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EXECUTIVE SUMMARY

During the past two years, the Ministry of health, with the assista-
nce from techical specialiste and from cther government wministries
and departments, has undertaken a comprehensive review of the health
sector in Malawi. This document is the MNational Health Flan for
Malawi for 1986-1993 which has resultéd from that review. It is

~~tFe restlt of & cy=temat1c planning process in which the plan was
built through & series of steps. These steps and the corresponding
chapters of this plan are shown below.

PLANNING STEP CHAFTER (8)
Arizlyere of the current situation 1,232,353

Identification of problems and 4
constraints

Sgtting of goales, overall objectives,
strategies, for the 1985-1995 Flan

Setting of tashke and activities for
the 1980-199% Flan

Fesource implications of the National

Health Plarn over the plan pericd

Re-organization of the Ministry of
Health to schieve the Flan
ocbiectives :

Determining the role of the private
ggctor in tne 1985~1995 plan period

Description of the implementation of
the plan

This Health FPlan ie consistent with the national development poli-
cies and plans of the Government of Malawi. It recognizes that the
Government of Malawi does not have unlimited resources to spend in
the social sector, including health. The Flan has been prepared in
such a way that it creates a better balance in health status between
regions, &age groups, &nd income groups; increases local participa-
tion; and is based on eliminating dependence on foreign finance for
recurrent government budget expenditures. The Plan ie directed at
helping achieve the Natiornal Health Folicy of Malawi: "top raise
the level of health of all of ite people through a sound cservices
delivery system capable of promoting health;y preventing, reducing,
and curing disease; protecting life; and fostering general well-




being and increased productivity." The Health Flan recognises the
progress made in the health sector since Independence, the impor~
tant role played by other government departments and non governmen-

tal organizations such as the Ministry of Local Government and the
Private Health Association of Malawi.

Chapter 1| describes the country and its general state of devel op-~
ment. Mxlawi has made impressive progress since Independence in
economic growth, per capita income, food production, infrastructure
development, and education. The country has a stable government,
pragmatic policies, and committed to development. Despite these
impressive achievemente, Malawi remains one ot less developed
countries. Steady progress in &ll sectors during

thie Flan periocd must continue.

Chapter 2 reviews the current population and nealth situation in
the country. Due to declining death rates resulting from Malawi'’s
gainse in development, concomitant with stable, high birth rates,
the population of Malawi is growing rapidly. The current population
ie &bout 7 million, with over 6 million in non—-uwrban areas. The
population is likely to double by the year 2007 under moderate
forecacste. The age structure is young, with over 446% under the age
of 13. Given this age structure and the rapid population growth,
the dependent population may strain the country’s resources, adver-—

sely affect savings, a&and increase the difficulty in raising per
capita income.

While overall mortality is decreasing, the mortality in children

under age five years has remsined much higher than in many of
Malawi ‘s neighbouring countries: about $7% of deaths in Malawi are
ecstimated to be in children 0-4 years of age. Infant mortality is
now estimated to be about 150 deaths per 1000 live births. While
uwrban infant mortality rates have declined significantly, rural
rates have only minimally declined.

For children undar the age of five, five causes account for more
than ore-third of deaths. Most of these deaths are preventable. For
the population over age five, ten reported causes of death account
for two-thirds of deaths. Many of these are preventable. The
causes of morbidity generally are similar to the cause of mortality.
Childhood and maternal malnutrition are important contributing
factors in mortality and morbidity in Malawi and particularly
affect the child from birth (low birth weight is often due to mate-
rnal malnutrition) through thke age of two years. Even though Malawi
has an adeguate food supply overall, studies show that many young
children do not receive enough calories each day due to feeding
habits which are adverse to children.

Chapter 3 reviews the situation in the health sector in Malawi
beginnino with previous development and planning activities, fol-
lowed by a review of current policies and strategies, organization
and administration, services and programmes, supporting systems,
and resources —— manpower, facilities, and finances. “Services of
the Ministry of Health and the Frivate Hospital Association of
Malawi (PHAM) and other health providing agencies are desscribed.




Chapter 4 begins to focus on the future by defining the priority
problems &and main constraints faced by Malawi during the 1986-1995
period. The priority problems derive from the perceptions of the
population and of the technocratic and political community. The
priority problem, as viewed by the population, is lack of access to
‘health services when people are ill, in pain, are afraid, or need
thealth advice. fAs such, they want services as close to home, avai-
lable as many hours as possible per week, and at as low cost as
" possible. The priority problem, as viewed by tha technocratic and
political community, is that health status is generally unsatisfaco-
try in view of the national health policy of the country. Health
status may be defined in terms of mortality, morbidity, disasbility,
and productivity: in Malawi, at this stage of develepment, the high
mortality rate i€ the top priority health problem.

Although sigmificant progress has been made to improve coverage, the
problem of access to heslth services is greatest in the rural areas
&s compared to urban areas. The protlem of uncatisfactory health
cstatue, ar exemplified by high mortality, is greatest in children
under the age of five in rural areacs. Child mortality is, then the
main health status problem in Malawi. As stated earlier, five
causes account for over one-third of child mortality and some of
these &lso affect the over-five population. These five - respira-
tory diseases, diarrhoeal diseases, nutrition related diseases,
malaria, and immunicable diseases - plus skin and gye infections,
are idontified &= first priority problems for this Flan pericd. In
addition, five health conditions - parasitic and helminthic di-
seases, hepatitics, ogeneral trasuma, venereal disecases, and selected
chronic diseace (including malignant neoplasme and hypertension) -~
are hey caucses of low health status in the general population (in-
cluding children 0-4 yearcs). These are identified as nent priority
problems for this Flan period.

Chapter 4 1identifies a number of constrainte that underlie and
aggravate the health problems and could impede implementation of the
Heslth Flan. The main constraint in inproving accecss is financial.
The development budget is 99% {financed by external souwrces, but the
recurrent budget for the Ministry of Health remains relatively
limited at about KIZ.7 millicon in FY B4. FHAM &lso has a limited
budget.

Other important constraints are in management, where lack of
staff euperienced in planning, day-to-day management of the delivery
system (ezpecially targeted child survival programmes), hospital
management, and construction monitoring could hinder the progress
of implementation; in manpower where there are problems in maintai-
ning establishmeant levels in rural health centres and in meeting
manpower targets; in family knowledge and skills in child rearing
for child survival; and in technical areas, where the current health
services have a wide focus of activities, & heavy workload of cura-
tive activities, and not encugh specificity of skills to carry out
planned and targeted child survival programmes.

Chapter 5 describes the goale, overall objectives, and strategies,




for the 198&-1995 plan period. The overall goal for the health
sector is the National Heslth Folicy quoted earlier. The 1985-199%
health goal is "to achieve the overall goal by increasing access to
modern heslth care services for the population; improving health
status, with an emphasisis on swvival for children 0-4 vyears of
age, through core health services" To achieve the 1986-1995 health
goal, =ix overzll objectives have been set.

To improve coverage through a rational network of available and
acceptable facilities and services.

To establish effective mechanisms for Ministry of Health man-
power development and deployment.

To improve the managerial processes of the expanded health
delivery system.

To expand the range and quality of services directed at
maternal health, children under age 12 months, and the children
between 1-4 years by addressing priority diseases.

To improve the health status generally by strengthening rele-
vant programmes.

To improve the nutritional status of mothers and young

children as a basic strategy for achieving the medium term
goals.

For each overall obiective, & number of strategies are described.
The espected ovutcomes of theee oojectives in 1995, shaped by the
firnancial constreints, cuwrrent health and population situation, and
implementation capability within Malawi, are as follows: a cost-
efficient health c=ervices delivery system with greatly expanded
peripheral health services at the community and hesalth centre level,
supported by an improved, but only modestly einpanded hospital sec-
tar:; a health services delivery system where workers and managers
are focused on & limited number of priority diseases, with special
attention to rurel childrem 0-4 years of age; and a delivery system
better managed by strengthened central, regional, and district orga-
rizations whose staff will have been trained in a wide variety of

management areas throwgh improved treining and manpower management
procedures.

Chapter & de=scribes 1n detail the activities that will take place
for each of the tashkes listed in Chapter S, .

Chapter 7 describes the resouwrce requirements (facilities 48
wer, and financial) for achieving the objectives of the Heal ‘\g .
The ecstimates given show that a considerable 1ncrease over er:stiﬂgu B
lewel of resources 18 pecessary. Since it ie very unlikely that the"

Ml cen be allocated encugh money by the Treasury to finance all the
plenrned activties, the reed for acsictance from donors as well as
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exploring meancs of using resources mdre eff ciently has been spelt
out

Chapter 8 describes & modified Drgan%sational structure for the MOH
which will facilitiate the MOM's ability to continue making progress
in the health sector during the plan feriod.

Chapter 9 draws detailed attention to the non-ministry service
providers (FHAM, local government, private and traditional practi-
tioners). The contributions to the health sector by these providers
are noted. The greatest emphasis in this chapter is on FHAM, which
1 the major provider of services in Malawi after the MOH, FHAM
received about one-third of ite revenues from the MOH. FHAM hospi-
tal facilities account for over one-third of total admiesions and
in-patient days. Among Just rural hospitals, FHAM facilities ac—-
count for almost half of total admissions and in-patient days. FHAM
aleo esercices a csignificant capacity to provide tasic and in-
service training of many categories of health staff, a capacity from
which the MDOH continually benefits.

The rnesd for  continued cooperation between the MOH and FHAM is
noted, with discussion of =ome of the areas in which the MOH and
FHAM will attempt to turther their cooperation.

Chaptier 10 descraibes how the Flan will be implemented. The Chapter
15 divaded 1nto two sections:  the firet deals with the apost urgent
agpect of the implementation, the organizatiocnal changes and impro-
vements necessary to provide the frameworh for implementation of new
technical proorame. The second section provides the salient features
of 3 continuing planning process, a process which will not cease on
completion of the Flan document, but which will permit constant
plarning evaluation, and re-planning, on the bazie of new descus-
cione on Chapters S, 6, and 7.
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CHAFTER 1 : EACKGROUND

1.1 THE NATION OF MALAWI

Malawi is & landlocked country in east central Africa, south of the
Equator. It covers an area of 118,500 square kilometres and has an
estimated population of seven million. Mslawi is bordered to the
north by the United Republic of Tanzanias to the east, south and
southwest by the Republic of Mocambique; and to the west by the
Republic of Zambia. Geographically, the country is dominated by
Lake rFalawi, Africa’'s third largest and the world’'s thirteenth
largecst lake. Lake Malawi coveres about one-fifth of Malawi; it lies
about 450 metres above sea level and occupies the greater portion of
the deep Rift Valley.

Malawi 1= divided intc three administrative regioms which are very
different 1in topography and climate. The Northern Region consists
largely of high plateaue ranging from about 1,500 to 2,500 metres. -
The temperature ranges between approrimately 15 to 18 degrees
centigrade. It 12 the least densely populated area, with & density
of 24 pecple per square hilometre. The Central Region has & popula~
tion density of &0. Along the lake the terrain is rolling and
grassy, rieing to highland plateaus ranging from about 1,000 to
1,200 metres. The average annual temperature iz comparahle to that
of the Northern Region. The Southern Region is distinguished by a
variety of climatic and topological areas: the extremely hot Shire
Valley whose annusl average temperature is about 27 C;  the highest
mountain 1n the country; and the cool, fertile Shire Highlands.
This region has & density 87.

Variations 1n rainfall are as striking as variations in topocoraphy
and temperature, but almost all the arable areas receive enough rain
for year-round dryland farming, with the exception of a dry season
that creates annual food shortages in some areas.

