by a rise in mortality if there is no reduction in
fertility, by mass emigration, or by a significant fall in fertility,
Dbviously, an increase in mortality, already at a very high level, is
completely unacceptable. There is indeed a danger, however, that if
population growth outstrips the country's land resources, food supplies, and
ability to provide adequate health and education services, mortality may, in
fact, rise, Llarge-scale emigration to neighboring countries, all of which
are experiencing high rates of population grovth and eccnomic problens
themselves, is no longer an option. Though reducing fertility is the only

practical and important solution, analysis of population problems extends



beyond fertility, mortality and mxératzon. Population programs sust addres
issues such as women's development and literacy, health and education.

2,43 Fertility reduction on the scale required to alleviate the
problemns of population growth can only be achieved through understanding of
these problems by both the Government and the public, followed by the
development of appropriate population policies by the Government and their
iopleaentation through a nulti-sectoral family health program, The
Government does not support any direct reference to limiting family size,
and wishes families to preserve the right to have as many children as they
desire. The present policy consists of providing child spacing services to
those who want it, and to establish social and educational programs which
will develop awareness of the,problems of rapid population growth., The
objectives of the government are appropriate and fora the basis for the
developoert of a multi-sectoral tanily health progran.

2.44 The Government has made significant efforts to reduce the infant
and child mortality rates through increased accessibility and improved
quality of services. These efforts have been successful in parts of the
Southern Region where the IMR has dropped to around 75. 1In other parts of
the country, however, the Government's efforts have had linited ispact due
to a number of factors. First, an important factor in the high levels of
infant and child mortality is the inadequate targeting of select
interventions in the vulnerable age groups. This has resulted in a lack of
focus on priority activities. Secondly, aany family health and disease
control programs are still new and have not yet covered the whole country.

Health services are still not readily accessible in many rural areas of the



country; Shortages of drug supplies in remote health facilities are common,
Thirdly, a: new health programs have been implemented over the years, the
ranagement of the MOH has not evolved to respond to the thanging

. environment, Most decisions are highly centralized, There is little
‘E;ordination between health program units at the central level, and
consequently the effectiveress of service delivery suffers at operational
levels. The roles of the rezgional and district levels need to be clearly
defined, particularly in view of the dEvelopment of primary health care
prograss. Finally, areas such as financial planning, budgeting and manpawer
nanagement are poorly staffed and managed. The HOH consistently overspends
its recurrent budget due to insufficient financial planning and budgetary
controls. Hospital management is particularly weak. The absence of trained
hospital administrators and the severe overcrowding make hospitals highly
inefficient inslitutions often providing basic services at higher unit
costs.

2.45 Though nutrition activities are undertaken as part of the HMCH
program concerted attempts to address Malawi'‘s malnutrition problens have
not yet been made. An inter-ministerial nutrition cosmittee has been
established under the leadership of the Ministry of Agriculture but is
largely ineffective. The Government has thus far not accepted IDA
assistance to address the problems of malnutrition.

2.4¢4 Three major themes emerge from the preceeding sectoral analysis
namely: development and strengthening of a decentralized health system,
institution building for health and population, and, expansion of population

activities. The development and strengthening of a decentralized health
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system (with a strong focus on primary health care) would make basic health
care accessible in even some of the more remote rural areas. This focus on
village and community health at an appropriate level of sophistication is
sost cost effective and efficient given Malawi's stage of development, It
1s also the focus of disease prevention, nutrition and family health
activities., Institution development of the Ministry of Health and the
larger hospitals would improve efficiency through strengthening
organizational management, financial management and controls (including
efficiency improvements, cost saving seasures and cost recovery), planning
and budgeting and manpower development, Sectoral planning through
strengthening the epdd is part of the institution development objective.
Expansion of population activities would enable information on child spacing
to be discriminated to a larger audience and would result in demand
creation,

D. Role of the Bank

2.47 IDA has been i1nvolved in the health sector in Malawi since 1971
when the first Karonga Rural Development Project included a health
component. In all, ten agricultural projects have included health
Components with a total investment of about US$4.5 million. Inputs have
ranged from enlarging and nodernizing the Karonga Hospital to bilharzia
control programs and the development of sub-centers and health posts., In
1980 IDA undertook a health sector review, In late 1982 the Government
decided that, for purposes of tacilitating child spacing on health grounds,
child spacing services would be avajlable a4s an integral part of the MCH

Program. A child spacing component was therefore included in the first
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health project. Since this very cautious beginning, chi.d spacing services
have expanded steadily, and demand has been rising. As a result of the
changing environment the Government requested 1DA to undertake a populatioun

_Q ector review in 1984, The results of the review were discussed at a

inar held in Lilongwe and attended by senior Government officials.

2.48 The first IDA assisted health project began in 1983 and focused on
critical issues relating to planning and financing. The project’'s objective
is to make individual components of the health system more effective in
relating to the health needs of Malawians. Each of the five components
deals with major problems i&entified in the 1980 Health Sector Review: a
comprehensive, revised National Health Plan; improved systems of financial
accounting, health and service statistics, and an epidemiological survey and
de;elopuent of evaluation capacity; an improved planning and monitoring
capacity; an efficient, cost-effective system of pharmaceutical procurement
and distribution; the first phase of a national primary health care progran;
and the introduction of child spacing activities. The National Health Plan
has been completed. A Cosmunity Health Sciences Unit to improve aonitoring
capacity, undertake epideniological surveys and strengthen health statistics
collection is being established. Training of staff in biocheaistry,
nicrobiology and laboratory technology has been delayed because of
difficulties in obtaining admission into overseas universities. Substantial
progress has been made in the pharmaceutical component. CMS was established
as a distinct self-accounting unit with effect froc April 1, 19B4,
Facilities for manufacture of drugs at Blantyre are in use. Most primary

health care activities have been completed ahead of schedule, and in most
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cases agreed targets have been exceeded. The same situation prevails with
regard to child spacing activities under the project. The ongotng project
has eaphasized cost-effectiveness {through strengthening the CHS), cost
recovery (with the introduction of fees for sone categories of services
(para 2.38), stronger coamunity 1nvolvement (through the PHC prograas(para
2,35-36}, consolidation rather than expansion ot health facilities, and
institution building {through strengthening the planning process and
establishment of 1mproved systems of financial accounting). These
strategies are camprehensively reflected 1n the National Health Plan (paras
2.12-2.14), Lespite these achievements the project has lagged behind with

regard to civil works with the result that 1t has t.en extended by one year.
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111, THE PROJECT

—— e e s

A. Objectives and Design

3. 01 Following the appr~val ot the National Health Plan (1986-1995) by

3;Bovernnent the MOH prepared a detailed five-year implementation progranm

for the period 19686-1990. The program was submitted to 1DA and other dunors
tor funding. The appraisal mission recomnended a phased approach to funding

the tive-year program. The first phase would cover new activitics initiated

during the first three-years and the second phase would include activities
to be initlated>;uf;ng and beyond iﬁé“ne:t two-years of the progras. The
phased approach has been acopted in order to: (a) allow for a mid-term
evaluation of the five-year program; (b} enable the Government study
alternative ways of supporting medical education in Halawi; and (c)
deteraine the most cost-effeztive approach for providing the northern region
with referral hospital facilities. Consequently, the proposed project
covers activities to be initiated during the first three-years of the {ive-
year projram., The project description in this chapter includes all proposed
activities regardless of the source of tunding,
3.02 The objectives of the proposed project are to:
(i) improve hzalth status particularly of mothers and children through
expansion and strengthening of existing health progranms;
{ii) increase the availability and accessibility of a complete range of
thild spacing services;
(iii) strengtten the HOH's capacit, to plan, manage and evaluate health
services in the frameworh of a decentralized health system; and

(iv) design and implement a3 multisectoral famrily health program.
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3.03 The proposed project is a logical follow-up to the IDA assisted
first health project. It is designed to continue 1nstitution building
activities, to consolidate and expand priority programs such as priaary
health care and child spacing begun under the first project, and, to
introduce family health activities through a aultisectoral approach. The
project would achieve 1ts objectives through support for activities
inplesented through the MOH and other ministries. [he project would support
activities at the national, regional, district and peripheral levels
throughout the country through the MOH. At the peripheral level, activities
would focus on 1mproving coverage of health services; at the district level
activities would comprise: eanagement and support system strengthening,
provision of surgical contraception services, and strengthening of district
level referral services; at the regional level activities would focus on
nanagesent strengthening; at the national level activities would include:
danageaent and support systea strengthening, aanpower development, training
and IEC 1n family health, cosmunicable disease, and nutrition programss, and
urban family health services. As far as the introduction of tamily health
through a multisectoral approach is concerned the project would support:
IEC and training activities i1n functional literacy, women’ and youth
programs; development of 1EC campaigns on family health; and, development of
population planning and analytical capability.
3.04 The government has established the following targets for the five-
year period:

(1) reduction of IMR froe a national average of 151/1,000 to 100/]ive

births;



{tii) reduction of 1-4 mortality from 330/1000 to 210/1000) population;
(iii}) reduction of maternal eortality from 1671000 to 1071000 births;

n
and R

1. "’ .
/
(iv) achieve a contraceptive prevalence rate of 107, /

. ———mn
These tar ;:ts are achievable over a five-year perivd. However, the three-
year project period is too short a tiee to demonstrate impact, Hence a
nunber of process indicators will be utilized to mneasure progress. These
include immunization coverage, antenatal care, supervised deliveries, growth .

nonitoring and contraceptive prevalence (Annex 1, Table 13).

B. Summary Description

3.03 The project, to be implemented over a three-year period starting
January 1, 1987, consists of two parts: Part A, which comprises activit}es
to be undertaken by the Ministry of Health, und Part B, which comprises
eultisectoral family health activities to be coordinated by the Econonmic
Planning and Development Department, Office of the President and Cabinet,

3.06 Part A includes the following seven camponents:

(al Increased coveraqe of peripheral health services_and_strengthening

ot district health services (U5$14,3m)?, Support for expansion fo

the primary health care program from nine districts at present to
cover 15 districts (at the rate of three districts annually)
through training, material production, provision of equipment and
supplies for village health comnittees; construction, furnishing
and equipping of 26 new health centers and upgrading of six

existing health centers; and replacement of two existing district

' Totals in this paragraph exclude contingencies.
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hospitals and one general hospital.

Hanpower Development (US$1,2), Support to the MOH to replace an

existing enrolled nurses schocl ang tog expand its Capacity to 144
(from 120); assistance for the Construction, turnishing and
equipping of three regional leve) training facilities for in-
service training of about 1,000 health Workers annually; and gne
long-ters overseas tellowship in nanpower planning and analysijs,

Management and Support Systems (US$1.5m), Support to the HOH at

the national, regional and district levels for the Rdnagement of
health programs ang tor development of district level Planning
through technical assistance and in-service training courses;
annual workshops 1n adeinistration f;r all district hospital
adainistrators ang secretaries; annual workshops on plan
assessment; a study of the potential of expanding or revising
health insurance; provisjon of computers to the accounting sectjon
of the MOH ang major hocpitals wjth local training in invoicing
and budget management; support for baseline and follow up surveys
of health status, and evaluation studies; support for
pharmaceutical production, supply and distribution through
tonstruction, furnishinq and equipping a quality contro]
laboratory, expansion of facilities of the Central Medical Stores
in Lilongwe, construction, turnishing and equipping of
pharmaceutical depots at eight district hospitals, and local and
overseas training for pharmacists, pharmacy technicians and

assistants; provision of vehicles, equipment and supplies,
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Family Health (US$B.0m), Support {for strengthening the

maternal/child health program through tiechnical assistance,
training, Information, Education and Coamunications (1EC)
materials, vehicles and equipment; support for
introduction/strengthening the child spacing program through
orientation of all health statf, trainirg 900 service providers,
provision o contraceptive supplies; provision of child spacing
services in urban areas and surgical contraception unjts at sevpn
district hospitals by upyrading/replacing existing facilities, and
construction, equipping and furnishing of three new urban health
centers and replacing the family health unit in Lilongwe; support
for expan;ion of diarrheal disease program by technical
assistance, training health workers in oral rehydration therapy
and provision of oral rehydration salt packets; support for the
expanded program on immunization through lang term technical
assistance; in-service trajning courses, IEC materials, equipment,
supplies, vehicles and operating costs of the vehicles.

Disease Provention (US$2,9a). Support for the

introduction/strengthening of a national malaria coentrol program
through provision of short-term technical assistance, supplies,
and IEC materials; support for the bilharzia control program
through provision of equipment and training of health assistants;
support for the tuberculosis control program through provision of
equipment, supplies, vehicles, local and overseas training in

laboratory technology; support for expansion of the environmental
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health program through provision of equipment, vehicles, saterials
and local ard overseas training of health surveillance assistants,
health inspectors and public health officers,

Nutrition Activities (US$1.lm). Support for the development of

nutrition activities in the MOH and MOCS through technical
assistance, development of IEC naterials, training health workers,
womer ‘s groups and community development assistants to undertabe
nutritional surveillance, construction of fish ponds and
supplenentary feeding through women's groups for high risk women
and children in dystricts with extremely high infant mortality.

Project Management for Part A (US$0.5m), Support for a project

coordinator, architect, accountant, administrative assistant and
secretary including office equipment and supplies.
Part B includes the tollowing § components:

Functional Literacy and Women's Programs (US$1.4a), Support for

the Ministry of Comnunity Services for the introduction of family
health topics into the ongoing functional literacy and women's
programs; construction, equipment and furnishing of a regional
training center; support for praduction of IEC materials ang
overseas and local training,

Youth Programs (US$(,3m), Support to the Department of Youth for

development of training and educational programs in tamily health
aimed at young audiences through provision of equipment, IEC
materials and support for innovative activities,

Information, Education and Communication (US$0,4m), Support for




the development of natiaonwide IEC programs by the Information
Department through production of IEC materials, overseas training
and surveys and evaluation activities.

{d) Census Support (US$1.ém}. Support to the National Statistical

Organization for the completion of analysis of the 1987 census
through provision of equipnment, materials, long-term technical

assistance and local training.

(e) Population Planning Capability (U5$0.4n). Support to the Econonic 2&(
Planning and Development Department for establish population
planning capability through long-term technical assistance,
equipaent, shart-term fellowships and long~tern overseas training.

C. Detailed Description

Part A

Peripheral and District Level Health Services

3.08 This component would aim to increase coverage of peripheral health
services and to strengthen district health services. The project would
support the expansion of the PHC program from nine districts at present to
eighteen districts, at the rate of three districts per year. The pilot PHC
approach adopted by Malawi has been evaluated (para 2.38-2.39) and, with
suitable modifications, will be expanded to cover the entire nation.
Training VHS and health staif, provision of equipment and supplies,
increased supervisjion by health statf, and establishment of a referral
network are the elements of Malawi's PHC program. VHCs will continue to
undertake activities in sanitation and water maternal and child care and

treatment of common diseases. The MOH has recently decided to provide child
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spacing services through VHCs. This decision is highly significant since it
neans that education on child spacing and contraceptives will soon be
available at the grassroots levels throughout the country,

3.09 The project would support training activities for VHCs and health
staff. Training activities nould include: one day orientation workshops
for 10 senior officers per district; one day orientation seainars for 10
aenbers of each District Development Coraittee (DDC), | week seminar for
each district PHC teanm {comprising 5 persons), § day seminars for area PHC
teams (50 participants per district), and 1| week training of 66 VHCs
annually. A major effort would be made to have refresher training
activities for VHCs and health staff on a regular basis. The project would
support: 1 day refresher seminars for 20 DDC nenbers per district, 3 day
refresher training of each district PHC team, 3 day refresher training of
area, 50 FHC teams per district, and refresher courses for &6 VHCs per
district. The project would also support visits by health workers in ti
project areas to study the success and difficulties being faced in the
ieplementation of PHC. Area level PHC staff would visit areas within the
same district (I visits per district annually). District level PHC staff
would visit other districts where PHC activities are being implemented (1
visit in each reqion annually)., The project would support the provision of
396 drug kits for VHCs at the rate of one kit annually. To improve the
ability of health staff to supervise VHCs the project would provide 48
aotorcycles and 300 bicycles,

3.10 In each area where the PHC program is implemented there is a need

tor a health center capable of providing support for village level



activities and for acting as a referral tacility. There is a need to
upgrade 10 existing health facilities to health centers, Tnwenty-six new
health centers also need to be constructed during the project period. Each

ﬁhlalth center would enter for a population of 10,000 and would be 378sq.n in
area. The project would support these activities and also finance the
construction of three houses for 2 enrolled nurses and 1 clinical officer at
each new health center and one house at each spgraded health center.

Assurances would be sought from the Government during neqotiations that the

health centers would be adequately staffed by at_least one clinical officer

and two enrolled nurses once campleted (para ?7,03a). (para 7.03).

3.11 Health centers refer patients to district hospitals. In Malawi, a
number of district hospitals function in inadequate, old buildings.
Dccupation rates, however, are very high (Annex 1, Table 4}, Overcrowding is
routine. With the inplementation of PHC programs and the introduction of
child spacing services at the district level and below, the role aof the
district hospital has become even more crucial. The project would support
the replacement of existing hospitals at Zomba, Mzimba and Mulanje. No new
additional beds will be added at lomba. There will be 40 and 32 additional
beds at M:zimba and Mulanije respectively. Both these hospitals are heavily
utilized and their current bed strength is inadequate for the demand they
face. Furthermore, with the MOH's decision to provide surgical
contraception services at district hospitals (para 3.26) the need for
additianal beds is even greater. The total area in sq.m would be 9,072,
4,536 and 5,634 for lomba, Mzimba and Hulanji hospitals respectively.

Preliminary drawings were reviewed by the appraisal mission and
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reconmendations for moditications have been made (para 5.01), In addition
‘o replacement of the hospitals, provision is made for 25 and 20 staff
houses for key staff at Mulanje and Mzimba hospitals respectively whow:
presence near the huspitals 1s considered essential. No provision is made
for accommodation 1n Zomba which is considered to have ample private
accommodation. While Mulanje and Mzimba hospitals would be constructed on
new sites which have been required. Zamba hospital would be replaced on the
same si1te, this mill require construction in phases so as not to disrupt
hospital functions. Each hospital would be provided with 2 ambulances and 1
station wagon.

Manpower Development

$.12 The manpower development component of the project has three
objectives. The first objective is to strengthen the capacity of the MOH to
train enrolled nurses. The MOH proposes to replace dilapidated existing
facility in Zomba and to raise the output of enrolled nurses from 120 to
140.  This aodest increase in output is adequate give. the availability of
enrolled nurses trained by PHAM (para 2.24). However, training at PHAM
tacilities is not unifora. Curricula vary by institution as does the period
ot training. Examination and certitying procedures also vary. Training in
child spacing also varies considerably. Some mission institutions do not
provade training 1in pronyIQn of child spacing services. Nurses from these
institutions would be given additional training by the MOH (para 3.24),

During negotiations assurances wauld be sought from the Government that a

standard examination be introduced for all enrolled nurses by Deceamber 3{,

198B (para 7.0%h),




- 45 -

3.13 The project would support the construction, furnishing and
equipping of one school for enrolled nurses at Zomba with a capacity for 140
students. The project would also support the provision of hostel

.
POV

§!§c01nodation tor the students and a warden's flat. The new tacilities,
3,923sq.m in area, would be constructed near the Zomba General Hospital, at
a site already acquired for the purpose., Sketch drawings have been reviewed
and reconmendations for modifications have been made (para 5.01),
J.14 The second objective is to establish a capability for the HOH to
undertake in-service training of its workers reqularly, In-service training
activities are currently undertaken depending upon the needs of a particular
program and upon the availability of scarce facilities (para 2.28). The
project would support the construction, furnishing and equipping of three
regional level training facilities of about 400sq.m area each and are house
for the resident caretaker to undertake in-service training of about 1,000
health workers annually. These facilities would be available to all MOH
programs for in-service training. Courses to be undertaken at these
tacilities are described under the respective MOH program. The objective js
to utilize the facilities B5% of the time though during the first three
years utilization rates are likely to be 95%. Sites have been identified
and are being acquired. Sketch drawings have been reviewed and considered
satisfactory. To ensure satisfactory scheduling of training activities
better coordination between MOH programs and training officers wil] be

essential., Durinqg negotiations assurances would he sought from the

Bovernment that a training officer would be appointed, to coordinate in-

service training activities, by June 30, 1987; and that annual in-service
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training plans would be cubmitted to IDA for review and comment by December

31, 1987 and annually thereafter (para 7.03c).

”3.15 The third objective is to develop the analytical capability of the

PPlanninq Unit of the MOH to undertake manpower planning and analysis, The
project would support the overseas training in manpower planning of one
staff meaber of the Planning Unit, The question of the development of
medical education in the country has been under discussion for sometime.
The MOH is currently studying alternative ways to provide medical education
in Malawi (para 2.27), 1t is important that the strategy tinally chosen be

affordable. Qssurances would be sought from the Government that, before a

decision is made on building a medical school, IDA would be fully consul ted

(para 7.03d}.

Management and Support Systems

J3.16 This component would aim to strengthen the management of health
services at the national, regional and district levels by instructing the
MOH and by improving systems and procedures. At the national level a review
of the MOH by the Malawi Civil Service Review Commission has revealed the
need to revise the organizational structure to make it nore responsive to
the changing needs of the health sector (para 2,22-2.24), Restructuring of
the MOH headquarters would require {unctional realignment of departments,
creation of a manpower coordination unit, and abolition of one layer of

authority in the administrative branch (Chart 2). A_condition of

neqotjations will be that the Government bring tg negotiations a well

defined position and plan reqarding reorganization_of the MOH for review and

comment by IDA.
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3.17 Detailed management studies of each unit of the health care
delivery system have been completed by the Malawi Civil Service Review
Commission. The project would continue the process of strengthening the
fanagement of the MOH by developing unit and job descriptions. To assist
with these studies the project would provide ane short-term consultant for
four sonths, Following finalization of unit and job functions workshops
will be held to undertake the management training of health staff at the
nationel, regional and district levels. The project would support one
annual workshop at the national level for heads of units and prograa
managers. This workshop would have 25 participants and would last 5 days.
Three Regional and district level workshops will be held annually for
sanageaent training of middle level health staff. Each workshop would have
20 participants and would last 10 days. One short-term consult. i1t for 4
sonths would be hired to develop the training programs. The project waould
also support study tours of 1 nonth duration to neighbaring countries for
senior and siddle level officials at the rate of 3 annually.

3.18 The project would support the establishment of a regional health
team in each of the country's three regions., The regional health teas would
support and supervise the health services of the region. The regional
health team would comprise a Regional Medical Dfficer (team leader),
regional nursing afficer, regional MCH coordinator and a regional public
health inspector. The project would support the appointment of three
regional medical officer and three regional nursing officers. Each regional

health team would be provided with a vehicle and driver. The creation of

the positions of three regional nedicgl officers and three regional aursing
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ptficers would be a condition of effectiveness (para 7.02b).

3. 19 A major area of interest has been the sanagement and
administration of hospitals, Detailed studies of the two central hospitals
lhave been cerried out and a series of recommendations have been made to
inprove overall efficiency, These studies have estimated that up to 407 of
non-personnel costs at the hospitals can be saved through better management.
The project would support annual workshops in hospital management and
administration for all hospital secretaries and adeinistrators in Malawij.

The development of an implementation plan of the cost saving measures

satisfactory to IDA would be a condition of neqotiations (para 7.01hb).