The climstic variability and generally fertile soil support & wide
range of tropical and sub-tropical crops. The main food crop is
maize. Tea, tobacco, cotton and groundnute are prominent cash crops,
generally grown on private estates. This estate agriculture ac-
counte for about 7% of Malaw: ‘s GDF and for more than 80X of her
exports. The Bovernment is tommitted to the development of smallho-—
lder and estate agriculture alike, with the realization that diver-
sified crope are necessary in view of unpredictable shifts in prices
of tea and tobacco.

Culturally, Malawi consists of nine major tribal groups which have
enough in common to allow comfortable and productive interaction.
The national language, Chichewa, is taught along with English in all
sechools, so that linguistic divergence is not a constraint to effec-
tive government. In general the peocple of Mzxlewi have been succes—
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sful in welding their desparate ethnic groups into & functioning
state. Since Independence in 1944, the Malawi Congress Party, under
the leadercship of His Excellency the Life Fresident Ngwazi Dr. H.

Kamuzuw Banda, has guided the country in its efforts towards econo-
mic and social progress.

1.2 GENERAL IhDICHTDRS OF DEVELODFMENT

At the time of Independence, the prospects for development were
not promiging. Mal awi was a subsistence economy, with
essentially no mineral resources. Regional disparities were severe;
the Southern Region had achieved some semblance of prosperity
through its tea a&and tobacco plantations, ~-nd the Northern and
Central Regione lagged far behind the south in most important
respects. Transportation was extremely limited, particularly in the
Northern and Central Regions.

The macssive efforts of the government during the past twenty years
have resulted 1n some i1mpressive achievements. The GDF grew at  an
annual average rate of 9.5% between 1967 and 1979, with the rate
since 1970 averaging 7%. Fer capita income has grown at an annual
average rate of about 3IX: and the unemployment rate is 5,3%.
Malawi has been generally asble te maintain self-sufficiency in  food
production, and even to export food to drought-ridden neighbors.
The rnetwork of roads has been ~adically improved, and virtually &1l
parts of the country are accessible most of the year. The establis-
hment of Lilongwe as the country capital in 1979 has helped address
the imbalance among regions. Along with these economic indicators,
the government must be credited with important educatinonal gains:
fram 1973 to 1982 the primary school enrcllment rate rose from S2%
to 704 and the literacy rate from 18% to 26%; secondary school
enrollment has gquagrupled since Independence.

Despite thece impressive achievements, Malawi with a GDF one of the
twenty least economically developed countries in the world. FRoughly
0% of Malawianse are farmers. The great majority of these are
emallholders engaging in zubzistence farming. Industrial develop-
ment has been sluggish for a number of reasons including lack of
mimeral resources, limited access to ports, and shortage of trained
personnel. Cormcomitantly, urbanization lags somewhat behind the
level in comparable East African countries. The economy will
undoubtedly remain largely agricultural in the forecseeable future.

Biven & large agricultural zector, it i=s important to recognize that
most indicatorsz of development are subkstantially lower in the rural
areas. Some examples:

Percent of fFopulation

Index Rural Urban
o Literacy rate 23 43
o Mothers with some
education K1=) 64
o Frotected water source 29 3
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Households with radio 11 is6
ualified teachers
Lilongwe 74 89
dlantyre 57 - 89
Zomba &7 86

Along with the urban/rural discrepancies as shown, disparities
continue among reygions and districts despite partial success in  distribu
key commercial, educational, industrial, and political enterprises
more equitably. A few key indicators serve to demonstrate these
regional inequities:

o The rate of literacy among womern in the Northern region is
vey

about I3%, in the Central region 15%, and in the Southern
region 14%.

The pupil/teacher ratio i1s &7:1 in the North, 91:1 in the
Centre, and 746:1 in the South.

Access to improved water similarly ranges from 84% in
the Noirth through 78% in the Centre to 70% in the South.

Within each of the thres regions, differences among dietricts can
etriting, due 1o colonial circumstarces, geagraphy, and varying
population density.The Government is intensifying its efforts to
equalice conditions across Malawi through a policy of balanced
development.
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CHAPTER 2 : CURRENT FPOFULATION AND HEALTH SITUATIPN

2.1 INTRCDUCTION

This summary of population and health data is synthesised from various
cource dpcuments including those prepared during the preparation of
the Nat<<nal Health Flan.

2

.2 DEMDGBRAFHY
2e2e1

Mortality is high in Malawi, especially among infants and children.
However,

the crude death rate has fallen from approximately 30 in the

period 1950-1935 to a current estimate of 22. Over the same period,
life eupectancy rose from 3T to 437 years.

The official Infant Mortality Rate (IMR) for Malawi is 181 deaths
for every 1000 live birthe. Reports on the survival of children
indicate that the IMR declined from about 200/1000 in the mid—-1960s
to about 190/1000 in the early 1970s. These reports also indicate
that about 130/1000 children died between their first and fifth
birthdays in the mid-1960s and that thie rate had declined to around
14071000 by the early 1970s. Hence, about 3S5% of children died
during their first five yeare of life in the mid-1960s and about 3I3%
in the early 1970s.

Compared to other east and southern African countries, Malawi's
intant and child mortality rates are very high. For example, 35% of
all children born a&live to Malawian women aged 30-34 in 1970, were
reported to have died. In neighbouring Zambia and Tanzania, the
proportion dead was reported as only 2274 and 25% respectively: in
both Zimbabwe and Botewana 163%. These comparisons suggest the
urgency of an 1mproved health information system for Malawi and the
need to isclate the factors which account for high mortality in
Malawi.

Fertility ie high. Besed on the 1977 Cencsus, the current
birth rate ic estimated at 5S4 births fer 1000 population. Currently,
the average number of births per woman during her reproductive years
(fertility rate) is approximately 7.6. Rural fertility (about 7.&)
is somewhat higher then urban fertility about (7.2). There are alszo
significant regional variatione, from 5.,8-92.6 in the Central
Region through 4.8-8.2 in the North, down to 7.1-B.3 in the South.

Female marriage is almost universal threughout Malawi. Nationally,
the median age at marriage is 17.4 yeare, ranging from 16.9 in the
Scuthern Region to 18.2 in the Northern Region. The lowsr fertility




rate in the Northern Regiocn may be linked to later marriages in this
Region. In the Southern Region, the fertility rate may be depressed
by the high incidence of marital instability. In 1977, 124 of all
women aged JI0-34 in the South were divorced or separated, compared
to 3% in the North and S¥% in the Central Region. The prevalence of
polygamy is difficult to ascertain given the high rate of migration
among males. Its practice appears most common in  the Northern
Region where between 25% and IT3% of enumerated males over age 40
reported more than one wife.

The levels and trends of international migration carn be estimated by
determining the ratices of males to females. These ratios show a
grose deficiency of adult males (13-4%9 year) throughout Malawi from
19646 to 1970, with some lecssening in 1977. These ratios confirm the
findings of the 1946 cencsus, in which 244,000 males were reported as
working abhroad, as opposed to 22,000 females. Approximately 200,000
males were reported at work cutside Malawi at the time of the 1977
censucs.,

Between these two censuses, the urban population of Malawi grew both
numerically and proportionately; in absolute numbers, it more than
doubled from about 202,000 to 464,083, and proportinately it
increased fraom 5,04 to 8.3% of the total population. Moest of the
increase is attributed to in-migration of between 14,000 and 18,000
people annualy. Recent data suggest that the trend toward increased
wbanization continues, with approximately 124 of the total
population now livaing in urban areas. This figure is stil! somewhat
lower than the 15X urban population of East Africa as & whole.

- -
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Malawl ‘e populaticn 15 young. fe shown in Table Z.1, 19.5% of the
population 15 under the age of S, over 47% is under the age of 15,
and only 12.1% 45 or oclder. This digtribution ie characteristic of
countries in which higher fertility exists for & long peariod of time.

Table 2.1:

Fopulation (1985 e=timated) 7.038 million

% of populataon wrban (1785 estimated): 11.9%

Crude Birth Fate (1982-1983, estimated): 54 per 1000
population

Crude Death Rate (1982-19835, estimated): 21.8 per 1000
popul ation

Infant Mortslity Rate (1982-1985, 151 per 1000

estimated): population

% natural increass (1932-1983,estimated): 3. 2%

Total fertility {(1982-1985, estimated): 7.8

Life expectancy (1982-1985, estimated): 41.1 (maleg)
44,6 (femcales)

Fopulation distribution (1985 estimate):

fge Total % of Totsl Cumulative
Fercentage




0-1  vyear I17,646 4.5 4.5,
1-4 vyears 1,104,754 15.0 19.5
S5-14 years 1,940,900 27.4 46.9
15-44 yearc 2,82&,700 40,0 86.9
45 or more 868,900 13.1 100,0

Source : Nationzl Statistice Dffice

flong with this age distribution, Malawi is burdened with an
unfavouwrable child dependency ratio (i.e., population ratic of
children under 15 years to adults in the economically productive age
group, 13 - &4 years). For every 100 adults there ere 9% dependent
children. By contra=s=t, most Western nations typically have two or
three a&adulte in the economically productive ages for each dependent
child. By the year 2,000, 1f current trends continue in Malawi, for
gvery 100 adults there will bhe 10! dependent children.

Z2.2.4

The population of Malawi i=s estimated at about 7 million people in
17e3. Givern current fertility and moderate decline in morta'ity,
the population could double by 2,000 given a moderate decline in
both mortality and fertility levels, the population in 2000 will be
betwesn 11.46 and 11.7 million., Based on these projecticns, 1t can
be assumed that with etable fertility, the target population for
maternsl and child health cservices (women aged 15~-49 vyears and
children under 5 yeare of ags) will grow from the current (198%5) 3.0

millaon persons to nearly S million by 2,000, with declining
tertility, this target population will still be 4.5 million.

Reduction in the mortality rate without a corresponding reduction in
fertility will increase the already high annual population growth
rate to T.7% by the end of the century. Such an annual rate of
increase would defeat any effort at increasing the estandard of
living of the general population.

HEALTH STATUS

2.3.1 pge nd Dise

There exists no official reqguirement in Malawi for the reporting of
birthe and deaths. Government and non—government facilities in
Malaw: regularly report the causes of death among in-patients teo the
central statistical oftice of the MOH. Inpatient, facility-based
vital statistics are inherently limited and must be used cautiously
in m&aking inferences about the health of the general population.
Thigs is ezpecially true in Malawi since there is regional variation
in access to health services and in use of hea.th services by varying
cultural groups. In addition, certain age groups and certain diseacse
conditions are less likely to be reported than cthers. However, &S
long as these limitations are kept in mind, this information does




provide some indication of health status and trends.

Since the vital statistice system does not report deathe completely,
i’ the age arnd cause-specific death rates are wncertain.
It i possible to estimate percentages of all deaths for children

: under age five. This age group, about 20% of the population,
i accountes for at least S7% of &l11 deaths in Malawi. This age group
o= is clearly at highest risk of death in Malawi.

.. Data regarding age—-specific mortality within the 0-5 age group are
. limited &t present. The data that are available strongly suggest
o that about cne-focurth of 0-5 mortality occcurs in the first month of
’ life, anpther one—-fourth or more between the second and twelfth
} months, and the remaining one-half in the first through fourth year
of life., Fegional anzlysis indicates that rural infant mortality is
twice urban infant mortality. Since nearly 904 of the population is
' rural, this means that over 2%% of &ll infant deaths are in the
rural areas. If this ratio hold true for rural children aged 1-4,
thern rural children under five years of age accounts for more than
! S0%  of total mortality in Malawi. For children under age five,
date are uncertain regarding regional variations in mortality.