J3.20 Through the first 1DA assisted project the Planning Unit was
expanded and & new posts were established., With the development a national
health plan (para 2.13) and training in planning for senior Planning Unit
officials, the MOH has been developing an increased ability to plan and
evaluate programs. The Planning Unit has evolved into an effective
organization. The project would support the MOH's efforts to further
inprove its planning capability, Through increased emphasis on
decentralization the MOH proposes to strengthen district level planning
capability. A senior international health planner has been appointed and is
expected to begin training district level staff in June 1986. The project
will provide for one long-term and one short-term training course in health
planning., The project would support one workshop annually for § days for 20
senior officials to assess implementation of the plan and to recommend
sodifications in strategy. A study of the impact of fees charged on

utilization of services and on the potential for health insurance would be
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undertaken by the Planning Unit. Teras of reference for the proposed study
have been finaliced. The project would support this study through the
provision of a short-ters consultant for one month.

3.21 A review of the system of financial accountiny of the MOH has bewun
completed. The office of the Chief ficcountant has neen restructured ant¢ a
revised system of financial accounting 15 being implemented. The pregect
would support the strengthening of the accounting section through the
appointeent at MOH of an accountant to head the budget section. At the
district level the project would support the appointment of an assistant
accountant 1n each district. The project would also obtain four coaputers
to improve financial accounting. One computer would be used at MOH
headquarters and the remaining three would be used at the major hospitals in

Blantyre, Lilongwe and lomba. The creation of the positions of one budget

section head at_the MOH and 24 assistant acciuntants at the district level

would be a_condition of project effectiveness (para 7.02c).

3.22 Nith the establishment of a Coasmunity Health Services Unit in 1984
the MOH began to develop a capacity to undertake survey and evaluation
activities. The project would Lupport the MOH's efforts to further
strengthen 1ts monitoring and evaluation capability. A baseline health
status and utilization study would be undertaken in the first year of the
project. The survey would be repeated i1n the third year of the project.

The project would provide a short-term consultant for one month in the first
and third years to assist with study design and fi1eld work. [n addition,
the project would provide for 1spact studies of specific prograss to be

undertaken annually.



3.23 Efforts to improve the effectiveness and efficiency of the
nharsaceutical system were begun in 1983 (para 2.25). The HOH proposes to
j.hu’thm' strengthen the phirmaceutical system by decentralization down to the

;di‘trlct level. The project would support these efforts through expansion
of the Central medical Officers, Lilongwe, the establichment of a quality
control laboratory, and, the renovation of pharmaceutical depots at eight
district hospitals including furniture and equipment, The project would
provide short-term consultants for 1| sonth duration each to finalize drug
legislation, review production procedures at CHS, and review quality control
procedures; and, one lang-term consultant for 24 months to computerize CHS
operations, The project would support two seminars of one week duration for
20 pharsacy assistants in the scope and functions of the revised CNS. Five-
day sesinars for 30 drug prescriber per seminar would be held at the rate of
two seminars annually., The project would support long- and short-teras
overseas training in drug inspection, drug administration, quality control
and drug manufacture.

Family Health

J.24 This component includes support for (a) maternal and child heal th;
{b) child spacing; (c) diarrheal discases; (d) expanded progran for
imauntzation; and (e) health education.

3.23 The MCH program is hampered by poor and inadequate transport, lack
of IEC materials and shortage of drugs (para 2.32), The project would
support the replacement of 27 vehicles at the regional and district levels.
These vehicles would be used for supervision of services at static

facilities and for the provision of mobile services., The project would



support a short-term consultant for one month to assist with the devel opment
of an integrated course in family health which would be given to 180 health
workers (90 EN, 15 MA, 43 RN and 30 C0O's} annually. In-service training in
priority diseases (diarrhea, malaria, respiratory illness, measles and,
nutritional deficiency}l would also be held annually for a total of 900
health warkers (EN, MA, RN and COs)., The project would support the
development of an MCH manual for use by health workers in MOH and PHAM
units, and the printing of 1EC and training materials developed for the MCH
progras. It would also provide drugs for 1,100 MCH centers and 639
Antenatal clinics.,

3.26 The rapid developaent of child spacing has led the MOH to increase
the range of services offered and to make services available mare widel'y
(para 2.35). The project would support the developaent of: surgical
contraception services at district hospitals, urban tamily health services,
training of health staff, TBAs and VHCs in child spacing, and IEC materials
for child spacing. It would also support the construction, furnishing and
equipping of surgical contraception units at seven district hospitals. In
addition, the three hospitals to be replaced (para 3.11) would alsa praovide
surgical contraception services. Designs for the units have been appraved
and list of furniture and equipment finalized. The project provides a
short-term consultant for one month to review training plans for surgical
contraception and to develop a system for quality control. The MOH
envisages quality control at district hospitals to be the responsibility of
obstetricians and gynecologist at the two central and one genera] hospital,

With i1ncreasing desand foar child spacing services in urban areas there is a



L

)

hl

- 52 -

need to provide adequate facilities (para 2.24). 1The project wuuld sapport
the construction, furnishing at equipping of an urban family health unit in
Fjlungue, three health centers in Blantyre and Lilongwe, and upgrading two
;listlnq health centers in Blantyre and Lilongwe. Designs have been
reviewed and modifications have been -suggested for the tamily health unit in
Lilongwe (para 5.01)., The project would support the training of 20
trainers, 10 tutors, 475 nurse midwives and enrolled nurses, 225 clinical
otficers and medical assistants in child spacing activities; the orientation
of 1,440 health personnel and 1,500 DDCD and VHCs 1n child spacing, IEC
naterials and cuntraceptive supplies would be provided by the project, The
project would support the appointment of six clinical officers and one

enrolled nurses to the urban family health clinics, During neqotiations

assurances would be sought thit six clinical officers and 16 enrolled nurses

would be appointed to the urban clinics once completed {para 7.03e).

3.27 The project would support the training of TBAs in child spacing.
Four courses, each for 15 TBA trainers, will be undertalken during the first
two years of the project. (A TBA trainer is an EN posted at a health center
and trains about S TBAs in her area annually.) About 250 TBAs would be
trained per year in child spacing,

3.28 The objectives of the diarrheal disease program are to reduce
attributable morbidity and wortality among children unoger five years of age,
The project would provide a short-term consultant for one month to review
the introduction of oral rehydration therapy topics into the curricula of
nursing schools and the school for health sciences., The project would

support the increased use of Qral Rehydration Salt (DRS) packets by health



workers. Five million ORS packets would be financed through the project.
All MCH/PHC personnel, &65% of TRA's and b5% of VHCs in each district will be
trained 1n oral rehydration therapy., These training activities will be
integrated 1nto: The Family Health courses (para 3.25); the TBA courses
{para 3.27); and VHC training courses (para 3.09)., All in-service training
activities will 1nclude oral rehydration therapy. The project would support
the design and printing of 3 posters.

3.29 The objective of the expanded program for immunication is to
reduce morbidity and aortality from measles, pertussis, tetanus, diphtheria,
tuberculosis and poliomyelitis, among children under the age of 5 years. To
achieve this objective the EPl aims to increase the coverage of fully
tmmunized children from S5% at present to B0X. It would provide equipnent
tor strengthening of the cold chain, transport, materials and supplies,
training and technical assistance. The project would provide office
equipsent and a computer for the EPI] head office 27 cold chain tool kits,
245 refrigerators and supplies, 3 cold boxes, 500 vaccine carriers and 400
steri1ilzers would be provided to strengthen the cold chain. Twenty-nine 4-
wheel vehicles would be provided at the national, regional, and district
levels. Twenty-four ootorcycles and 450 bicycles would be provided for the
peripheral level., Two boats would be provided to reach communities alaong
Lake Malawi. The project would provide oaterials and supplies needed for
the EFIl 1ncluding kerosene for refrigerators, record forms, vaccines,
needles and posters, Training of 48 district staff in EP! canagement will
be undertaken 1n the first year of the project. A refresner workshop is

planned for 1989, Training of 24 district level cold chain technicians is
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planned for the first and third year of the project, An EP] status survey
is provided for in the first and third year of the project. The project
would support the salaries of une copy typist and one clerical officer and
ggﬁ;foparation and maintenance costs of the vehicles and boats,

3.30 The health education unit would be expected to play a bey role
during implementation of the National Health Plan through the preparation
and production of the IEC materials required by various health prograes,

The unit would produce posters, pamphlets and booklets needed for the MCH,
child spacing and distribution programs. EPI or field testing of aaterials
is underway. In addition, the health education unit %ill work closely with
the Information Department in the development of a national IEC progran
{para 3.43). Long-term technical assistance has been provided to the health
education unit and a work plan is being developed. The project would
support the MOH's efforts to strengthen the health education unit through
provision of equipment, materials and supplies, four 4-wheel drive vehicles
and 24 motorcycles, overseas training in graphic arts, health education and
journalism, and local training for conmunity leaders,

Disease Preventian

3.31 This component includes support for (a) malaria, (b)
schistosomiasis; {c) tuberculosis; and (d) environmental health programs,
J3.32 The objectives of the malaria program are to reduce attributable
nortality and morbidity among all segments of the population at risk
especially children under five., Malaria prevention activities are
integrated into health care services. Major vector control activities do

not exist and are currently not proposed. The strategy adopted by Malawi is



to make anti-malarial drugs widely available, to treat malaria early and as
tar as possible 1n a domiciliary situation., This strateqy, approved by WHD,
is considered appropriate for African countries. Chloroquine has been the
drug of choice but, in view of 1ncreasing resistance amodiaquine is also
being used. Drug resistance is as high as 40% in some districts. The
project would provide a short-term consultant for one month to review the
introduction of malaria control topics into the curricula of nursing schools
and the School for Health Sciences. The project would support the
procuresent of anti-malariai drugs (9.3 si1llion tablets of chloroquine,
three million tablets of amodiaquine, 927 kg. of chloroguine powder, and 09
kg. of amodiaquine powder), and IEC materials for the program.

3.33 The objective of the bilharzia control program is to reduce
attributable morbidity by S0% in children and by 75% in adults. Bilharzia
control activities comprise diragnosis and treatment of cases at health
facilities, education on bilharzia in Ccoeaunities, primary and secondary
schools, parasitology training of health protessionals; and environaental
control (spraying with molluscicide) by special teams in the lake share
area, The project would support the bilharzia program through the provision
of laboratory equipaent at all health centers, vector caontro) equipeent in
all district hospitals and, S courses of | week duration each to train all
health assistants in the diagnosis of bilharzia. The educational aspects of
the program waould be developed by the health education unit {para 3.301,
3.34 Tuberculosis control activities consist of case finding, treataent
and prevention through BCG vaccinations. These activities are integrated

into health care services. The Program is constrained by a lack of
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knowledge of the magnitude of the tuberculosis problem nationwide,
inadequate training of health workers, lack of equipment and supplies, and
.poor supervision by regional tuberculosis coordinators and district health
éé;;kstints in-charge of the tuberculosis program. The project would provide
microscopes, slides, drugs and reagents to all district hospitals, three
four-wheel drive vehicles and 10 motorcycies. The project would support a
national prevalence survey to establish the extent of the tuberculosis
problen. Overseas training undertaken under the project would include one
fellowship for laboratory technigues and two study tours to neighboring
countries. Two orientation seminars of community leaders (2 days duration
and 25 participants each) would be undertaken annually.

J3.39 Following successful pilot projects to improve rural sanitation
and provide safe water supplies the MOH plans to expand its environmental
health program. The project would provide equipment and supplies for the
construction of latrines and wells at demonstration sites in all 24
districts, three seven-ton vehicles and four long wheel-based pick ups for
transport of supplies throughout the country, The project would strengthen
regional and district level supervision of environmental health activities
through provision of one four-wheel drive vehicle and nine motorcycles.
Local training activities to be undertaken under the project include
training 60 health surveillance assistants for | week duration annually,
refresher courses for 5 days duration for 100 health inspectors and 160
health assistants annually, training of 10 health inspectors, and 5 day
training 1,000 VHCs annually, The project would support the overseas

training of three senior public health officers at a degree level and three
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public health officers at a post graduate diploma level.

Nutrition

3.37 New initiatives in nutrition are being established by the MOH with
the participation of the MOCS to deal with the problem of malnutrition angd
the consequent impact on infant and child wortality. The tollowing
activities are proposed to be undertaken: nutrition éducation through MOH
and ROCS, training women's groups to undertake nutrition surveillance,
introduction of fish ponds to provide protein for mothers and children at
the village level, and strengthen growth surveillance at health clinics and
enphasis on supplesentary feeding of high risk groups. The project would
suppart the development and production of flip charts, posters and post
literacy booklets for use by the MOH through health clinics and by the MOCS
through the functional literacy and women's programs. The project would
support the training of community development assistants (CDA) in nutrition
and would include training in nutritional surveillance, These train..,
activities would be integrated into the 4-week refresher course on family
health to be held at each of the 3 regional training centers twice yearly
{para 3.3%). CDAs would then train women's groups in nutrition, Health
Workers would be trained in nutrition as part of the family health training
program (para 3.23). Finally, the project would support the construction of
tish ponds in 150 village communities. Fish from those ponds would provide
nuch needed protein for mothers and children. Technical assistance for
constructing and running the fish ponds would be provided by the Departaent
of Fisheries, which has had considerable success in small scale fish funding

in southern Malawi, To develop nutrition activities further, particularly
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with the Ministry of Agricullure, the project will provide a shurt-tlernm

consultant for two months,

Part B
3.38 The 1977 Population Census revealed that 82.2% of the population

of all ages was still illiterate, Of these, 77.5% were in the economically
productive age of 15 and above. The widespread illiteracy in rural areas
has constituted vne of the major limitations in enhancing the pace of rural
development. The Guvernment has therefore sel itseld the target of
achieving two million literale by 1990, Their strategyy will be carried out
largely through adult literacy classes held at the variuus functional
literacy centers. This program has not dealt directly with matters of
population education to-dale, No direct matters pertaining to population
education such as family health are covered {n the various curricula or
reading materials., The emphasis of the Functional Literary component in the
proposed project will be tu introduce written/pictorial materials relating
to faaily health into functiovnal and women's progranms,

3.39 The primary objective of this component {s to achieve the rapid
dissenination of messages regarding family health to both the rural and
urban pupulation. Though child spacing topics will have priority, nutrition
and maternal and child health services will also be tovered. Through that
strategy, it is expected that the demand for child spacing and family health
services will be stimulated. Linked to this objective is the related goal
to blanket all adult literacy centers and make available to all grassroots

workers, simple and relevant information relating to family health., The



target audience will be the large and growing number of illiterates, both
men and women, field workers, youth, i1n both urban and rural areas. The
project would support the development and production of IEC aaterials on
family health topics for use i1n the functional literacy and women's
programs. These materials include literacy pioneers, post literacy
booklets, family health booklets, posters, and flip charts. The MOH would
review all materials produced by the MOCS., The HOCS has the capability to
design and produce 1EC materials. Training activities, undertaken under the
project, include:

(1) a six-week training course on family health education for MPs
to be held once a year for 20 persons;

(i1) a four-week refresher course for CDAs on tamily health to be
held twice yearly with 30 participants at each of the three
Regional Training Centers;

(1ii) a three-week refresher course for Home Craft Workers (HCW) on
tamily health to be held every quarter with 30 participants
at each of the three Regional Training Center. All HCNs are
female and engage in grassroots activities, They are used
tor training and establishing various women's prograass,

There are approximately 1,000 HCWs. They organize about
6,885 rural women's groups which have an outreach of
approximately 137,700 women from the comnaunity;

(iv) a two-weeb refresher course on tamily health for local wonen
leaders (30 participants per course) to be held twice every

quarter at each of the three Regional Training Centers;
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(v} a three-weel basic training course on family health to be
held twice a year for functional literacy instructors, This
course will comprise 30 instructors per course and will be
held at the three Regional Training Centers; and

(vi) a two-week course for literacy supervisors on child
spacing/family health issues, to be held once a year, The
course will comprise 30 supervisors and be held at the three
Regional Training Centers.

The project would support the construction, furnishing and equipping of a
training center for the Northern Reyion to enable the courses discussed
above be carried out regivnally, This center would serve the needs of the
HOCS. The project would support 10 study tours of 1 month duration by
planners and progranm managers from MOCS to study the operational aspects of
si@ilar successful programs in adult functional literacy and women's
activities in neighboring developing countries, During negotiations
assurances would be sought that the MOH establish a health education review
tosnittee chaired by the Deputy Chief Hedical Officer, with nembers from the
Hinistries of Health and Coamunity Services and the Information and Youth
Departments to approve 1EC nessages prepared by non-HOH agencies {para
7.03¢),

Youth Proqrams

3. 40 Youth under 19 years of age constitute 51% of the total
population. Of this, it is estimated that S7% are femaies living in the
rural areas. The Malawi Young Pioneers (HYP) program trains youth in a

nuaber of activities and a3 wide range of subject matter covering technical
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and non-technical areas is taught, However, issues related to tamily health
education are not included. The Malawi youth who are 1n the child bearing
age group are not adequately provided with information needed for their
tertility regulation., This inadvertently leads to unplanned pregnancies and
very often an increase in the drop out rate from school.

3.41 The objectives of the youth program component are to: provide MYP
natron/instructors/instructresses with knowledge related to family health
education which can be imparted to MYP youth; provide female MYP graduates
with knowledge related to tamily health education so as to prepare them for
responsible adulthcod; equip MYP graduates with sufficient knowledge and
skills that will enable them to infornally educate families and fellow youth
in their respective communities; and provide MYP graduates with technical
skills that will help thea meet the needs of their conmunities. The first
line audience will be the actual MYP workers,
natrons/instructors/instructresses,younq women and children,

3.42 The project would provide training programs as follows:

(1) a five-week training course on tamily health for 100 MYP
matrons, instructors and instructresses to be held once a
year at the MYP Central Training School;

(ii) a three-week basic training course in tamily health for 40
young women {(20-30 years) in the first year of the project,
for 120 young women in the third year of the project and a
three-weel refresher course in the second year of the project
tor B0 and 100 young women respectively; and

tiii) 4 three-week training course in tanily health for MYP female
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adolescents (15-20), There will be 12 courses a year with 50
girls in each course, These girls are expected to become
effective in familiarizing rural families with tamily health
issues,
The project would support the construction of 1) simple shelters attached to
existing dispensaries, These shelters would be used by MYF volunteers to
educate women coming to the dispensaries. The project would support the
provision of one sewing machine to each of 49 HYP youth clubs and one fish
pond in each of seven HMYP bases in the country for demonstration of
potential income generating activities to village communities,

Information, Education and Communication

3.43 The objectives of the [EC component are to: enhance receptivity
anong the people of Malawi to the concept of family health; and update
knowledge regarding family health among actuai service providers. The
target audience for these objectives are: the rural population, nen, women
and youth; local leaders and traditional authorities; urban population, men
and women and youth; and health service providers.

3.44 The 1EC component will be primarily concerned with the expanded
use of eass media in support of family health activities and the holding of
training/refresher workshops to further sensitize those already regarded as
health service providers and others associated with the content of media
nessages and multi-media use, The activitics will be implemented by the
Information Department, Dffice of the President and Cabinet. The MOM would
review the content of family health messages developed for use by the other

ministries (para 3.49), The project would support use of the mass media byt
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introduction of family health messages into the Chichewa paper, Hoaa Lathu,
to reach a monthly audience of 500,000; tamily health boards on long
distance buses; family health labels on match boxes; radiu prograas on
tamily health; and production of two filas of 20 minute duration annually,
The project would support overseas training of three lnformation lepartment
staff in graphics, audio-visual technigues and developnent communications.

Nationgl Statistical Office

3.45 There is increased awareness in Malawi about the problee posed by
rapid population growth. Prospects are good for further development of
population policies and programs, provided that a heightened awareness of
population problems can be maintained. To this end, the regular collection
and dissemination of demographic data are essential. Interest should be
naintained over the near future by the publication of the 1987 Family
Formation Survey financed by 1DA under the first health project. However,
undoubtedly the most important operation in this regard will be the
forthcoming 1987 census. Most of the costs of this census will be borne
directly by The Government, with some technical assistance and 2quipment to
be provided by UNFPA and 0DA. The project would enable the NSO to collect,
process, analyze and disseminate goad quality data in a timely and efficient
fanner and would improve its long-tern capabilities to generate data on
population trends in the future. The project would suppurt the provision
of: office equipment and materials for the census, training of NS0
personnel in data processing and analysis, long-tern consultant for 34
sonths in data processing, and the vehicle operation and maintenance costs

for undertaking the census.,
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Economic Planning_and Development Department

$.44 Econamic planning does not at present tale 1nto account the
.ieplications of population growth. HNational plans have not been developed,
Nk

%b;t when they are, should talp population issues into account. Specific and
detailed studies .ro required to assess fully the serious implications of
current population trends in relation to sucio-economic growth, The EPDD
being respunsible for national planning should have the capability tao
analyze the impact of populatian growth on econumic development, The
project would support the development af such capability 1n the Huean
Resources Unit of the EPDD. The project would provide a long-tero
consultant for 34 months ta help develop papulation planning capability,
The project would provide a computer, relevant software and office
equipaent. It would also support the uverscas training of two EPDD staff
for short-tere training and one EFDD staff for long-tern training 1n
population planning. As itg capability develons the LPDD would coordinate

eultisectaral family health activities in Malawi. A condition for

neqotistions would be the Government s agreee2nt in principle that the EFDD

would play a coordinating role for nultisectural family health activities

{para 7.0]c).
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IV. PRDJECT COSTS AND FINANCING

B, Costs
4,01 Total costs of the proposed project amount to K77.3 million or
US$42.9 million equivalent. Base costs are calculated at US$33.4 aillion
equivalent (78%) and contingencies at US$9.3 nillion equivalent (22%),
Foreign exchange costs account for US$17.5 million or 41% of total project
costs. Taxes and duties are negligible. Project costs by functional
category are summarized in Table 1 below, and details are praovided in Annex
3. Capital costs for civil works account for 47% of beee costs; turniture,
equipment, vehicles, supplies and materials for 26%; monitoring and research
activities 1%Z; technical assistance for 7%; training for 11%; and
incremental recurrent costs (salaries and allowances, building, equipaent
and vehicle operation and mnaintenance) for 8%,
4,02 Project costs have been estimated at Deceaber 1985 prices and will
be updated at negotiations. Civil works costs have been estimated on the
basis of the value of current Ministry of Works and Supplies contracts for
comparable buildings. Furniture and equipment lists have been drawn up and
ire being finalized. Project costs also fnclude provision for a total of 9%
tour-wheel vehicles, at a unit cost of about US$15,500 (on CIF basis) and
other vehicles (115 motorcycles, 750 bicycles, 2 boats) totalling about
US$363,600; 288.5 months of overseas training, at an average moninly cost of
about US$2,100; 214 months of long-term foreign technical assistance and 24
months of foreign short-tern technical assistance. Incremental salaries,
local training costs and operational and maintenance expenses are based on

current government scales and rates.
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4,03 The total project costs include an allowance of US$9.3 milljon
equivalent for contingencies. Physical contingencies have been assumed at
15% for civil works and J0% for vehicles and equipment, and comprise US$2.9
million equivalent (8% of base costs), The tollowing price contingencies
have been included: (3) on toreign exchange expenditures, 7.2% in 1986,
6.8% in 1987, 6.8 in 1968, and 7% in 1989; and (ii) on local cost
expenditures, 1% 1n 1986, 10% in 1987, 9% in 1988, and 9% in 1989. Price
contingencies account for US$4.5 sillion equivalent or 19% of base costs,
4,04 The foreign exchange companent of US$17.5 million equivalent is
based on estimates of 407 for civil works; 3B8% for furniture; 100% for
equipment; 1007 for technical assistance; and 100% for overseas training and
study tours. The incresental recurrent rosts involving foreign exchange
(3%) mainly cover equipsent and building maintenance and vehicle operation
and maintenance.