It 152 uncertain how the age of the mother at firet pregnancy and the
average time between births affect under—five mortality in Malawi.
However, data from other countries make it clear that mothers in the
185-19 &ge group and mothers hawving children lese than two years
apart have much higher child mortslity rates.

L T

Using in-petient data, the cause-sperific mortality for the high
priority 0-4 age group is shown in Table 2.2,

-

Table 2.2 : The Ten Leading Causes of Death ip Children
‘ 0-4 year, 1983, from 6028 Reported Hospital Deathg
Disease Total Reported % fAccumul ation
i Deatns Deaths Fercentage
1. Mzasles 7S 16.2 146.2
. 2. Pneumonia 7856 13.0 29.2
' 3. Nutriticonal deficiency 673 11.2 40.4
h 4. Malaria &11 10.1 0.9
5. Anaemia 549 9.1 59.6
‘ 4. Diarrhoeal diseases 504 8.4 68,0
. 7. Tetanus 256 4.2 72.2
8. Disease of Nervous system 954 1.6 7%.8
9. Accidents and Injuries 89 1.5 75.3
} 10 T.E, 28 0.5 75.8
’
2-3 '
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Disease Total Reported

Deaths

Accumul ation
Percentage

1.

2.

3.
4.
5.
él
7.
8.
.
10

“Accidents 222

Pneumonia : 273
T- Bu . 2(?8
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Malaria 208
Anaemia 206
Diseases of nervous system 204
Nutritional deficiency 114
Complicationgs of pregnancy 111
Meacsles 83
Pirarrhoeal diseases 78
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7.7
15.3
21.6

27.5

3Z.3
39.1
42.3
45.4
47.8
50,0

Fercentage

Accumul ative

Fercentage

Malaria

Respiratory infections
Diarrticeal diseases

Inflammatory diseacses of the eye
Skin diceases

fhdominal % GI symptome

Trauma & Accidents

Measles

Nutrition deficiency dicsease
Hookworms & other helminthiacis

2]
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Table 4.4 :1he

Fercentage
of Total

Accumul ative
Percentage

26.8
Respiratory infections 15.8
Abdominal & GBI complaints 8.0
Traumatic conditions i 5.7
Skin diseases S.0
Eye diseacses 4.7
Diarrhoeal diseases : 4.6
Venereal diceaces 4.2
Diseases of limbe and joints 4.0
Dental dicseasec 2.9

-

26.8
42,6
50,6
S6.3
61,3
66,0
70.6
74.8
78.8
81.3

i 1 b e Eomaint S o N

Note : The above data are for 21 districts only

Source @ Statistic Unit - Ministry of Health
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Table 2.2 shows that ten reported causes of death account for 76%
of deaths 1in in-patients under the age of five, and that the top
five causes account 60%. With the exception of "diseases of the
nervous system," "neoplasm," and, perhaps, "accidents and injuries,"
the remainder, of these causes are mostly preventable or
treatable through primary health care approaches.

Although the data are uncertain,it appears that prematurity, tetanus,
pneumonia, &nd diarrhoea are very important causes of death in
children under age one month. Such deaths consistitute one-forth of
uwnder-five deaths. For children one month to one year, pneumonia,
diarrhoea, under-nutrition, and malaria are likely to be most
important, with meacsles contributing in the last 3-4 months. Older
children are more susceptible to accidents than younger ones.

Several important inferences can be drawn from these data:

o] Children 0-4 vyears of age make up about 20% of the
populationy estimated deaths among this group account for
7% of all deaths in Malawi.

Estimated deathe among children 0-4 years of age from six

leading causes account for more than 35% of all deaths in
Mal awi . .

Five conditions -~ nutritional deficiency, pneumonia,
malaris, measzles, and diarrhoeal disease — account for at
lesst one-third of all deaths in the country and are
either mostly preventable or treatable using a primary
health care approach. !

Nutritional deficiency is thus a principal or contribu-
ting cause for a dominant fraction of preventable
mortality in Malawi.

Table .- c=hows that tem reported causes of death account for S04
of mortality in i1n—patients aged five and over. With the exception
of ‘'diseaszs of nervous system" and, perhaps, accidents, the
remainder are either mostly preventable or treatable through primary
health care approaches. The principal interventions would appear to
be i1mmunizations, improvement of nutrition, &nd early detection and
treatment in respect of diarrhoeal, and pregnancy dicsorders.

-

Morbidity statistice in Malawi are drawn almost exclusively from out-
patient facility reports (see tables 2.4 and 2.95). They have the
came limitations as mortality statistics when extended to the total
population. Used with caution, they provide an indication of morbi-
dity status and trends. EBased on these statistics, the leading
causes of morbidity in Malawi parallel to the leading causes of
death. Qut-patient stsatistics suggest that the leading causes of
morbidity are: malaria, respiratory diseases (including tubercu-
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loeig), diarrhoeal diseases, skin diseases, inflammatory eye
diseases, general trauma, venereal diseases, hookworm and other
helminthe, dental diseases, and other combined childhood infections.,
Schigtosomiasis and leprosy, while not among the ten leading causes
of morbidity, reported by outpatient centres are significant public
heslth prDbIE@s 1in Malawi.

Among children 0-4 years, malaria accounts for J0%, tuberculosis for
21 %4, and gastro-intestinal prablemsz for 17 % of out-patirnts seen

in 1979. Eye dicseases (9.2%) are more significant than in
adulte, and schistosomiasics (15%0 has significance as a morbidity
cauge 1n children. fi housekold survey conducted in 1974 found  &4%

of rural children 0-5 unwell on the day of the survey, demonstrating
tht burden of illness in the growth, devel opment, and well-being of
Malawi ‘s chalaren.

From the morbrdity data precented here one can draw several impor-
tearnt conclusione:

o len leading causes of morbidity account for 807 - 90%
of &1l out-patient visits.

ot Children aged 0-4 years accounts for 40% of all vigits,
There wtilization rate 15 thus twice that for general
population.

o

The first five diseacses tmalaria, respiratory diseases,
trarrhoesl  diseascs, diceaspe of the eye, and diseases
of the glan)  account for about 78% of all recorded
vierts for children aged (-4 veare.

[ While lLarge portions  of the child population are
immunlzed, 404 are unprotected from one or more of the
majcr, preventable childhood diseases.

2.3.5 6 Closer Lool at Important Diseases in Malawi

Malarisz, the leading csuse of out-patient treated morbidity, is
highly prevalent in &ll age groups and in every part of the country
except at the higheet altitudes. In 1978, WHO conducted malari-—
metric zurveys of 3&9 pecple in four localities - one at Fumphi ,
two at  laronga  (both Northern Region) and one at Sucoma (Southern
Regron). The crude parasite rates varies from 26% to S04, absut
72% of all positive smears being accourted for by Flasmodium Faleci-
parum. The most  common  vectors in  the localities surveyed were
Anopheles gambilae and Aropheles funustus, the most commonly seen
African vectorse. It was confirmed that both species are susceptibleé
to DDT. Most  recently (July - December 1984), over' 56%&%:%&@3
parasite n two sample districts showed =ome chlorpoquine resistiﬁcéu
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is an endemic problem in Malawi with high rates of
mortality (ranked 5) and morbidity (ranked I) in young children (O-
4). Diarrhocea also causes significant problems in older children
and adulte (within the top ten leading causes of morbidity and
mortality). Diarrhoea has a seasonal variation, with peaks
occuring in December and January.

Diarrhoea is common in measles before a rash appears. It is often a
presenting or associated symptom of pneumonia, middle ear diseacse,
meningitis and other infectious diseases. Any infection may cause
diarrhoea, especially in children. Repeated episcdes of diarrhoea
or starvation therapy for treatment are recognized causes
ot malnutritian. On the other hand, undernutrition determines the
capacity of children to survive in the presence of diarrhoeal.

was first seen in Malawi in 1973 and since then has been &
conci1stent health problem, particulary in the Southern Region. Bince
1974, the number of cases of cholera and the number of deaths from
cholera has declined, possibly because of the control programme
which consiets of environmental control, surveillance, and health
education.

The 1ncidence of diarrhoea and cholera is related to the availability
ot sefe water and proper sanitation and waste disposal. Given
current fertility and & modereate decline in mortality the population
could double by ZO0OO. Water—~borne sewsrage sytems are available
only to & very emall propor-iion of the populationse of the cities of
Zomha, Blantyre, and Lilohgws. Nearly 27% of urban populations use
epptic tanke and C8YW uwse pit latrines for escreta dispozal. Similar

dsta 13 not a&avsilable for the rural population.

Measl e

In 1979,

all ages and 3.6% for children aged 4 vyears and under. Measles 1is
usually under-reported because mothers tend not to sesk assistance.
In 1973, 24% of measles cases admitted to hospitals
were children under 1 year of age, 93% in the age group 1-4 vyears,
and Z3% in those agrd © and over. In 1977, of 20,517 reported
in-patient cases there were 1,547 deathe (7.3%)3 in 1978, 2,171
deaths (9.4%) of 23,048 inpatient casesy and in 1979, 1,521 deaths
(10.5%) of 14,327 inpatient cases. Since 1979 immunisation against
measles has become an integral part of MCH Services, and field
impressions indicate that the nuber of casees seen in hospitale and
health centres i= decreasing.

LA X

2% of total morbidity of &ll ages,
and 1.5% for children age 4 years and under. However, this is & more
seriocus health problem than the data — suggest. It was believed
earlier that it wss not & problem ocutside irrigated areas where
schietosomiacsie became endemic and where infection rates rose
rapidly. A survey of labourers newly recruited from all parts of
Malawi for the Dwangwa Sugar scheme showed that
almost 42% were infested with S. Mansoni on arrival; 35% had &8,
Haematobium. Similary, & survey of Standard 1 pupils from 12 primary
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schools around Lilongwe (not an irrigated area) showed that S0% had
S. Mansoni and 15% had 8. Haematobium.

The pattern of the morbidity and mortaiity of infecticus and
parasitic diseases in Malawi has changed little since 1974,
Exceptions could be the apparent decline in the incidence of measles
and a slight upward trend overall in tuberculosis, perhaps due in
part to better reporting. Arnklyostomiasis (hocokworm) shows a down-
ward trend.

Data on the geographical distribution of the leading causes of
morbidity and mortality are not available by district. Some
information by region on out-patient first attendance, in-patients,
and in-patient deaths is available for 1978 and 1979. In the
Murthern Region, there were 232 attendances for every 100 people, in
the Scuth 209 and in the Centre 147. It ics difficult to determine to
what extent this difference reflects a higher morbidity rate as
cpposed to the higher standardse of education in the North and thus a
greater terndency to make use of facilities, or to better outreach.
In terme of specific diagnoses, the only marked regional difference
in 1978 and 1979 were that the inciderce of respiratory dicseases,
including tuberculocsis, wacs about twice as high in the North and
that the Central Region had fewer cases of gastro-intestinal and
diarrheal diseases. No epidemiclogical investigations intoc  the
envirenmental determinante of morbidity have been carried cut. For
in—-patiente, & higher admission rate for all ten leading causes of
morbidity seen in the Northerm Region im both yeare.

2.3%3.4 Child HNutrition .

[}

Under-nutrition is an important contributory factor in mortality and
morbidity in Malawi, particular in children under five years of age.

Mhile there may be adeguate production of food in national terms,
problems facing individual families can counteract this
advantzge. Surveys have shown that pre-harvest shortages are
freguent. Norm-seasonal factors leading to lack of adequate breast-—
feeding supplemente and poor intra-familial food distribution in
some families need further investigation.

€Clinic records and surveye such as the 1981 National Sample Survey
of Agriculture (NSSA) show that between 2857 and 60% of children
under the sge of five are below the correct weight for their ageg,
depending o~ time of the year and location.