4,05 Project costs by expenditure catego}y are shown in Table 2.
Peripheral and district health services would absorb 42% of base costs;
manpower development 4%; strengthening management and support systeas 4%
tanily healtn programs 24%; disease prevention Programs 97%; development of
nutrition activities 3%; project management 1%; functional literacy and
women's programs 4%; youth programs 1%; IEC activities 1%; census support
5%; and development of population planning capability in EPDD 1%.

4.06 0f the total project costs of US$42.9 million, US$4.3 (10%) would
be financed by the Government, which would cover 3% of the recurrent costs

and 7% of the investment costs of the project. The remainder of investaent
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family health component and WHO in the management and support systeams

component.

Table 2: PROJECT COSTS BY EXPENDITURE CATEGORY
(Local Currency ‘000) (Uss *000) I Total
X foreidn  Base
Local  Forefsn Total Local  foreian  Total Exchange  Costs
1, INVESTIENT COSTS
As CIVIL WORKS 169112,6 100542, 261455.4  8,951,5 5:857.1 14,800, 4 10 4
B, FURNITIRE 11100,1  461.8 1,241.9 11,2 3877 97,8 38 k|
C+ MATERIALS 1491500 40523,9 64439,1  1,084.0 2,513.3 3:577.3 70 11
D. EQUIPHENT = 0750s7 49750.7 = 20839.3 24639.3 100 ]
€+ VEHICLES = 25794 29579.4 = D433 1A33. 100 4
Fo TECHNICAL ASSISTANCE = 083,77 4,063.7 = 2125746 2125746 100 7
G, DESIGN FEES 1,880.0 = 1,880,0 1,044,5 - 1044,5 - 3
H» MONITORING » RESEARCH o EVALUATION 5281 - 52841 293.4 A - 1
1, ACTIVITIES 86.4 -, B84 48,0 - 48.0 - 0
Jv TRAIRING 51914,9 - 51918,9 32072 - 3207.2 - 10
K+ OVERSEAS TRAINING = 11004.8 1,004.8 - 338.2  558.2 100 2
- Total IKVESIMENT COSIS 215393 281127,2 551668,5 15025906 151626.2 30,9250 ]| 92
11, RECURRENT COSTS
A+ SALARIES 4100 - 418,0 3433 - ML - 1
Bo VEHICLE OPERATION AND MAINTENANCE 87502 21460,2 3,335.3 750 1477,9 116893,0 80 §
C. EQUIPHENT MAINTERANCE 3140 2004 251,5 284 11,3 13947 80 0
D, BUILDING MAINTENANCE 12,0 439,88  551,9 82,2 244 3064 80 1
Total RECURRENT COSTS 1045602 31300,4 4,758.7 809.0 1,833.8 2/642.4 49 8
Total BASELINE CO5TS 261995,5 311427,7 601423.2 16,108.4 17,459.8 33,548, 4 32 100
Phsical Contingencies 2617,0 20578,2 5:193.3  1,453.9 1,431.2 2,005.1 50 9
Price Contingencies 618045 41849,7 110674,3  3:780,3 20705.4 4:485,7 42 19
Total PROJECT COSTS 36:417,0 38:873,7 77:290,7 219342.8 21,596,5 42,939,3 50 128
costs would all be financed from external sources. The prospective
bilateral cofinanciers include the Government of the Netherlands, 0DA, EEC,

UNICEF has expressed particular jinterest in parts of the

An 1DA Credit of US$15-20 million has been allocated for this

project, but this amount would be adjusted upward or downward depending upon
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the availability of external funds and the most attractive financing plan
tor the project. Table 3 presents project costs by financing source.
Discussions within the potential cofinanciers will continue after they have

received copies of the draft appraisal report.

Table 3: PROJECT COSTS BY FINANCING SOURCE
{US$ 000}

World Bank/
Other  Governaent

External of

1. Investaent Costs Sources Halami Total
A, Civil works 18705.8 1408.2 20114,0
B, Furniture 1317.2 0.0 1317.2
C. Materials 4259.1 0.0 4259.1
D. Equipaent 3328.4 0.7 L192,1
E. Vehicles 1723.1 0.0 2.1
F. Tech Assistance 2590.7 0.0 2490.7
6. Design Fees 1102.4 1.3 1178.7
H, Monitoring, Res & Eval 352.9 0.0 352,39
1. Activities 58.8 0.0 56.8
. Training 4067.3 0.0 4067.3
K. Overseas Training 612.3 0.0 617.3
Total Investaent Costs 38122.4 1504.2 39428.8
I1. Recurrent Costs

A, Salaries 11.3 420.4 4.7
B. Vehicle Op and Maint 509.1 1802.4 231,53
C. Equipaent Haintenance 8.2 173.4 179.6
D. Building Maintenance 0.0 387.7 381.7
Total Recurrent Costs 526.4 2783.9 3310.5

TOTAL PROJECT COSTS 38649.2 429.1 42939.3
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C. Procurenment

G

o 4,07 Procurement arrangements are suamarized in Table 4. At present,
¢
L g

fﬁhiie have been made on the assumption that the 1DA would finance all of the

[}

investment costs of the project. Should potential cofinanciers require
other procedures under parallel financing, the arrangements would be amended
when the cofinanciers’ financial participation is firm. 1t is expected that
42% of total project costs would be procured through international
competitive bidding (ICB), 27% through local competitive bidding, 6% through
other methods, and 257 not being subject to procurement. Separate civil
works contracts would be awarded for each of the district hospitals
lincluding accomaodation) after ICB as follows: HMulanje (US$2.0 million);
and Mzimba (US$2.9 million), Separate civil works contracts, after 1CB,
would also be awarded for: lomba Genera) Hospital and lomba School of
Nursing (US$5.1 million); and the urban family health unit at Kamuzu Central
Hospital, Lilongme (US$1.0 millfon}, Local firms bidding for these
contracts would receive a preference of 7.5%. The following civil works
which include 26 rural health centers with housing, three regional health
training centers, renovation of eight pharmaceutical depots, a quality
control laboratory, expansion of CHS facilities at Lilongwe, seven surgical
contraception units, three urban health centers, and a functional literacy
regional training center, are too small and scattered to attract firms fros
outside Malawi. These contracts would be awarded following comﬁetitive
bidding advertised locally and in accordance with procedures acceptable to
IDA. The rerainirg items of civil works (upgradlnq six eristing rural

health cenlers and associated housing, upgrading two existing urban health
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centers, 10 shelters and 157 fish ponds) would he by force account of the

Ministry of Works and Supplies.

Table 4: PROCUREMENT TABLE
(US$°000)

Procuresent Method

Project Eleaent ICB LCB Other N.A, Total

1. INVESTHENT CDSTS:

A. Civil works 11818.0 1219.5 1074.5 0.0 20114,0
B, Furniture 1182.2 0.0 150.0 0.0 1317.2
L. Materials 0.0 4259.1 0.0 0.0 425%.1
D. Equipaent 3202,1 0.0 1500 0.0 3352.1
E. Vehicles 1723.1 0.0 0.0 0.0 1723.1
F. Tech Assistance 0.0 0.0 0.0 2390.7 2590.7
6. Design Fees 0.0 0.0 11787 0.0 1176.7
H. Monitoring, Res & Eval 0.0 0.0 0.0 352.3 352,49
1. Activities 0.0 0.0 0.0 56.8 38.8
. Training 0.0 0.0 0.0 1067.3 4067,3
K. Overseas Training 0.0 0.0 e.0 811.3 17,3
Total Investaent Costs 17910.4  11476.8 2553.2 1686.6 39620.8
11, RECURRENT COSTS:

h. Salaries 0.0 0.0 0.0 317 31,7
B. Vehicle Dp and Maint 0.0 0.0 0.0 2311.5 PATE IS
C. Equipuent Maintenance 0.0 0.0 0.0 178.6 179.6
D. Buitding Maintenance 0.0 0.0 0.0 8.7 3877
Total Recurrent Costs 0.0 0.0 0.0 3310.5 3310.5
T0TAL PROJECT COSTS 179104 11478.8 2993.2  10997.1 42939.3

1 12 27 b 26 100
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4,08 Furniture and equipment would be grouped as far as possible into

.gontracts valued at US$100,000 or more, and would be procured through ICB.

i
aFE

g;;;'O‘ turniture or equipment valued at less than U53$20,000 weuld be
purchased by prudent shopping with at least three price quotations, provided
that the aggregate value of such purchases does not exceed US$300,006, The
vehicles would be procured as a package thrrugh 1CB. Suppliers ut vehicles
would be required to agree to maintain an adequate after-sales service and
an inventory of spare parts. Contracts {for materials and supplies required
for IEC activities would be awarded following competitive bidding advertised
locally and in accordance with procedures acceptable to IDA., Prudent
shopping with at least three price quotations would be used for
siscellaneous items of supplies and materials valued at less than US$10,000
provided that the aggregate value of such purchases does not exceed
Us$100,000,

4,09 All IDA-financed contracts to he procured through ICB would be
subject to prior IDA review, Other contracts would be subject to selective
post award revienw.

4,10 For all consultants employed for this project, qualifications,
experience and teras and conditions of employment would be satisfactory to
IDA, in accordance with the "Guide'ines for the Use of Consultants by World
Bank Borrowers and The World Bank as an Executing Agency® {August 1981),

D. Disbursements

4.11 Until agreement is reached on the proposed financing plan for the
project, it is impossible to indicate those items against which the 1DA

credit would be disbursed. It is therefore also impossible to indicate



those items for which full documentation would be required. However, for
items to be disbursed against statements of expenditure, documentation would
not be submitted for IDA review but would rather be kept in one location in
the Ministry of Finance for review by IDA supervision missions and for
annual audits (para, 4.12), In addition, it is impossible to base a
disburseaent protile on the implementation schedule for items to be financed
by IDA. However, an indicative schedule of disbursements is shown in Annex
1, Table 14. This is based on the actual disburcement profile of the Kenya
Integrated Rural Health and Family Planning Project, which is the sost
relevant disbursement profile as it relates to the only coapleted Bank/IDA-
assisted family health project in East=rn Africa. It is also the
disbursement profile used for the Botswana Family Health Project, which was
dppraved in 1984, It is expected that the credit would be fully disbursed
by 12 months after project completion.