Most of +the children in this category are underweight because of
their lack of weight due to previous episocdes of undernutrition
combined with illnecss. While they are riow the correct weight for
their height, they will never reach the height they should be for
their age, and so will remain stunted although otherwise growing
rnormally. The NSSA data shows that about 65% of Malawian children
are so stunted, but there may be need of downward readjustment of
thig figure by a few percentage points in the 1light of <further
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statistical analysis of the figurces.

Remaining children who are underweight for thelr age, are o bocaueo
they are underweight for their height, these being “wasted" or “thin"
children. These children are "wasted" because of disease coupled
with lack of food at the time of measurement. The NSSA data suggest

‘ol ;hat these nunber up to 20% of children, depending on time of vear
% nd. location.

.

A most critical time for children is their time of weaning
to food other than breast milk. The quantity, quality and frequency
with which such fcod iz given is critical for successful  weaning.
Pure maize (or cassava, csorghum, or millet) porridge is inadequate.
While most parents are able to mix other locally available food to
improve weaning, it csgems many are unable to do this. Fuossible
reasons include lach of knowledge and lack of resources.

In the light of the above, a locally-produced infant weaning and

child=-rearing food conposed of a mixture of maize, beans and
groundrnuts is on sale and i= also being distributed to nutrition
rehabilitation clinics and heatth centres as part of WFF assistance.

While there may be some i1mpact by increasing the availability of
such foods, and of providing, preparing and gaving food 1n general,
problems faced by come families may prevent them from mabing

maximun use of such advice. It ie therefore felt that reduction of
the impact of dicesse (eepecially those priority disecares that  are
the focus of the plam) w2ll be important in ensuring the continuwed
growth oi those with i1nadequate food intale.

The Malawr approach to Frimary Hoeith Care focuses on
the proklem by emphacieing the growth monitoring of all childreny
the detection of families who have problems in caring for their
priority diseazes, and the provision of appropriste education on
feeding. In addition, .discussions will be held with community
leaders on how beset to overcome the problem uncovered. Az the
approach i=s mueltisectoral, the various sectors can alsep contribute
thear advice and action on these problems.

2.2.5 Maternal Mutriticn

Very 1little 12 hnown about maternal nubtrition i1n Malawi. UNICEF
reports "anaemia" to affect 154 to 28% of pregnant women. Foor
maternal nutrition iz & factor in low birth weight, which in turn
1s etrongly as=cciated with increased peri-natal and infant

mortality. Foor maternal nutrition probably is a factor in maternal
infectione and & contributing factor to Malawi's high maternal
death, =zome evidence of which is seen in Table 2.3,
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CHAPTER 3: THE HEALTH SECTOR IN MALAWI TODAY

Dl =l B = S S SoXanl LD SRR Eas e e e

3.1 INTRODUCTION

This Chapter . highlights the salient features of the health sector
since 1964 and the earlier activities from which it evolved: the
policies, strategies, and plans that guide current activities: the
arganisational and administrative framework, the services and prog-
rammes offered, the eystems that support eervice delivery, the
resources that are available: and the many achievements that bhave
taken place to date,

J.2 FREVIOUS DEVELOFMENTS AND FLANNING ACTIVITIES
3.2.1 The First Years of Independence.

Under the first S-year plan, from 1965-1969, resources were
devoted primarily to curative services, with the emphazis on con-
struction o0f facilities and development of manpower for these
facilities including the training of SRN's which began in 1965
with the opening of the National School of Mursing, Blantyre: and
the training of Registered midwives, which began in 1970. As the
O-yEar Flan was  inplemented, it became clear that these
endeavours could nct alone achieve the desired impact on
health status. Thus, in 1971, the government requested assicstance
from WHC an drawing up & plan to improve the impact of health
SErvViICEE  1n the country. In 1974, thie plan was adop-
ted by government and became the official framework for health
development .

3.2.2 The 1973-1988 Hesalth Flan
The priorities established under this plan included:
he reorganisation of the MDOH
the development of basic health services

the control of communicable diseases

the improvement and extencsion of existing hospitals, con-
struction of new hospitale, and cirreation of & training
school foar paramedicals

manpower development.

Shortly after approval of the 1S-year plan, a "mini-plan”
vias desi1gned to strengthen maternal and child health care cservices,
specifically with the following obiectives:
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increase immunisation coverage to 90% of children under S

provide health and nutrition education to combat malnutri-
tion among children, pregnant women, and nursing mothers

promote family life education.

These priorities were made more concrete by the adoption of
the following ocbjectives and targets:

0 the establishment of a country-wide basic health services
system with & primary health centre for every 50,000 people,
& sub-centre for every 10,000, and a health post for every
2,000
y 000,

considerable reduction, by 1990, of mortslity and morbidi-~-
ty from malaria, diarrhoeal diseases, schistosomiasis, and
tuberculosics:

improvement in the provision of safe water supply and
canitation by increasing the coverge of the urban water
system, assisting the rural populstion to dig boretoles and
protected wells, providing more urban water-borne sewage
evetems, promotins sanitation through heslth education and
tronnicsl advice, and offering advice for construction of
bztter housincg:

rromotion of nutrition by integrating nutritional activi-
ties into family cervices and by introducing relevant tech-—
nelogles:

improvement of maternal and child health by providing
adegquate antenatal and postnatel csre to &11 pregnant women,

reducing mortality and morbidity ameng pregnant women and
children, and increasing vaccination coverage against meas-—

lesg, polic, diptheria, pertussie, tetanus and tuberculosie.

S5ince 1978, as an addition to the exieting plan, the gover-

rinent  has endorsed the concept of primary health care (FHC) as  the
bazi1e for the strategy to achieve "Health for &all by the year 20007,

Frimarily, the FHC approsch aims to improve health by impro-
ving the effectiveness &and efficiency of existing services &nd
programmes through community involvement. However, in order to have
maximum impact on health etatus, FHC activities in Malawi focus on
four pricrity areas: maternal and child health care, watsr and
sanitation, and early treatment of a limited number of major di-
seases, and the creation of the infrastructure for PHC which will
enhance multisectoral corperatiorn.

The 1973~1988 Plan is being revised because of a recoghition
of delivering and developing health services




The 1982 FPlan for Primary Health Care.

In 1981 the MOH initiated & pilot programme to train thirty
Primary Health MWorkers (FHUW'e) in three dicstricts,. Evaluation a
year later showed that if the programme were enxpanded to cover the
entire country, the PMOH would not he able to afford to pay the
PHW s, Difficulties in supervision and support were aleo identi-
fied, largely attributable to insufficient orientation of area-level
“:g&ers and of the communities in which the PHW's were working.
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Raced on this evaluatiocn, & modifiedfplan was developed and
set out in a 1/82 decument, “Flan of Worlk for the Frimary Health
Care Frocess in Malawi." The key feature of thie plan was the
substitution of volunteer Village Health Workers (VHW's) for peaid
FHW s, This wees to introduce greater flenibility waith regard to
village health worleore or volunteere who might perform services for
the community for support of FHC.

The plan strececd the importancoe of comnunl bty  craentalion
and participation, the training of support staff, and multisectoral
collaboration. Each VHC, with the aessictance of the area FHC team,
identifies health priorities within ite community, and then decides
which problems 1t can taclle alone, and which need to be deallb with
by individuals with training in cpecial shills.

The plan alex propo:ed to add three digtricte & year until
1920, by which timc the cntire country wovld be covered, and since
1982 ogreat eftorts have been nede to orient people at all levels to
the FHC approach. This hase included treaining sessions for health
slaff, Ffor tutore from trazning instrtuticone, and for other staff
from other Mimetricec abt netional ard rogrornal levelse anmd  1rndivd -~
duals from the nine dictracte a2n which FHC activities bhave so  far
comnenced.

3.3 FOLICLIES, ETRATEGIES, AMD FLANS
3.7.1 Current Hexlth Folicy

The ovrall MOM policy is to raicse the level of health of all
Malawianz through a scund =services delivery system which will pro-
mote health by preventing, reducing, curing disease, by protecting
life, and by +teostering general well-being and increased produc—
tivity. 7This 1s to be fulfilled by adopting FHC as the major philo-
sophical underpinning of the health services delivery svyestem: by
maintaining hosEpltal cecervices as an integral part of the total
system: by promoting the concept and practice of child spacing: by
encouraging coordination among all partrners in the health <cector:
and by agsisting non—governmental organisations involved directly or
indirectly with the health secter in waye consistent with MOH goals
and objectives.

o

3.2.2 Strategies to Effect Health Folicy

Since 1980, these policies have been 1mplemented through the
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following strategies:

o the provision of a comprehensive health care delivery
network ~ throughout the country, comprised of a Primary
Hezalth Centre for every 50,000 people, a health sub-centre
for 10,000 and & health post for 2,000 as well as health
cervices at the community level to be provided by PHWs

the strengthzning and expansion of MCH cervices and health
education

the replacement and renovation of old and inadeqguate
hospital facilities in both rural and urban areas

the strengthening of measures to prevent and control
communicable diseases, including vector control, provision
of basic sanitation facilities and water supply, and early
detection and treatment of diseacses

the +training of health personnel at all levels and the
ocrientation of health manpower to meet the needs of the
comminitites in which they work. Unfortunately, the train-
ing of adguate and appropriate personnel has lagged behind
because of inadequate facilities and changing trends in
health gelivery.

The Frivate Hpepital secciation of Malawi

The s=second-most important provider of health care is the Pri-
vatn Howrirtale fiscociation of Malawi, FHAM: this group is made up of
mizsilconary groupe which run hospitals and clinice. FHAM  was
organised 1n 19687 and now represente fifteen Catholic and Frotestant
dernominations, Its esecutive offices are situated in the MOH head-
gquarters,i1n crder to fostor close cooperation and collaboration with
the MOH. FHAM does not have its own  health policy but operates
vithin the frameworl: of the Government health policies. PHAM's
malor object:ives:

to amprove end expand health care facilities through
interdenominational cooperation

to cooperate with and complement government health agen-
cies

to dewvelop and undertake training programmes for nurses,
paramedical staff and allied personnel

to provide medical and health services.

FHAM'=  strategies and activities have been  primari)
oriented to hospitzl-based care, although PHAM has recent ﬁ'?‘
expanding its efforte in clinic-based and outreach care. ;v ]
following MOH policies and strategies toward FHC.




services, &nd donations, each of which contribute roughly egual
proportions, but since FHAM units are independently financed, some
are relatively well off, while others have financial problems.

3.4 OROGANISATION AND ADMINISTRATION
3.4.1 The Ministry of Health

The MOH has prime responsibility for developing policies,
planning strategies, and programmes, for health care in Malawi, and
for the qguality of that care through monitoring and evaluation.
Details of current organisation its problems, ways of wmonitoring
and evaluat:ng to increase efficiency are given in Chapter 8. Day-to
day decicicon—making in the MOH tenrnds to be centralised. Although
health e=ervices are integrated at the operational level, at the
management level services and programmes are categorical. At the
central level, there are discrete categories for clinical services,
{essentially all hospital services) MCH services, PHC servicez (nut-
rition, EPIl, diarrhoea, etc.) and other specisl programmes such as
leprosy and bilharzia control.

Other government departments involved in the health sector
include, for example, the Department of Fersornel, Management and
Training, in the Office of the President and Cabinet (OPC), which is
recspongible for beth policy and administration of internal and
enxternal staff training. The OFC provides the chairmanship for the
national coordinating committee on preventive health services, nut-
rition actaivitiez, and integration of health education, established
in 15969, which coordinates the policy and financial aspects of the
Bureau of Heslth services in the MOH. In addition to using exten-—
eiocn staff toc bring sbout improvements in family nutrition, child
care, and hygierneg, the government has been including health infras-—
tructure 1n its rural development schemes.