E. Accounts and Audit

4,12 Project funds would be maintained in a separate account and would
channelled from the Ministry of Finance to the MOH for Part A and the EPDD
for Fart B and would be adeinistered by the respective Deputy Secretarjes.
Project financial records would be maintained by the Chiet Accountant, MOH
for Fart A and by the Chief Accountant, Office of the President and Cabinet
for Part b, The Office of the Chief Accountant, MOH would be strengthened
by the addition of an accountant solely for the project who would receive
training by IDA staff in 1DA's accounting, auditing and disbursement
procedures. The project would be subject to normal gavernaent accounting

and auditing procedures, which are considered satisfactory to IDA,
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V. PROJECT IMFLEMENTATION

A, Status of Project Preparation

#&;.pl The project was prepared by the MOH in collaboration with the HOS,

l‘EPDD, Intormation Department, Youth Department and National Statistical
Oftice. The National Health Plan (19B6-1995) and the IDA Fopulation Sector
Review provided the framework for project development. In addition, the MOH
was studied by the Malawi Civil Service Review Coomission and a new
organizational structure was recommended (para.2.24). Site plans, sketch
dravings and detailed working drawings for the district hospitals, rural
health centers, urban health centers, family health unit, school of nursing
and regional training facilities were reviewed by the appraisal mission, and
the required nodifications will be submitted to IDA for review shortly.
Working drawings, bills of quantity and tender documents for all contracts
to be evecuted through ICB would be finalized before negotiations,
Confirmation was received that all required sites were acquired. Detailed
survey work for the upgrading of rural and urban health centers has been
conmissioned to consultants and is expected to be completed by September
1986, Equipment lists were reviewed by the appraisal mission and were
considered satisfactory. Implementation plans for MOH and non-MOH programs
have been drawn up. Terns of reference for studies and technical assistance
have been finalized. Discussions are underway with prospective donors to
finalize the financing plan, Meetings are planned with donors after the
report is discussed with the Government,

B. Organizatinn and Management

5.02 The Principal Secretary, MOH would have overall responsibility for


http:para.2.24
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implemnentation of Part A, while the Deputy Secretary, EPDD would have
overall responsibility for coordination of Part B of the project. The
project 1s expected to start on January 1, 1987, and be completed by
December 31, 1989. The closing date for the project would be Deceaber 31,
1990, For Fart A, a full time project coordinator, accountable to the
Principal Secretary MDH, would be appointed. The project coordinator would
be assisted by an accountant, an administrative assistant and a secretary,
For Part B, the head of the Human Resources Unit EPDD will function as the
project coordinator. Two coordinating committees, for Parts A and §, would
be established. For Part A, the Principal Secretary, MOH will chair ¢
coordinating committee whose members would include the Deputy Secretary,
CHO, DCMD, Chief Nursing Officer, Chief Health Flanning Dfficer, Chief
Accountant and the Project Coordinator. Representatives of other MOH units
would be co-opted to the committee as necessary. The coordinating committee
would meet every month to discuss the implementation ~fF Part A of the
project. For Part B, the Deputy Secretary, EPDD would chair a coordinating
comnittee whose members would include the Principal Economist, Principal
Planning Officer MCS, Adaministrator or representative Departaent of Yough,
Chief Information Officer, Commissioner NSO, DCMD and the head of the Human
Resources Unit. The coordinating committee would meet every asonth to
discuss 1mplementation of Part B of the project. A condition of

neqotiations wov.d be the appointment of a Project Coordinator, whose

qualifications and experience are satisfactory to IDA, for Part A of the

project f{para 7.01d).

3.03 The Principal Secretary, MOWS would be responsible for the civil
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works program. An architect would be appointed in the NOH's Planning Unit
but accountable to the Project Coordinator to assist the HMOWS in
plelentxng the civi! works program. The production of architectural

1&1

drawings for the project would be managed by the MOWS, which would also

coordinate the quantity surveying and mechanical, electrical, structural and
civil engineering inputs of design work., Since the HOWS is not adequately
staffed to handle these tunctions, maximum use would be made of consultants,

A condition of effectiveness would be the appointment of an architect, whoce

qualitications_and experience are saii-{1ctory to IDA, to the Planning Unit

of the HOH (para 7.02d).

9.04 Procurenent of furniture, equipment and supplies, and recruitment
of consultants for both parts of the project would Le undertaken by the
Planning Unit, MOM under the supervision of the respective project
coordinators. The Planning Unit has the capability to undertake procurement
efficiently.

5.05 Responsibility for implementation of each component undertaken
under Part A cf the project would rest with the applicable section of the
MOH - the Deputy Secretary for manpower development and management and
support systems, the Assistant Chief Medical Officer (Family Health) for the
Primary Health Care, Family Health and nutrition programs, and the Assistant
Chiet Medical Dfficer (Epidemiology) for the disease prevention prograams,
Responsibility for implementation of each component undertaken under Part B
of the project would be as follows: The Principal Flanning Officer, MOCS
would be responsible for the Functional Literacy and Women's Frograas; the

Administrator, Department of Youth for Youth Programs; the Chief Information
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Dfficer for lEC p}oqrans; the head of the human resources unit for
activities at the EFDD; and the Commissioner, NSO for census activities.

€. Monitoring, Reporting and Evaluation

5.06 The project coordinator would have responsibility for monitoring

the progress of iamplementation of their respective parts of the project. He
would prepare quarterly progress reports on project inplementation and would
highlight major issues needing resolution. These reports would be approved
by the respective coordinating comnittees (para 5.02) before submission to
IDA.

5.07 A number of process indicators would be utilized to measure
progress. For the PHC orogram the number and types of training and
refresher activities undertaken annually; for manpower development the
completion and commissioning of facilities; for management and support
systeas accoaplishaent of national and district training goals annually; for
the MCH and child spacing programs the number and types of training and
refresher activities undertaken annually; for lEC activities in the MOH and
other government agencies the production of posters, booklets and manuals
would be some of the process indicators of the project. Details of the
proposed process indicators by year one given in the Annex 1, Table 13,

S5.08 In addition to the process indicators discussed above, a nuaber of
surveys and studies are planned. First, a mid-tern evaluation of the PHC
programs is planned towards the end of 198B. Second, annual plan assesssaent
and review workshops are proposed. Third, a study of the impact of revised
fee schedules on utilization of services and the potential for health

insurance is planned during 1987. Fourth, a base-line health status and
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utilization survey is planned for 1987. Fifth, annual impact stuiies af

J-various programs are planned. Sixth, a special evaluation of the EP] is

'!nned tor 1989. Finally, a tuberculosis prevalence survey will be

’1undertaken in 1989, Assurances would be sought from the Government that the

results ot these surveys would be made available to IDA within ? months of

their completion for review and comments {(para 7.03e),
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V1. PROJECT BENEFITS, JUSTIFICATION AND RISKS

A. Benetits and Justificatinn

6,01 The proposed pro,ect is designed to continue institution building
activities, to consolidate and expand priority programs such as priasary
health care and child spacing begun under the first project, and to
introduce family health activities through a eultisectoral approach, It
draws heavily from the recently prepared National Health Plan and the 1DA
Fopulation Sector Keview. The project is expected to ensure that existing
resources are uced with naxi;un efficiency. Through this project the
Government would make the priority investsents needed to ameliorate the poor
health status of its population,

6.02 Through increased coverage of peripheral health services the
project is expected to reach 2,000,000 people. The benefits to this
population group would primarily be isprovement of health status. Increased
coverage of peripheral health services would also provide access, far the
tirst tise, to child spacing services in rural areas. At the district level
strengthening the hospital system and provision of surgical contraception
units would provide a complete range of child spacing services. The
institution of in-service training would ensure that the quality of service
providers resains of good quality. Activities to isprove management and
support systems would have long and short-tera benefits. 1In the shurt tern,
there would be improvesents in the managecent of health programs. The
development of objectives for various units and job descriptions at each
level would strengthen sanagement capability, Emphasis on the team approach

at the regional and district levels would ensure better coordinated and
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inplementation of health programs. The restructured MOH would ensure that
there would be a more rational use of ﬁanpower. Continued strengthening of
;ki;)th planning at the national and district levels would ensure that health
.prograns are designed to address priority health problems. The
implementation of new accounting systems at the HCH, at district level, and,
in the hospitals would enable better monitoring of expenditures and, would
improve fee collection., Expansion of the pharmaceutical system up to the
district level would further improve the effectiveness of the distributiaon
system.

5.03 The impact of the project on morbidity, mortality and fertility
levels is likely to be slight during the three years. However, programs in
family health, disease prevention and nutrition supported through the
project are designed to have significant impact in the medium teras.
Reduction of the infant mortality rate from 151 to 100/1000 live births and
1-4 mortality from 330 to 210/100 population are targets for a five-year
period. This substantial reduction in child mortality is possible given the
specific and targetted approach adopted in the health prograes, Tho target
contraceptive prevalence rate at the end of five years is about 10% for
nodern mnethods only. There is no target for traditional methods. This is
not unreasonable given the persisitently high demand for child spacing
services., It is, however, dependent upan how quickly those services can be
pade available throughout the country.

6,04 Family health activities through the aultisectoral approach are
expected to benefit about 2.5 million people, Of these, about 600,000

people would be reached through the functional literacy program, 300,000
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through the women's programs, 100,000 through the youth programs, and 1.5
aillion through JEC activities., These activities are expected to increase
awareness of family health problems in the short-term and in the long-tern
result in demand for family health services. Through support for the NSO
and the EPDD the project would enable the Government of Malawi to develop
institutional capability to generate data on population trends and to
analyse the impact of population growth on economic development.

6.05 In view of the difficult financial situation a central concern of
the design of the proposed project was to ensure its affordability to the
Government. 0f particular concern was the affordability of the project’s
recurrent costs., These are expected to be K3.1 million for Part A and Ki.7
million for Part B of the project. The incremental recurrent costs are
remarkably low frr a project of this size., This is because the Government's
strategy has been to limit expansion of services with significant recurrent
cost implications and to expand only those high priority programs with law
recurrent cost ieplications.

6.06 Cost saving measures are expected to bhe realized from iaproved
accounting procedures, bill collection, ronitoring and control of
expenditures and from changes in hospital treatment regimens. Aggregate
figures for the period 1976/77 to 1984/85 show that B7% of the MOH's
recurrent budget goes to curative institutions (114 for administration and
2% preventive care). The two central hospitals alone account for about 33%
of total MOH recurrent expenditure. Studies financed through the 1DA
supported health project of the operations of these hospitals reveal that

about 447 of their non-salary expenditures can be saved. This could be done
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without aftfecting their output in the following areas: food, overhead
i;uﬁts. vehicle expenditures and hospital supplies, The following example
ii[é‘athe Queen Elizabeth Hospital, Blantyre, illustrates the potential
savings in Kwacha from one item -- overhead costs -~ through improved

aanagement.

Overhead Current Cost Projected Cost
(19835) (1990)

Water 342,705, 24 68,341.03
Coal 128,851.52 0
Electricity 105,928.45 105,928.45
Telephone 92,9468.00 37,187.20
Other overheads 10,330,465 ' 20,330,465
Total Annual Overhead 580,783.4¢4 221,986.95

6.07 Assuming that the cost saving measures are gradually introduced,

the project is expected to result in savings of about ¥8.4 million., In
addition, the MOK has instituted a scheme for cost recovery. At the end of
the project K4.4 nillinn are expected ta be recovered from fees. Cost
recovery would rise to K5.3 million annually by 1990. With implementation
of these cost saving and cost recovery measures the MOH would have no
difficulty in meeting the incremental recurrent budgets requirements for the
project.

6.08 Host of the activities proposed under the project have been pilot
tested in the country and suitably modified to permit nationwide expansion,
In addition, the phased appruach to implementation of the Government's fjive-

year program will enable further wodifications as the activities are


http:221,986.95
http:680,783.46
http:20,330.65
http:10,330.65
http:37,187.20
http:92,968.00
http:105,928.45
http:105,928.45
http:128,851.52
http:68,541.05
http:342,705.24

- 83 -

replicated nationally.