J3.4.2 The Private Hospital fAsscciation of Malawi (FPHAM)

FHAM 1is the second-most important element in  the bhealth
sector. It is made up of church-related and other private voluntary
agency facilities, which are coordinated with MOH services, hut not
in a clearly defined way. The MOH assists FHAM by providing it with
an annual grant which is used mainly for local staff salaries. FPHAM
facilities generally charge patientes for treatment, with the excep-
tion of under-fives preventive service clinics, and & number of
communicable diseases such as T.B., STD and Leprosy.

FHAM is centrally headed by an executive secretary with one
assistant. Folicies and strategies are discussed by an Executive
board representing the 15 groups. Each group has its own Director
&nd Board (usually a missionary board).

FHAM facilities manage themselves though with_some guidance
trom the central PHAM offices. Although PHAM's authority relation-
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ship with its member facilities is non-binding, supervision and
training schemes do exist among FHAM facilities.

FHAM facilities are integrated with MOH health services
from the perepective of management and administration,
and MOH supervisory cstaff do undertake supervisory visits to
PHAM facilities, The frequency of visits appear to be infreqguent
and the guality of supervision uneven.

3.4.3 0Other Service Providers.

Local Government and other agencies such as the Army, Fo-
lice, industries, and estates, provide curative and preventive ser-
vices in varying degrees of scope and sophistication. However, the
services provided by these groups amount to a very small portion of
the total health services provided in the health sector each year.

Private practitionere, traditional healere and birth atten-—
dante (TBAs) do mot have any strong national organisatione. The
number of private doctors is very small: only about thirty-five
currently practice. There are more than 5,000 traditional healers
in both rural and wrban aress, of whom about 400 belong to the
herbalists a&ascsociation. There are alsoc more than 5,000 TRAs in
Malawi, of whom about &00 had been trained as of July 198S. It is
planned to train ancother 800 within the next four years. With the
exception of the trained THAs, none of these practitioners have
formal links with the MOH heslth system. There ie a growing need for
the formal health care system to work more closely with this tradi-
tiornal health sector, in view of the limited resources fundable
through government.

3.5 CURRENT SERVICES AND PROGRAMMES

3.9.1 The Ministry ot Health

Momencl ature

The MOH offers a wide variety af services to the public.
Expansion of the range of services has heen so great during the last
decade that nomenclature of services has grown with imprecision.
For the purposes of this plan, ‘"service" is loosely defined as a
combination of preventive, curative, and educational interventions.

Broadly speaking, MOH health services tend to be categorised
as either curative or preventive services. These services (known by
a variety of names) include all those services that generally com-
prise comprehensive health care systems: emergency care, obstetric
care, paediatric care, surgery, maternal care, child care, infant
care, child spacing, etc. In this section the substance of health
services is discussed in greater detail, highlighting the distinc-
tione between services at various levels of the system. In Chapter
8, organicsaticnal issups are covered.
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The services of the MOH are currently provided at five
within the context of FHC

community
... health centres and rural hospitals
district hospitals

central hospitals

special hospitals.

Services at the community level include cutreach activities
conducted through mobile clinice held either in public places or at
manned or unmanned health posts. Services at the community level
stress activities and interventions associated with under-fives care,
provided through one vehicle for many of the programmes discussed
later in this section. The out-reach activities include health
education, discussione regarding environmental sganitation, informa-
tion about treatment of diarrhogal diseacses. Immunisations, pre-
natal and postnatal care: under fives services such ag weighing’éﬁq
screening. Foetnatal services are limited., With the i1ntroduction
of Child Spacing, postnatal services will be eypanded at all health
facilities, Children’'s weighte and immunisation records are reco-
rded on "Road to Health Charts" which are retained by wmothers and
monitored at the clinics. In addition, wmodest curative care is
offered, but these services are limited by the fact that few of the
 workers at the community level have climcal training. Children
in need of cuwative treatment a&are generally referred to & firxed
facility. '

Health centres and rural hospitals offer similar s=services,
except that rural hospitals were originally ecstablicehed with limited
inpatient capacity which has been maintained. Health centres in-
clude dispensaries, maternities, and units combining the two. They
generally offer curative services, pre-natal care, natal care, post-
natal care, infant care, and all the services offered by outreach

clinics,. Many health centres conduct putrition clinics atten-
ded by children who have been identified as uwnderweight &t under-
fives clinics. Nutrition clinics offer nutrition education, food

preparation demonstrations, and free food supplements.

District hospitals are the referral centres for health cen-
tres, and also serve the local town populations. They offer outpa-
tient and inpatient services, including maternity, paediatric, adult
female, adult male, and often irolation facilities for communicable

disease patients. They also provide all the necessary support
services, both medical (e.g. laboratory) and non-medical (e.g. laun-—
drvi. In addition, &all preventive services offered at health cen-—

tres and through outreach activities are als=o offered at district
tospitale,.




Central hospitals act as the district hospitals for their
own districts. They are distinguished from ordinary district hospi-
tale in that they provide specialist referral care for their respec-
tive regions. They also act as training hospitals for the attached
training institutions.

Special hospitals offer very specific services, including
mental health gervices, and inpatient care for leprosy and tubercu~-
losis cases. A summary of health facilities is shown in Table 3.1.
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The MOH has often recognised the need to strengthen &
particular aspect of its services, in responss to which it thas
initiated special programmes to develop, organise, and overcee the
effort to change or improve health care. Some programmes &are on-—
going, other are intended to last only until the changes are fully
institutionalieed and integrated into the regular health cervice
delivery system. Still cther efforte or activities by the MOH. are
"programme-like," but are not officially designated as programmes.
Currently there are a number of special programmes in effect, inclu-
ding the following: )

o Chi1ld Spacing

o Combatting Childhood Communicable Disease (CCCD)
o Enpanded Frogramme of Immunisation (EFI)

o Filharzia control

o] Leprosy control ‘

o Tuberculosis control

o Environmental health and sanitation.

The child spacing programme is regarded as essential to the
strengthening of the maternal and child heslth services of the MOH.
Child spacing services are very recent, but will undoubtly become
even more important in the future. Currently they are available &t
all the district hospitals and the two central hospitals. Frepara-
tions are now underway to extend services and to expand the range of
services available.

~

The CCCD programme was initiated in 19832. It focuses
upon the problem of reducing child mortality and child wmorbidity
ecspecially 1n the areas of diarrhoea and malaria. Its key elements

are as followes:

o the promoticn of oral rehydration treatment for diarrhoeal
dicspases
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the promotion of the utilisation of anti-malarial drugs
for expectant mothers and children under five

the integration of these activities into the Community
Health Sciences Unit at the central level, and into Primary
Health Care at the village level

the expansion of the EFI programme (discussed below).

The EFPI programme was initiated in 1976 as a pilot programme
with emphasis on the strengthening of the cold chain. In 1978, the
two-phased nationwide systematic immunisation of children under S
vears of age began. The programme currently offers full courses of
meacles, DPT, polic, and BCG vaccines to children under S years.
Good coverage rates have been achieved among target groups. The
programme’‘s current emphagis is on improving these rates.

The EBilharzia control programme was initiated in 1981, and
concentrates on selected large rural population. Earlier activities
which centred around irrigation schemes throughout the country,
Feople in non-irrigation areas also require protection,
and should be included in any control effort. This broader target
has been adopted in the current programme. The programme involves
population chemotherapy and is being implemented at two sites. The
objectives of the programme are to study drug delivery in rural
settings, to identify drug regimens most effective for control of
incidence and prevalence of bilharzia and to determine the optional
length of time for treatmert regimens, and to train existing health
staff in schistosomiasie control technology.

The leprosy coentrol programme began in 19464 as a mobile
service concentrating on the southern region. Ites main objective
was the reduction of the incidence of leprosy to & level at which
static clinics could care for all those afflicted. The programme
was privately operated (by LEFRA) until 1975 when it was
toc the MOH. In 1973, LEPRA to ecstablished a nationwide mobile
treatment network, which was completed in 1978B with the help of
other private groups.

The existing tuberculosis control programme was launched in
19464, It puts emphacsis uporn case finding, treatment, and immunisa-
tion. It 1is centrally organised and administered by & medical
officer and a health inspector. At the regional level, Regional
TE officers are 1in charge of the programme, while at the district
level, health assistants function as tuberculosis officers. The
programme siresses health education activities. EBCG is given as
part of the EFI programme. District hospitals serve as in—-patient
units and out--patient review centres, and health centres provide ocut
patient treatment. One maior concern is the follow-up of defaulters:
thise will need to be addrecss.d in the coming years as the programms
iz strengthened. ,

The enviromental health programme is an on-going Joint

etfort betwesn the MOH and the Water Department. The former
provides sanitation systems while the latter is responsible for
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providing water. The MOH’'s contribution to this programme is spear-
headed by the health inspectorate and includes water testing, food
inspection, public education, and encouraging the construction of
pit latrines and proper waste disposal. Although the provision of
water has proceeded at & fast rate, the sanitation aspects have
lagged behind because they were started only about I years agoa.

Cther .MOM activities are "programme-like" but are not offi-
cially designated as programmes. Frimary Health Care and Health
Education fall into this categroy, and have been afforded & special
and significant emphasis by the MOH. FPHC is viewed as a multisecto~
ral approach to health care delivery and is sponsored through a
coordinating body referred to as the FPHC core grouwp, which operates
out of an office within the central offices of the MOH and through a
field staff located at Regional and District levels. It is attem—
pting to develop & Malawi-specific FHC appruoach to health services
delivery at the peripheral level. PHC is currently being implemented
in nine districts. Its current activities are based on several
yeare of work in community-bassed services.

Health educaticn pccupies a special status within  the
MOHM. It ie promoted through, or associated with, many of the speci-
fic services of the health system. In an effort to coordinate the

health education activitiez of the MOM, a special office for health
education was established. ©So far, curative and preventive measures
teken to reduce or eliminate the priority health problems have
vielded only modest results, partly due to insdequate participation
of individuals, famlies and communities. Among other causes, it
is believed that inadcguate information and education i=s  an
essential factor.

Efforts have been and continue to be made by many individuale,
cervices and organisations to bridge this information and knowledge
gap but so far these efforte have not been as effective as desired
because of the focllowing:

- inpadeguate mastery of the skille and technigues of information
and educstion for hezlth by a majority of those involved;

- inadeguate coverage of the target population which should be
reached with the necessary health information and appropriate
technologies to help them handle their problems;

- shortage of quaslified health educatore at different levels to the
tasks of organising promoting and directing health education
programmes and activities to reach the target populaticon;

- lack of adequate facilities to produce and distribute appropriate
health information and education materials to reach target groups
groups especially the at risk families;

- lack of sufficient knowledge about the social, cultural, ecenomic,

behavioural, environmental and service related aspects of these
priority problems;
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absence of an effective mechanism to coordinate the efforts being
made by different sectors and organisations to inform and educate
the people on health;

absence of an effective managerial system in health information
and education programmes and activities;

the inferior gtatus and weak structure of the Health Education

Unit, within the MOH and the absence of a carrier structure for

Health Educators. Necessary strategies and activities are planned
" in order to strengthen the Health Education Unit (see chap. &)

Z2.59.2 The Private Hospital Association of Malawi (FPHAM)

PHAM operates 20 hospitals,39 primary health centres and 88
other health units, making & considerable coniribution to the health
sector in Malawi. FPHAM hospitale account for just over one-third of
all admiesions and in-patient days: PHAM rural hospitals provide
about half of all admissions and inpatient days, but FHAM facilities
cee less than 14% of total out-patient first atterdances. FHAM has
significantly fewer health centres than the MOH, and sees fewer
patients per unit, and thus its contribution is heavily weighted
towards in-patient care although this is changing rapidily in view
of the support being given to FPrimary Health Care.

The range of specific services offered by FHAM is similar to
that of the MOH: full curstive services are offered at most FHAM
facilities, &and 1in recent yeares there have been successful efforts
to establish some preventive services, usually MCH eervices, and
mostly facility basea. Most preventive services are free of char-
ge. Sick chaldren presented at under-fives clince are either treated
or referred to the nearest appropriate health facility, In gddition
to the envaironmental and maternal health services, child ‘spacing
advice and assi1stance is availatle, '

-

F.5.3 Uther service providers

tozal government, agencies other than PHAM, and  private
practitioners, &alseso provide ceignificant health care service to the
public. Services provided by local government authorities are in
the form of health centres and focus upon mxternity services., Other
agericies such as the Police, Army, estates, etc, also provide a
varying range of curative services to selected sub-populations. In
the cacse of private companies and estates, these are usually simple
clinics staffed by auxiliary workers. Private practitioners offer
almost exclusively curative ‘services. Traditional practitioners
. also provide & variable range of mainly curative services, though
TBAs often provide some preventive services.

J.b MANAGERIAL FROCESS

S«6.1 Supporting sections




Clearly the furnctions of planning, personnel, etc, come
under the title "managerial process,” and fulfil very important
roles. However, the problems of inadequate staffing of various
sections and inadequate training are discuscsed at length in chapter
8 although some specific activities are also presented in Chapter é.
for that reason no analysis of these systems is presented here.

Jeb.2 Personnel Information

Ideally, the personnel records office should be the main
source of data on the curent staffing situation in the MDH, provi-
ding up-to-date records of established posts and vacancies, and
details of the individuales actually employed. The efforts of the
records office to carry out these functions are hampered by
eyetems asre the number of staff now employed.

The Department of Fersonnel, Management, and Training of the
Office of the Fresident and Cabinet is setting up a computerised
persannel system for all government employees. However, this system
will cover only those in established posts and will not be in opera-
tion for some time. Moreover, because this systems will rely on
data from each Ministry, the MOH will need to improve its own perso-
nnel records system to benefit from the new central system.

The establishment control seystem in the records office
manually controlled and accounte for unites only as far down as
district hospital level. No detailt regarding health centres
recordesd.

fs for indivadual records, the source of information is
the standard Malawi Government record care. Each individual com-
piles his/her own records, and there is neo provision for regular,
methodical updates. The record cards are stored in hoxes which are
not constructed to protect them from damage or loss.

J.6.7 Heslth intormation.

The health information and health management information
systemsz attempts to meet national planning and evaluation needs,
and to provide health information for international reporting
requirements. Information availeble at the national level falls
into the following six categories.

(=}

There are no mandatory reporting requirements for vital
events in Malawi. Information available regarding the
prevalence of disease and death comes from the major
health services units.

All  facilities, government and private, are reguired to
provide morbidity and morteality information monthly: the
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. P The information generated i1n the categories listed a&above
v, . .flows from the reporting unit upwards through the MOH hierarchy,
- . w rusually to the office of the chief statistician at the central
Selected information collected is tabulated and publiched
;i?&;d;periodically ag an MOH statistical report. Currertly the MOH does
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»The Ministry required monthly statistical reporte on  “H,
gregional, and dietrict activities. The MCH form is fainly |
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emphasis is on infectious diseases, Non communicable
diseases arv reported for planning purposes.

Special ad hoc surveys such as the EPI evaluation cstudies
and the Nutrition surveky of the Ministry of Agriculture
are additional important sources of health information.
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comprehensive in terms of curative care but provides no )
information on the incidence of diarrhoea, tetanus toxoid ]
immuniszations, or preventive activities. The regional and
gistrict summary forms include a wide variety of informa-—
tion. ’

Service Utilisation
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These +igures derive from the MCH monthly forme and  from |
hospital discharge sheete and inpatient cercsuses.
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The MUM has & comprehensive system of vouchers for use in
assuring accountability and control of expencses, but this g
system does not generate sufficiently detsiled mansgement
information on & regular bacis, However, the planning
unit has used the voucher system 4{o analyse ways in which |
the MOH might reduce its operating expenditures.

nd Medical Supplies

Drug

ln
0

The MOH has & considerable capacity for collectimng infor-
mation regarding drugs ana medical supplies. The informa-—
tion system of Central Medical Stores (CMS) attempts to
control i1nventory, keep track of drug demand, and monitor
accounte.

Information on supervicory activities will soon be collec—~
ted 1n one area. Health Education Sanitation Promotion
(HESF) has developed and iz now tecsting forms to delineate
the activities of HSAs. Otherwise csupervision informa-
ticn ie not standardised or tabulated on & regular basic.

& data analysie capability to mateh the need Ffor health |
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statistice analysis. The time span from the occurrence of a statis-
tical event to its publication is & minimum of five months.

J.6.4 Supervision

Supervision of field workers is currently the responsibility
of the DMO and others at the district hospital. In most districts,
it ige only from the hospital that transportation is available to
enable any supervision to take place. Existing guidelines for the
relationship between supervisor and supervicee do not¢ clearly define
the interaction or et targets for the frequency with which any
worker should be supervised.

Neverthelesg, supervision does occur. Either the DMO or
cther dictrict level cstaff visits most health centres at least once
every &6 weeks, and often aore frequently. This supervision is
apparently useful for improving the supervisees’ motivation and
performance, but no objective data exist to corroborate this impres—
s1cn.

Supervision of thie district by regional and central person-—
rnel occurs, but not systematically. From the centre, separate
lines of authority exist for overseeing the activities of medical,
nuwreing, and prevertive health workers. In addition, the different
categorical programmes maintain their own lines of authority. Coor-
dirnation among these separate supervieory lines is  weak. Private
practitioners, traditicnal healers, and traditional barth attendants
practice without MOH supervision, with the exception of trained
TRA's. A more detailled discussion of existing supervision is given
in Chapter 8

J.5.S Drugs and Supplies

The arganisaticn which supplies drugs to the health sector
i prnown as Central Medical Stores (CMS). CMS ig part of MOH and
has been receiving & subsidy until April 1984. Since then it has
been reguired to be operated as a self—-accounting and self-financing
body.

CMS presently operates on a revolving funo at a level of
about K3.1m of which K2.7m ie a temporary advance from the Treasury.
Arnual turnover was  in the region of K3.5m in 1983-84. Pricing of
drugs to hospitalz ie currently fixed at CIF value plus 12.5%4 to
cover all operating costs, and to enable CMS to operate on & no-loss,
no-profit basis. :

FProgcurement

Dverseas manufacturers and suppliers form the largest source
of supply to CM3: the majority of items are purchased through inter-
rnational tender. Frocurement lead times can range from
severn to fourteen momthe for consignments coming by sea, because of




long tender procedures, delays in clearing at seaports, and road
transport into Malawi.

Local manufacturers of pharmaceuticals also participate in
CMS tenders and are offered a 204 price advantage against foreign
firms as a means of encouraging local production. Unfortunately,
their contritution sc far has been very small.

In addition to drugs procured by CMS5, there are several
other sources of drug supply in the form of gifts and donations from
UNICEF (for specific programmes), WHD, bilateral aid, religious and
non-sectarian voluntary groups which sponsor specific country prog—
rammes and activities, and drug manufacturers.

The idinventory control! systems provides for &n inventory
review once every nine months for each class of product.
and is the  bacsic for the nine - month procurement cycle
noted above. Inventory control procedures throughout the drug and
supply system include only recording of issues, receipts, and balan-
ces on bin cardsg. There is little or no use of mimimum/maimum
stock levels, classification of inventory, pre-set buffer stocking,
or the exercise of other methods of inventory control to assist the
timing of and magnitude of orders. Document ceontrol is however
quite good. .

Drugse and supplies procured from overseas and items manufac-
tured by CMS are stored centrally at the Blantyre facility, though
rew facilitiee are to be constructed at Mzuzu and Lilongwe.

Druge and medical supplies are assembled and shipped in bulk
to major health facirlities. FRepackaging is carried out at the local
facilities to create pachkages of gquantities suitable for distribu-
tion to the public. The =stages of the distribution system are as
fcllows:

le] Each government hoegpital ie given an allocstion by the MOH
to purchase supplies from CMS for its own use and that
of its peripheral unite. Usually this allocation is made
1n two instalmente within the fiscal year to represent eix
months ' requirements. Ordere tend to be heavier at the
beginning of & budget pericd.

District hospitsals. complete drug requisition forms to
order different drugs and supplies. The bacsis for orders
varies among districte, but always includes provision
for the needs of peripheral facilities. As with interna-
tional procurement, the lead time for filling purchase
orders of the government hospitals is long and varies
considerably for a variety of similar reasons. The
pattern of ordering varies considerably due to the inadeq-
uwacy of inventory control systems at district hospitals.
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In the event of a stockout. at CMS, a system of recording
back order or "due-outs" is in operation, whereby CMS automatically
dispatches the item in question as soon as CMS receives its nesxt
consignment of goods.

CMS supplies all requirments of government hospitals, except
in instances where the drug in question has to be restricted due to
low stock levels at CMS. CMS can also restrict or completely stop
issues to any district hospital which exceeds its financial
allocation for drugs.

Distribution from district hospital to the peripheral units
is controlled by the dicstrict hospitals. Requisitions for monthly
supplies are reviewed in the light of the size of stock at the hos-
pital, and general availability of any given item from CMS. A
decision regarding what proportion of the reguisition request will
be sent to the peripheral unit is made by the pharmacy assistant.
Drugs and supplies are then distributed each month, tconcurrent with
the distribution of salaries.

In addition to this formal requisition for supplies, many
peripheral unite have to place one or two emergercy order per month
when stocks of vital drugs run out. Usually such orders are for a
emall number of drugs which are sent to the peripheral units either
by bus or bicycle.

Manufacture

CMS is currently engaged in the manufacture of certain
pharmaceutical products at its Blantyre facility. These products
include simple liquad medicines for oral and external use, creams,
mintments, and oral rehydration salts. In addition, small quanti-
ties oy simple preparations are manufactured at pharmacies of the
general hospital at Zomba, OECH in Elantyre, and KCH in Lilongwe.
Lack of technology, gquality control, pharmacists, and good produc-
tion management, have precluded further upansion of the current
manufacture capability or manufacture of more advanced products,
including tablets and sterile preparations.

Jeb.b  Training.

The MOH currently has fowr training schoolg: the Lilongwe -
School for Health Sciences, the Blantyre school of Nursing and
Medical Assistants for SRNs  and MAs, and the Zomba School of Nur-—
sing for Enrolled Nurse/Midwives. In addition to the MOH training
schoole, there are a number of other ingtitutions training health
persarnel in the country. The uwniveregeity ¢trains SRNs at the
Kamuru College of Nursing in Lilongwe and Health Inspectors at the
Folytechric in EBRlantyre. The majority of EN/M training in the
country is carried out by PHAM at a number of schools attached to
their hospitale. A summary of the categories trained by the gover-
nment (MOH and the university) and by PHAM institutions is shown in
Table 3.2.
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The four types of information required to describe and,
later, to analyse, the quality of any training system are the teac-
hing personnel, the curricula and training materials, postgraduate
performance and the facilities,

Table 3.3 summarises the numbers of teaching staff in post
for each of the training institutions. There are currently S57.5
full time teaching staff.




Curricula

Each training institution has a curriculum and other trai-
ning materials which a&are used as the basis for conducting each
training course. Their depth and quality vary, with some considered
perfectly acceptable for current training activities, others requi-
ring significant revision. They are all structured as a series of
topics, rather than deriving directly from the job descriptions of
the positions’ for which they are intended.