B, Risks
6,09 The project has three main risks, The first concerns the
restructuring of the MOH. The leadership for restructuring has come fros
the Dffice of the President and Cabinet. An inter-ministerial task force
headed by the Secretary, Office of the President and Cabinet has been
reviewing the recoamendations of the Malawi Civil Service Review Cosmission.
The MOH has also made much progress and has defined its objective. There is
every reason to assume that the task of restructuring would be coampleted
satisfactorily,
6.10 The second risk concerns the civil works elesent of the project.
Experience with 1np1enentation.06 civil works in the IDA assisted health
project has been unsatisfactory. The MOH has been unable to adequately
briet and monitor the MOWS. Furtheraore, the MOWS has been critically
understaffed for about two years. Steps have been taken to miniaize the
risks. First, the MOWS hdas hired expatriate architects to reduce its
staffing problem, Second, considerable use is currently sade of consultants
by HOWS than in the past., Third, project preparation is at an advanced
state with tender documents for all ICB contracts expected by negotiations.
Finally, the project provides for an architect to be attached to the MOH
(para 5.03) to coordinate work with MOWS., With these steps it is felt that
the civil works element would be able to be carried out as planned.
6.11 The third risk concerns the introduction of family health
activities through a multisectoral approach. The EPDD is a weak

organization and is being reorqganized as part of the Structural Adjustaent
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Program., It is expected to play a coordinating role for multisectoral
activities. Through additional staffing, higher level training and
ftechnical assistance this role will be developed gradually. The Banb does
not have experience with MOCS, the Department of Youth, or the Inforeation
Departeent, However, the project proposes to add family health into
existing programs only at this stage. It is therefore felt that

sultisectoral activities can be carried out as planned.
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VII. ASSURANCES AND KRECOMMENDATIONS

7.01 The following will be conditions of negotiations:
ta) that the Governaent bring to negotiations a well defined position
and plan regarding reorganization of the MOH to IDA for review and
comment by IDA (para 3.14);
(b) that an implementation plan of the cost-saving measures,
satisfactory to IDA, has been developed (para 3.19);
{c) the Government's agreement in principle that EPDD would play a
coordinating role for aultisect ral family health activities (para
J.46);
{d) that a project coordinator, whose qualifications and experience
are satistactory to IDA, be appuinted for Part A of the project
{para 5.02);
7.02 The folloming would be conditions of project effectiveness:
{a) the creation of the positions of three regional mcdical officers
and three regional nursing officers (para 3.18);
(b} the creation of the pasitions of’one budget section head at MOM
and 24 assistant accountants at the district level (para 3.21);
{c) the appointment of an architect, whose qualifications and
experience are satisfactory to 1DA, to the Planning Unit of the
MOH (para 5.03),
7.03 During negotiations the following assurances would be sought froa
the Government:

{a) that the health centers would be adequately staffed by at least



(h).

(c)

(d)

(e)

(f)

(g}

7.04
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one clinical officer and two enrolled nurses once completed (para
3.10);

that a standard examination be introduced for all enrolled nurses
by December 31, 1988 (para 3.12)3

that a training officer would be appointed to coordinate in-
service training activities by June 30, 1987; and that annual in-
service training plans would be submitted to IDA for review and
comment by December 31, 1987, and annually thereafter {para 3.14);
that before a decision is nade on building a medical school, IDA
would be fully consulted (para 3.15);

that six clinical officers and 14 enrolled nurses would be
appointed to the urban clinics once completed (para 3,26);

that the MOH establish a health education review

committee chaired by the Deputy Chief Medical Dtficer,

with members froa the Ministries of Health and Comnmunity

Services and the Information and Youth Departments to

approve lEC messages prepared by non-MOH agencies;

that the results of these surveys would be made available to IDA
within three aonths of their completion for review and coements
(para 5.08),

Subject to the above assurances and conditions being met, it is

recommended that the proposed project constitute a suitable basis for an I1DA

Credit of US$15-20 million equivalent to the Government of Halawi.



The Ten Leading Causes of Death in Children 0-4 Vears, 1983
fros 6026 Reported Hospital Deaths

fonex 1, Tabje |

Total
Reported 1 hccusulation
Disease Deaths Deaths Percentage
1. Neasles 973 16,2 16,2
2. Penusonia 186 13,0 29.2
3. Nutritional deficiency 473 1.2 40.4
4, Malaria 61l 161 50.3
3. Anesia 49 9.1 9.4
b. Diarrheal diseases S04 8.4 8.0
1. Tetarus 256 1.2 12,2
B. Diseases of the nervous systes 9% 1.6 13.8
9. Accidents and injuries 89 1.5 75,3
10, Tuberculosis 28 0.5 15.8
Annex §, Table 2
The Ten Leading Causes of Death in Those Dlder than § in 1983
from 3534 Reported Hospital Deaths
Total
Reported 1 Accusu]ation
Diseases Deaths Deaths Percentage
1, Reasles m 1.1 1.1
2, Penusonia 268 1.6 15.3
3. Nutritiona) deficiency 222 6.3 25,6
4, Malaria 208 3.9 21.5
3. Anemia 204 3.8 33.3
6. Diarrheal diseases 204 3.8 "1
1. Tetanus 114 3.2 42,3
B. Diseases of the nervous systea m 3.1 45,4
9. Accidents and injuries 83 2.4 4.8
10. Tuberculosis 18 2,2 50,0




Annex 1, lable 3

The Ten Most Frequent Causes of Outpatient. Visits for Age 0-4 in 1982 from
4.8 aillion visits

Percentage Accusulation

Disease of Total Percentage
Io Malaria 39.4 35.6
2, Respiratory infections 19.8 35.4
3. Dlarrheal diseases 8.7 8.1
i 4 Inflansatory diseases of the eye 1.9 12,0
9, Skin diseases 5.4 .4
6. Rbdosinal and 61 sysplons 5.2 82.8 .
1. Trauma and accidents AN | 83.9
B. Meas!es 2.3 88.2
9. Nutrition deficiency disease 2.2 90.4.
10, Hookworas and other helsinthiasis 1.6 92,0

Ronex §, Table 4

MOH Hospital Bed Capacity and Occupation
{by vevel of Occupancy)

Average Mo,

Ped Inpatients Average
Hospital Capacity per Day gecy
Salima 4) 104.5 254.0
Ntchisi ” 87,4 1,5
Tosha 32 570.9 176.2
Lilongue 567 B882.8 155.7
Chikwawa 114 16%.0 148.2
Mulanje 137 190.0 138.7
Rusphi 105 144,46 132.7
Kasungu 162 200,0 123,5
Nchinji 16 23.4 122.9
Ntcheu 192 2%1 116.2
Machings b 38.4 108,2
Thyolo 138 144,1 108.4
KarongaKaronga 100 101.0 101,0
Mangochi 204 200,1 9.1
Nzimba {33 134.3 92.3
Blantyre B84 B47.1 93.8
Nkhotakota 131 124.1 W,7
Nkhatabay 97 9.4 94,2
Dedza 146 135.0 92,5
Nsanje 154 135.9 83.3
Chiradzulu 15 93.4 B1.2
Dova 123 101,9 80.9
Chitipa 13 52,2 11,5
Nwanza 150 B0.0 33,3

Source: Inpatient Survey, MOM
fugust 1983-February 1984



fnnex 1, Table 5

HOH STAFFING S1TUATION - JUNE 1984

STAFF IN POST AS 1 OF

CATEGORY ESTABL1SHAENT IN POSY ESTABL ISHMENT
Hedical Officer 136 B4 82
Dental Dfficer 1l 8 3
Clinical Dfficer 184 178 97
Medical Assistant "7 A1 48
Registered Nurse w7 87 "
Enrolled Nurse/N 907 919 101
Pharsacist 13 9 89
Pharsacy Technician [ | 17
Pharsacy Assistant 2 n 123
Laboratory Technician i} 25 B
Laboratory Assistant 84 hh) 85
Ragiographer 1 9 33
I-Ray Assistant 9 8 89
Dental Technician it 1 1]
Dental Assistant 12 9 I
Physio/07 12 b 30
Health Inspectors 101 10 89
Health Assistant 23l 189 IM
Others A% 1915 1
Total 4962 223 85

0



Annex 1, Table &

GRONTH OF HEALTH SERVICE STAFF 11977-1983)
FOR ALL SECTORS--MOH FPHAM, LOCAL SOVT

o
3R 1 Change
1978-1983
TYPE OF STAFF 1978 1983 {5 Years)
1. Nedical Otficer 116 108 -1
2, Clinical Officer 4] 192 Very large
3. Medical Asst, 325 822 4201
4. Reqular Nurse/Midwife I 519 4311
5. Enrolled Wurse/Midwife 1040 1555 501
6. Dentist 15 i 211
7. Dental Technician/Asst, 4 28 Very large
B. Pharmacist b 9 4501
9. Pharmacy Technician 1 35 Very large
10, Laboratory Technician 13 40 42071
11+ Laboratory Assistant 3% 9 +541
12. Radiographer b 20 Very large
13, X-ray Assistant 3 16 Very large
14, Health Inspector 59 T4 4252
IS, Health Educator 3 5 +151
16, Health Assistant 165 214 +301
17, Other 2509 1852 -261
Total 4999 5391 481
1 of Total in HOH 35 (1}

Data taten fros MOH Statistics 1983 and 1813 MOH Statf Record as at March 1964,
Records Office, WHO Country Prograasing Document 1978, and World Bank Report, 1981



Annex i, Table 7

AVERAGE ATTRITION RATES FRON THE MOH: 1981-1983

Annual

Total Total Nean

Eaployed Leavers Attrition

CATEGDRY 1981-83 1981-83 Rate
Clinical Otficers 351 12 3.4l
Registered Nurses 813 M| 3.81
Enrolled Nurse/Midwives 2231 L1 2,20
Nedical Assistants 957 1) (R4
Health Assistants 438 17 3.9
Laboratory Assistants 146 3 211
Pharmacy Assistants 132 H] 3.0
4l ] 12,21

Annex 1,eTable B

MOH RECURRENT EXPENDITURES 1981/82-1985/85 BY SOURCE OF FINAKCE

I of

Non-Treasury Sources Total Expenditures
Non- Financed by
Treasury Medical Treasury Non-Treasury

Year Allocation Fees Personnel Drugs  Sources Sources
1985/66 30369 1048 2500 6000 9548 2
1984/85 28031 568 2600 2000 S48 19
1983/84 20599 533 2600 2100 9233 25
1982/83 17422 tM) 2300 2100 LAY 28
1981782 18723 393 2300 3100 3793 3

NOTES:
1, Data on fees and expenditure froa the Malawi Governaent Estimate of Expenditure.
2. Foreign medical persannel eaployed through technical assistance through
two parts to their wages. The MOH pays the local rate and the sponsoring
agencies pays the differnce between the hose rate and the local rate.
3. Federal Republic of Germany and Great Britain provide drug support.

Source: Estimate by the Bank Mission, 1985,

(

\



HOH INCOHE FRON FEES (1975/76-1985/86}

Annex 1, Table 9

Appropriations in Aid

in Current Prices 2/

Appropriations in Rid in Constant
Prices (1978/79=100) 2/

ross -

Expenditure  Current

in Current Prices 1 of Gross Constant fs 1 of

Prices Actual Expenditure  Prices bross Per Capita
Year (K*000} (K000} X (K*000) Expenditure K}
1985/86 23057 1557 6.8 684 4.3 0.10
(Est,)
1984/85 24889 904 3.6 2 2.8 0,07
{Rev)
1983/84 21600 83. 3.2 185 2.8 0.01
1982/83 1422 n 3.3 350 2.9 0.06
1981/82 18723 1080 1/ 5.5 4 5.3 0.12
1980/81 14980 499 33 m L1 0.06
1979/80 12083 393 3.2 186 33 0.07
1978779 10326 384 37 384 L7 0.07
1977178 1701 49 4.5 2 4.5 0.06
1976177 1084 v 295 §.2 184 4,2
1975/7% 4379 215 4.3 m 4.4
NDTES:

17" K336,000 of this sum was British Cossodity aid.

2/ Rppropriations in aid include fees and departaental receipts and
reinbursenents, The latter is in the neighborhood of 131 of the total

appropriations in aid.

Source: Based on Malawi Governacnt approved estimated of expenditure.