For two cadres, ©SRNs and EN/Ms, more than one institutiopn
provides basic training. Ezch institution has developed its own
curriculum, &lthough & standard examination partly constrains the
possible divergence from a common training programme. In addition
to examinations there ie need to find ways of evaluating the quality
of training.

Facilities for & traiming institution idinclude: training
equipment, libraries, claserooms, offices, student and staff accomo-
dations at field sites. The Blantyre School of Nursing has hostel
accomodation for 110 students., As intakes increase to IS5 per annum,
by 1987 & further 30 student rooms will be reqguired. In addition,
the school requires at least three classrooms, a large hall which
can be used for both large and emall groups, more office accomcda-—
tion, and an adequste library, sll of which are to be provided under
& current ADF financed project.

The medical assastantes schowul at Blantyre shares accomoda-—
tion with the nursing school. Currently, there are 546 students at
the school, projected to increase within & year to 80. The school
currently has 26 hostel roome which house not only the second years
students but also other students coming for attachments. Thus even
now, three students &re being forced to share & room, and this
problem wi1ll become even more acute with the projected increase.
fttempts have apparently been made to convert an unused garage into
studert sccomodsation, but thie project had to be postponed because
of & lack of funds.

There are currently four staff members teaching, supervieing,
and carrying out a1l the administrative duties of the school. There
‘ie accomodation, available for only one staff member and at present
one of the other memhers of staff lives near the school, Studente
are therefore totally unsupervised outside normal working hours.
The school currently has one classroom only, requiring the third-
year group to borrow & small classroom from the nurses. The =single
practical room on the cite is also shared. Again, office accomcda~
tion ies limited to one single room plus a second office shared with
the nursing staff.

The Zomba school of nursing alsoc has difficulties with

hostel accomodstion and office spsace. There ic a maximum student
hostel capacity of 70 students, to accompdate the general nursing
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studente, the miduwifery students, and those on psychiatric training,
&5 well as other students sent to the mental hospital on practical
placements. The school is "managing"” at the moment with bunk beds
in corridors. Last year, the university provided some relief with
accomodation at Chancellor College, which is several kilmetres away.
In view of the fact that the MOH is aiming for greatly increased
intakes at the school, current accomodation simply will not suffice.

et In comparison, the Lilongwe School for Health Sciences ap-

Bar, - well endowed, although there is still pressure at the school

accompdate the full time students and provide rooms for those
participating in refresher courses.

Similarly the Kamuzu College of Nursing certainly has much
better facilities than ite counterpart in Blantyre. Student accomo-
dation is adequate, with 204 rooms. However, office space is short,
and thes school is ucing 16 bedroome and one whole classroom  for
cffice and storage space.

Fimally, there ie the gquestion of accomodation at the perip-
heral units. Available housing exists in insufficient number to
house staff; the lack of suitable housing is queoted by staff as one
of the major factore in the reluctance of staff to work in the rural
Areas. fBecording to a recent survey, the MOM currently provides an
average of two staff houses per existing peripheral unit, &l though
the distribution iz not even. Clearly this situation means that at
most  peripheral wnits, accomodationge for vieitipng trainees do not
enist.

5.7 RESDURCES
7.1 Manpower

The types and numbers of personnel cuwrrently working in the
MOH service derived in part from the various uncoordinated programs
wiich viceted pricr to Independnce, and in part, from the efforts
since Independence to consolidat programmes into & national health
syetem, In the 19723-198% Mational Health Plan, a five-tiered health
service syetem waes envisaxged, . containing health posts, health sub-
centres, primary health centres, district hospitals, and the cen-
tral, general, and specialist hosgpitale. Standard staffing pestterns
were developed for sach kaind of unit.

The evetem which has evolved since 1973 however, differes
from the planned pattern in three respects:

o Health poste etaffed by a single MCH assistant have proved
to be untenable, primari1ly due to the isclation felt oy
these female workers, most of whom have married and left
their jobs;

Rural hoepitale, which bead originally been eupected to
play referral, supervisory, and adminietrative roles
vie~a-vis heaxlth sub-centres, have not significeantly edp-




anded: wmost of those i1n existence have relatively little
direct relationship with the smaller health service units
in their area;

Dus to shortsge of funds and of treined personnel, most of
the planned staffing patterre - especially below trhe hosp-
1tals level - have not been achieved.

As a result, the system which exiets today is three—tiered.
At the lower end are the health centres. These are further sub-
divided into complete (i.e. comprised of both a maternity ard dispe-
neary) and inrcomplete (comprised of either & maternity or dispernsa-—
ry). Currently the most common staffing pattern at this level is a
vwrit with one MA, one EN/M, and one HA or HS5A although the steffing
levels according tc the establishment ought to be 2MA=s, ZEN/Mse and
1HA,

At the next level is the district hospital, of which there
ie one per district, and which serves as a primary health care unit
for ite nearby area and ss & referral, superviaory, logistics, and
admirietrative centre for the remainder of the district. fictual
staftfing petterns differ significantly from one district hospital to
the nest.

Firally, at the pinnacle of the system, are the three large
hosgpitale 1n Elantyre, Lilongwe, and Zomba, plus the specialist
mental and leprosy hospitals.

Staft+ posts are established officially by the government to
reflect a combination of the desired staffing patterns and a realis-—
tic eupectation of filling them. 85% of the 4942 established posts
are filled s sesn in table 3.4.

As far as departures of staff from the service are concer-—
ned, there are many different reasons for leaving, the most common
of which are to obtain a better position, to raise children, %o
marry, and to retire, Because the health system as a whole is
relatively young, average staff agesz are alsoc young. As & result,
sverage losz rates — at least from MOH service — are fairly low.

There 18, however, considerable lateral movement in certeain
categories of staff betweesn institutione in different locations.
This is particularly true for nurses. There is pressure on married
women to follow the work locations of their husbands, and for esingle
women  to work in the urban centres. Future expansion of poste for
the nursing professions are likely to be predominantly in the rural
areas, and the opportunities for transfer to the central hospitals
may be a good deal fewer than exist today. It is possible, there-
fore, that gpre-retirement losses for certain groups of staff will
increase unless the posting of staff ie managed very carefully.




The final element of the supply of manpower is those indivi-
duals who are not now but will in the future be staffing the health
service. The great majority of these are current and futwe stu-
dente in MOH, PHAM, or urmiversity training institutions. In addi-
tion, a few people will enter (or re-enter) the service through
other channels, such as shifting from PHAM toc MOH employment, retur-

ning to work after raising children or other ‘semi-retirement®
activities, or entering MOH employment directly from an overseas
training course. However, with the exception of physicians, den-

tists, and pharmacigsts, the numbers of new staff coming from these
sources are small, and their importance is slight. Malawi has been
effective over the past decadrs in training fairly large numbers of
most categories of perscnnel for the health system.

A closer look at the number of trainees entering and gradua-—
ting from existing training programmes, however, reveals two major
constrainte:

o irregularities in student admissions, including some years
with rno new admissions for certain courses, and

o very high student dropout rates with loss rates of up to
41%. in some programmes.

JI. 7.2 Facilities and Equipment

Facilities refer to the buildings, equipment, furniture, and
vehicles, within and with which the health staff work. Although not
&g important a resource as manpower, a sufficiency of eguipment and
space ie needed in order for clinical and preventive programmes to
function efficiently.

Sc far as buwildings are concerned, there is considerable
variation in quality. Some are in excellent condition, while
cthers reguire considerable improvements. Few include adeguate
cstaff accomcuastion. The total number of health centres which are &t
least partially developed is S569. A1l facilities which are curren-
tly dispensaries or maternities are to be upgraded to full health
centres.

The distribution of total eristing health facilities ig sli-
ghtly irregular, ranging from Q.6 units per 10,000 population in the
Central FRegiorn to 0.8 in the Ecuthern Region, to 1.5 in the MNorthern
region. However, the apparently much higher figure in the North is
enplained by lower population density: & health service unit must
be reacwonably accessible, and fewer people live within reach of each
wnit.

The guality of existing facilities varies, although the
majority are very good. A natiornal survey disclosed that 28 of the
MOH health centres are in need of major repaire or replacement,
and that an additional 15 require substantial improvement in  their
water systems. Housing is reguired for 187 staff at the existing
health centres.




3.7.3 Finance
Income

Financial recouwrces are available to the health sector
through the MOH, PHAM, and cther local government bodies. OFf thecse,
the financial resources of the MOH are the largest, making up over
85% of the total of these rescurces.

MOH income is derived from three sources. Government reve-
nues (originating from income tad, protit tax, surtai on goods and
service, and import duties) which are allocated by the treasury to
the MOH are placed into the MOK recurrent account. Thie allocation
constitutes about 7% of all government expenditure, and about 97% of
MOH recurrent funds. “fippropriations in &aid" derived from income-
ganerating activities of the MOH constitute about 3% of recurrent
income (Z.3% from medical fees alonel. External ascsistance to the
government 1in the form of foreign loans and grante and some local
contributions make up the MDH's “"development account', used primari-
ly for capital espenditures. Development account income was sche-
duled in 198972-84 to be 57.5% of the total income of the MOH. Actual
income from external assistance ie not available, but is unlikely to
have egualled the scheduled income.

Income to PHAM 1= derived principally from government &allo-
cations, fees, and oversesas donations. Income to PHAM was approxi-
mately HZEZ.Z3m an 1981, the last year for which data is available.
Government contributionzs (primarily for Malawian staff employed by
FHAM and for celected drugs) amcounted to approivimately 34,74 of
total FHAM 1ncome. Feesz &and donations from oversess made up about
23.7% and 25.8% of revenues respectively.

Local government income to the health sector was K250,000 or
about 1.1% of the total health sector incoms in 19823-84.

Total income to the health sector in the form cf fees +to
private practitioners, heslers, etc, i not known. However, it i1s
known that licensed doctors in Malawi had an income of approximately
Fdm in 19335-84.

The MOH, FHAM, end other local government bodies spend their
resources in eimilar patterns. MOH and PHAM enpenditures are the
focus of attenticon here. -

The MOH

MOH recurrent expenditure represernts over BSY of the com~
bined recurrent edpenditures of the MOH, FHAM, and other local
government service provideres. MOH expenditures are described from
two perspectives: by delivery system components and by sub-headings
of the MUH budget.
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Figure 3.4 shows the distribution of MOH recurrent expendi-
tures by sub-head. While salaries make up the largest single item
in the listing, (31.5%) this is an underestimate due tc the fact
that staff pensione are funded by a different Ministry. Neverthe-
less, salaries are a relatively small percentage of recurrent expen-—
ditures by international standards. By contrast, plant and vehicle
charges absorb a relatively high (19.1%) of total recurrent expendi-
tures. Medical *+ equipment and drugs took up 15.8% of the recurrent
budget in 1983-84, well below the average (22%) share they abcsorbed
in earlier years. This ie due to the effect of German commodity &aid
during this period. Otherwise, trends in MDH expenditure are fairly
stable.

While the proportion of recurrent expenditure estimated for
staff at the health centre level is greater than at all hospitals
(42 versus 3J3%). Health centree are thus more labour-intensive than
hospitals, their only coste apart from staff being drugs, supplies,
and transport.

The recurrent expenditures by the MOH by programmes are not

readily available, and a description of the distribution of recurrent

espenditures is complicated for several further reasons. The distin-—
ction between various types of eupenditure is often blurred. Fur—
ther, expenditures on different parts of the system, (i.e. health
centres versus district hospitals) are not easy to define in  terms
of the emerging interests of the MOH. The categories do not clearly
circumscribe the rcoets of what have now become operational sub~
systems: clinical services versus preventive services. And this
gintends to the components within each of these areas: expenditures
for supervicion, transport, fascilities, etc.