Annex 1, Table 10

MOH ACTUAL RECURRENT EXPENDITURE BY ACTIVITY AREA
(1976/77 ~ 1984/85)

Admin- Preventive Curative
istration and Control| Insti~-
YEAR Training tutions TOTAL

K'000 2 K'000 Z K'000 % K'000 %

1985/86 3,069 13 1,360 6 18,628 81 23,057 100
(est.)
1984/85 2,789 14 1,526 5 22,963 81 28,031 100
(revised
est-)

1983/84 2,645 12 1,221 6 17,734 82 21,600 100
1982/83 2,10¢e 12 1,121 6 14,193 a2 17,422 100
1981/82 2,377 13 948 5 15,338 82 18,663 100
1980/81 1,693 11 910 6 12,377 82 14,980 100
1979/80 1,440 12 802 7 9,841 81 12,083 100
1978/79 1,048 10 634 6 8,645 84 10,326 100
1977/78 956 12 466 6 6,338 82 7,761 100
1976/77 833 12 615 9 5,636 79 7,761 100
Total:
1976/77-

1985/86 | 19,711 12 9,603 6 131,693 & | 161,007 100

Source: Based on Malawi Government approved estimate of expenditure,



Arex 1, Table 11

MOH RECURRENT' EXPENDITIRE, ACTUAL EXPENDITURES UN SALARIES & WAGES, GOODS & SERVICES

1975/76 - 1985/86

Goods &
Services
61 Total Actual Expenditure in
Salardes & in Qurrent Prices current {(in arrent| Gustant Prices(1978/79)
Prevention|CQurative prices) | prices) Salaries |Goads &
Tralning| & Cbotrol jInstitution | Sub~total|Sub~total & Wages |Services| Thtal
(a) (b}  [(c)=(a)H(b) (a) (b) (a)+(b)
657 843 6,566 8,066 22,303 ] 30,369 5,953 | 9,85 | 15,478
794 758 5,797 7,349 20,68 28,031 5,837 |10,777 16,614
539 643 5,619 6,801 14,798 | 21,599 5,29 8,351 13,880
537 ®7 4,221 5,385 12,037 | 17,42 4,575 | 7,566 | 12,141
435 437 3,554 4,86 14,297 | 18,723 4,168 | 9,846 | 14,014
359 318 2,857 3,534 11,446 14,980 3,506 8,638 12,144
358 20 2,462 3,140 8,943 12,083 3,140 8,733 11,873
284 276 2,354 2,914 7,412 10,26 2,914 7,412 10,26
215 12 1,735 2,1 5,629 7,761 2,578 6,807 9,387
165 12 1,495 1,82 5,251 7,083 2,386 6,841 9,227
163 157 1,391 1,711 4,668 6,379 2,237 | 6,249 8,486

Notes: The price index used from 1975/76 to 1978'79 is a gereral dndex. From 1978/79 o 1985/86 two
separate irdexes were avalisbic, one for sages and ealaries and the othuer for gwods and
services,

Source:  Zased on Approved Estimites of expenditure m reverme account.



Axex 1, Table 2

MOH CAPITAL EXPENDITURES IN CURRENT & CONSTANT PRICES AS A PERCENTAGE OF TOTAL FXPENITTURES

1976/77 ~ 1985/86

TOTAL APPROVED HFALTH BULGET Approved | Actual |Actual | Actuel Actual
Budget a8 | Health [+/- Pependiture | Bxpenditure
Government | Government | Dooor  |Tbtal  |% of total| Expend. |Expend. | in Castat | in Comstant
YEAR Budget Government ag % of | Prices Prices per
Approved| 1980/81=100 | capita
Budget 1980/81=100
(K'000) (K'000) (K*000) [(K'000) ¢9] (K'000) (64)] (K' 000) (K'000)
1985/86 156,436 1,25 6,263 7,515 4.8 - -
(estimate)
1984/85 134,155 | 11,147 7,731 8,878 6.6 - -
1983/84 162,088 733 62@ 6,935 4.3 6,519 6% 3,69 0.56
198/83 138,716 210 2,386 2,596 1.9 1,378 47% 866 G.14
1981/ 138,24 k) 2,654 2,688 1.9 1,554 7} 4 1,0 0.1
1980/81 165,589 68 3,316 3,384 2.0 4,246 25.5% 3,205 0,57
1979/80 147,830 @24 2,643 3,067 2.1 2,126 11,12 2,66 0.45
1978/79 130,479 @3 1,171 1,594 1.2 1,007 36,872 1,007 0.18
1977/76 96,224 129 1,070 1,199 1.2 875 27.0% 1,058 0,19
1976/77 60, 189 220 2,19% 2,416 4.0 1,674 30.72 2,180

Mote: The price index applied is that one for gpods axd eervices,
Source: Based on Approved Estimates of Expenddture on Capital Account.




Annex 1, Table 14

ESTIMATED SCHEDULT OF DISBURSEMENTS

Jisbursenent

Fiscal Year During Accuau) ated Cusulative
and Quarter Quarter Disbursesent Disbursesent
Ending 1US$°000) (US$°000) 1
{1986/87

Rarch 3i, 1987 0 0 0

June 30, 1967 250 230 |
1987788

Septeaber 30, 1987 250 300 2

Deceaber 31, 1987 500 1600 4

March 31, 1988 1000 2000 0

June 30, 1988 1000 3000 12
1968/89

Septesber 30, 1988 1000 4000 16

Decesber 31, 1968 1000 5000 20

Narch 31, 1989 1500 $500 26

June 30, 198y 3250 9750 39
1989790

Septeaber 30, 1969 3750 13500 54

Decesber 31, 19°9 I/ 1730 15250 ol

Narch 31, 1950 3500 18730 15

June 30, 1990 2000 20750 83
1990/91

Septeaber 30, 1990 2250 23000 92

Deceaber 31, 1950 2/ 1000 25000 100

17 Expected date of project cospletion: Decesber 31, 1969
2/ txpected closing date: Deceaber 31, 1990
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fnnex

Documents Available in Froject File
World BFank. Fopuletion Sector Review, 1986
Government of Malswi. Familv Health Project Froposal
Government of Malawi. HNational Health Plan (19B&-1995)
Flanning Unit. Population and Health in Malawi, 1964
Planning Unit. Hanpower: furrent Situation, Future Needs, lstues
of Management, 1964
Planning Unit. The Uce and Function of Management Information 1n
the Delivery of Health Care Services, 1984
Planning Unit. The Potential for Incone Generation and Cost
Savings in the Minitstry of Health, 1984
Planning Unit. Minicstry of Health: The Budget Formulation
Frosess, 19684
Planning Unit. Strengthening Primary Health Care. Principles,
Folicies and Strategies, 19B4
Flanning Unit. Health Sector Analysis and Emerging Prograaming
Strategies in the Health Sector, 1984
Flanning Unit. Pharmaceutical Logistics, 1984
Jacobsen, B, Appraisal of Civil Worls Component of Propoced
Family Health Froject, 19Bés
Avalew, 5. Economic Analysis of Froposed Family Health Project,
i986 |
Muhan, P.C. Appraisal of 1EC Component of Proposed Family Health
Project, 19864

Detailed Cost Table: for Froposed Family Health Froject, 19B6

{\
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Annex 3

Detailed Cost Yables {(Summary Accounts)

Project Costs

by Expenditure Category and by Year Including

Foreign Exchange Amount and Percentaje (K)

Project Costs
Contingencies
Project Costs
Contingencies
Project Costs
Contingencies
Project Costs
Project Costs
Contingencies

Project Costs

by Expenditure Category and by Base Costs and

(Uss)

by Expenditure Category and by Year. Totals Include
(K and US$)

by Expenditure Category and by Base Costs and

(K)

by Functional Component and by Year (K)

by Functional Coaponent., Totals Include

(K and US$)

by Expenditure Category and Functional Component (K)



Detailed Cost Table 1

HALAW]
SECOND FAMILY HEALTH PROJECT
Suamary Accounts by Yesr
(Local Currency 0007 ~

Base Costs Foreian Exchande

1987 1988 1989  Total 2 Angunt

=Zs==z  ssIsaI2s

1. INVESTHENT COSTS
A+ CIVIL WORKS 11007148 101726,2 4+857,7 280855.4 304 10+542,8
B. FURNITURE 366,9  495.7  499.3 L7813y 3.6 461.8
L. MATERIALS 2:104,9  2:005.4 2:328,7 604391 70,3 4523.9
D, EQUIPMENT 1,784,0 1,283,7 1)483,0 4»750,7 1000 4750.7
E. VEHICLES 21178,6  365.9 35.1 2579.6  100.0  2457946
Fo TECHNICAL ASSISTANCE 1:569,5 1)374,9 1,119:2 4:083.7 100,0 406347
6. DESIGN FEES I,BBOLO - - 1+860,0 0.0 0.0
H. HONITORING » RESEARCH s EVALUATION 331,48 9.2 167.4 5261 0.0 0.0
I. ACTIVITIES 4.6 5.9 25.9 84,4 0,0 0.0
Je TRAINING 1190204 1!975.7 2!07808 91916.9 0.0 0.0
X, OVERSEAS TRAINING 741,.2 1874 76,0 1,004,868 100.0 1,004.8
Tota)k. INVESTMENT COSTS 235965.2 18167042 13:031,2 551868,5  50:5 28+127.2

11, RECURRENT COSTS

A+ SALARIES 141,7  206.4 2899  618.0 0.0 0,0

B VEHICLE OPERATION AND MAINTENANCE 686,5 20021,8  627,0 303353 798 2+440,2

€. EQUIPMENT MAINTENANCE 1.5 90,7 1592 LS 707 200.4

D, BUILDING MAINTENANCE - 1065 M54 5519 7907 439.8
Total RECURRENT COSTS 829,7 204255 1:501.5 47567 874 3:300.4
Total BASELINE CNSTS 247794,9 211095,6 14:532,7 60»423.2 52,0 31,427.7
Physical Contindencies 2131,2 20027,9 1.034.2 51933 498 215762
Price Contindencies 2076804 41455.6 414503 1106743 417 48897
Total PROJECT COSTS 295694,5 27:579.1 201017.4 77+290,7 50,3 38,873.7
Foreidn Exchange 15+037.4 131685.4 1011508 38,873.7 0.0 0.0






1o IWVESTRENT COSTS

A CIVIL woRxs

D FURNITURE

€ MTERIALS

D EQUIPHENT

£, VHIQLES

Fo TECHWICAL ASSISTANCE
6, DESIGN FEES

Re MONITORING + RESEARCH + EVALUATION
1. ACTIVITIES

Jo TRAINING

Ke OVERSEAS TRAINING

Total IIVESTNENT COSTS

11, RECURRENT COSIS

A+ SALARIES

Bo VEHICLE OPERATION AND MAINTENAMCE
Co EQUIPHENT MAINTEMAMCE

Ds DULLDING MATNTENMCE

Total RECURRENT COSTS
Total PROJECT COSTS

Detailed Cost Table 3

MALMI
STCOND FANILY HEALTH PROJECH
Sumsary Accounts by Year

Tolals Including Continsencies Totals Including Continsercies
(Local Currency ‘000) (USH *¢00)

1% 11 1989 Tota! 1987 1989 1989 Yot

H0112.6 108260 11265.7 3612052 21800,3 002971 40036.5 200114.0
H1,7 RO 1H002,2 230,89 2487 8117 S8 1h310.2
23106 1IN 29106 Tesssd 12017 103212 146342 4259.1
20204 18296 202839 6,013.0  10178.0  $05.3 102680 J,TS2.0
23894 4 47,7 311013 104384 258.0 2.3 1728
1d95.0 10384,6 1o360.8 408833 42,2 881,35 %01 2500,
118,41 - = 201181 1017627 - = 1302
734 B0 250 $M8 2008 200 15,0 ¥2.9
8. 32,0 .0 105.8 214 17.8 174 5.9
201434 2438 20410 7632142 1IN8 L3538 10522.8 4e067.3
800.0 2148 3.8 1110 440 120 2.1 a3

20¢75104 240528.0 184032,5 219331.9 1509730 131426.7 10:029.2 111428.8

1317 ™S5 M2 M 8.7 144 2048 43,7

7L 25380 R0 4107 AW 14200 4562 2310.8

L2 1Ly 20,0 332 [ B T 1L B HTYY AR, )
8

R ¥/ ) S 7 T B 1 7 - 04 M0 1922

1430 10510 19846 509588 9219 1ed%S.0 HOPLS 3310

290494,3 21157701 2000171 7700290.7  160496.9 15:320,7 110120,4 42,939,

o
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