Total development eipenditure for the 1984-83 financial year
was scheauled to be approximately K27m. Moet of the development
programmes are related to curative services, with most scheduled
allocatione being for phyesical infrastructure. District hospital
improvemente are scheduled to absorb the highest proportion of the
1984-~-2% euwpenditure, although development of MCH programmes is sche-
duled over the -5 vear life of &ll programmes to absorb the grea-
test portion of all totsl development account expenditures.

PHAM

The reporting of expenditures by FHAM is incomplete, and the
information that is available is derived primarily from & 1931
survey of FHAM by the Centre-for Social Research. Generally, the
PHAM financial contribution in the health sector is heavily weighed
in support of in-patient care. However, in recent years, efforts
have been mage to expand outreach and preventive activities, ecspe-
cially in the area of under—-fives clinice and primary health care,
though PHAM still spends & larger proportion of its recurrent budget
ori hogpital services than the MOH. 65% of FHAM expenditure goes to
hospitals, and of the remaining 35X, a concsiderable proportion goes
to rural hospitals.
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FHAM units, with the exception of health centres, also spend
& significantly higher proportion of their resources on staff costs
e, - ) compared with the MOH. Only part of this higher ratio reflects the
.1 poaee. - higher cost of expatriate staff. Medical supplies take up about the
N &hwggﬁama share as in the MOH, while transport is considerably lower,
wesrelecting the absence of area-wide recsponsibilities for many units,
ang.possibly a more efficient allocation of resources.
f,.."f Bavgram
The Ministry of Local Government, through the district coun-
cils, runs approximately 94 health units (mainly maternities).
These units charge fees to their patients. Salaries of staff are
lowy, and buildings and equipment are mimimal, Total recurrent
expenditure on these units was estimated in 1981 to be approximately
CKR372,000. In addition, the urban councils of the major urban areas
provide environmental health services. It should be noted that
while district councils require approval from the MOH to build rural
units, these units are usually subsequently built on self-help. For
many vyears now these health units have been underutilised, poorly
managed and provide a rather low standard of health care when com-
pared to MOH facilities. Some attention will need to be paid to
this problem. Ministry of Local Government has always wanted to
hand over the running of these facilities to MOH.

Dther Ministries and Departments such as the Army and other
agencies, such as ectates, provide health services for their empl-
oyees. In the case of private companies and ectates, these are

usually simple clinics, staffed by an auxiliary worker. Their con-
tribution to total health sector expenditure is minimal. It is
worth mentioning that as the country industrialises, certain health
hazards/problems will begin <o emerge. The MOH will npeed to
constantly monitor and take appropriate action to deal with such
problems. It can be caid at this stage that private agencies will
have to participate more actively in providing health services.

The modern private sector is a rapidly-growing, but still
very small part of the health sector. There ere approximately 35
private doctors, largely in Blantyre and Lilongwe. In 1981 their
income was estimated to be around K2m. Tnis figuwrée is now probably
closer to K2.3m: the insurance scheme (MASM) alone pays out K1.2m
ner vyear in the form of a monthly capitation payment of K4 for each
insured person on a doctor ‘s books. At present, only a few private
doctors have in-patient facilities, but several have plans to set up
maternity and/or general units,

Information on expenditure on traditional practitioners is
thin. A figure of KGBB,000 wes estimated for the year 1981, but
this ie probably on the low side. Similarly, information on private
purchases of drugs is unavailable bevond the estimated K2.7m spent




on purchases of drugs from Malawi Fharmacies in 1981. Expendi ture
on products in common use in Malawi such as aspirin and chloroquine
sold in grocery stores throughout the country is also unknown.

While it is generally true in most countries that private
expenditure tends to be substantial, the available evidence suggests
that this is not necesszarily true in Malawi. A UNICEF survey
in 1979 found that only 25% of rural households had any medicines in
their houses. The urban household expenditure survey of 1979-8B0
found that on average, low income groups spent about 174 of cash
expenditure on health care. However, it also found that the lowest:
income group (under K20 per month) spint nothing. Average cash
income in rural areas is less than K12 a month, suggesting that
little private health expenditure occurs there either.

3.8 ACHIEVEMENTS TO DATE

AE cstated in 3.2.2, the five priorities established under
the 1973 health plan were:

1 recrganisation of the MOH
development of bssic heslth services
control of commuicable diseases

improvement and extension of existing hospitals, construc—
tion of new hospitals, and creation of a training school
for the health sciences.

manpower development.

If viewed as major ocbjectives, these priorities form &
baci1s for discussion of progress to date. Overall much progress has
been made during the current plan period. The achievements related
to each priority are diecribed below.

With regard to thie priority, the plan proposed changes at
the central level to strengthen the technical divisions and to faci-
litate decentralisation of administration. Implementation to stren-
gthen the technical divieions has taken place, although in a slig-
htly different form from that initially proposed. Further
strengthening is still required especially at regional level. key
technical units are in place, and the MOH is moving to finalise a
range of technical sectiocne at the centre.

A= to decentralisation, some decentralisation of activities
to the regional level has taken place, most notably in the areaz of
MCH and Envaironmental Health. An integrated regional office cannot
be zaid to have been established. The MOH reccgnises that the whole
region/district public health netio’k remains weak and &nticipates
contirnuing to press for further stringthening of decentralisation.




Bacic health services compricse elemental medical and preven-
tive services: it was proposed to develop them in the following
wWays:

o increased geographical access to services based on wten-
csion of the basic health services in standardised fashion
by construction of networks of facilities, including
primary health centres, health subcentres, and health
posts.

expansion of the range of services through & general
strengthening of MCH services and health education.

pilot work for future extension and expancsion through the
creation of a community level of health services.

The MOH's first efforts to extend the system and expand
egrvices simultaneoucsly has had mited results. Access has been
increased by the entensive construction programme, and the range of
services offered has been broadened by the strengthening of the MCH
programme., BEut increasing accessibility has not been able to keep
pace with the demandg for services.

Extension of basic hesalth service institutione occurred
initially 1n the forw of additional primary health centres, sub-
centre=, and health poste. However, experience with manned health
posts was not entirely sastisfactory, and development of additional
health pocste  and primary health centres was set azide. In thear
place, eanphacsice is currently placed on development of & facility
serving about 10,000 pecsple and referred to simply a2 a "health
centre".. New health centres have been built, and sub-centrez are
teing upgraded to health centres status.

With regard to broadening the range of basic health ser-
vices, an MCH programme was initiated with the creation of an MCH
department in the MOH and the establishmenrt of posts at &ll levels.
The programme encompasees antenatal, natal, &and postnatal services
for mothers as well as under-fives clinics emphasising simple treat-
ments, infant care, and health education. Services for both mocthers
arnd children are provided through both fived facilities and mobile
clinics. While significant additions toc health services have been
made through the MCH programme, staff shortages, erratic funding,
and hesvy workloads have inhibited these services from achieving &
maximum impact.

EFI began in 1978. This programme was designed to stren-
gthen the cold chain and to immunise specified target groups of the
child population against measles, DPT, polio, and tuberculosis. The
resulte based on field sample surveyes, have been positive: of the
target population, 72% has received BCG, 68% & third dose of polio
vaccine, and 68% & third dose of DPT vaccine. About S5% of the
target group has received full immunisation for a&ll _EFI-decignated




immunisatione.

No sagnificant expanczion of the existing broad range of cur-
ative services, has occured with the exception of the District
hoepital replacement programme.

‘ In addition to achiegvements in extending the reach and the
range of bacsic health services, pilot schemes have been undertaken
to assess the potential for greater community participation and to
adapt the concept of primary health care to the particular needs of
the people of Malawi. Thecse efforts have included the training of
new cadres of health werkers, including MCH assistants, and
and Health Surveillance assistants. All  these cadres have been
engaged in some limited aspect of primary health care worlk.

Control of comuunicable digzacses

fApart from the EF! programme noted above, effort in this
regard has focused on programmee to control  diarrhoeal diseases,
malaria, schistceomiasise, and leprosy. These programmes have
met with mixed results, Smallpon has been eradicated from
Mal awi. The controcl programme for diarrhoeal diseases has  been
succeseful i its initisal development stages. With diarrhcea a
leading cause of death, major emphasie on implementation is now
needed.

Current poliacies on malaria control provade for the
presunptive treatment of Ffeversy continuous moniteoring of anti-
malarial efficacy; cselective antimalarial chemoprophylaiis:  vector
control: and health education.

The program for the control of malarzia ain Malawi is
hampered by proplems of & management/admirstrative nature, as well
as thcee i1nvolving the progressive development of recsistance by the
carasite to enisting chemotherapvs. Certeain steps have beern taken
to address these problems with the result being & series of very
ercellent recommendaticons on the case mansgement and epidemiclogical
acsezeneEnt of malaria 10 Malawi. While these efforte have addressed
certs:n criticel technical agpects of the malaris control problem
cther i1ssues remain toc be resclved.

Central management of malaria control activities through the
Netional Malaris Control Committee has been a crucial factor in  the
successful momitoring of antimalaria trestment and chemoprophylaas
efficecy. However, this activity has failed to serve the basic
management needs of the program. Two aresas where the committee
structure has nct beern effective have been with service eitenzion
problemsz, =such as the supply of malaria drugs, which are generally
available commercially. At health facilities, drugs are frequently
poorly utilized, maldistributed, misused or unavailable because of
logietical and planning difficulties, and comprehensive community
health education.

Mo mechanism exists for the routine ascsesement of practices
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by heslth care personngl, other logistical factors that impede the
extension and utilization of sarvices, or to measure the extent of
coverage or utilization of services. Theze are generic programatic
concerns tnat require regular and intencive managerial attention
even though & cosmittes may have a clear role to play in  the
eventual resoluticn of such problems.

The committoce structure has proven to be an esicellent tool

”fn;. the establishment of eftective policy but inappropriate for
o ‘E’l
Lo X .
Lﬁ‘ﬁjﬁyr wplementaticn and memitoring of & dicease control program; such a
D “eommittee would probably improve EF] activities as well.

gling day to day management issues ipvolved in the establishment,

Schistcoczoazacic control had a potitaive influence: however,
endenicity appears o Le & fact of 1ife am Malawl, and will require
arn  ongoing control  programme, &= wall leprosy.

In & broeder content, the plan propoced communicable di-
sease  contrel  through eapansion and evtension of  sanitation  and
water upply c,steons. These eyeteoems have 1ndecd been eupanded  and
gitended  under the current plan, bub large portions of the popula-
tion are etill without adeguate facilitiec, The MOH  and other
nzetrios  are now in the early stages of implementing yet anaother
major  wator and somitation project which reprecsents a2 multi-sector
eftort to provide tomilities and commumty education.
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7285 plan proposed twe rmproveninte Lo the hospital
teneion of the phy=sical foucilatices to noew areas, and
ceprtal eyvetoem services (1.e. the referral networl).

,..

The phy=ical plant of the hozpitel sysztem has grown during
the eair1sting plan period. The esyoten has seen the addition of
dietrizt hocpitsale, and come additionms to central hospitals,

fn evranded referral servaices has beoen ectabliched covering
ES Y gtricte and the central hoopitale. Thie has been made possib-

o
lg, zin part, by the addition or renovation of phycical facilities.
Wrile the referral procece 18 net Fully coctallicehed, it is in fact
operating to a greater or lescer estont thrmughuut the country.
Further development 1¢ roquired.

Manpowsr develoznent

In the area of monpower devoloprent, the current plan pro-
posed s:ignificant 1ncreaces 1n trainmed staff at all levels of the
health systen. The production of Ley cadrec by training 1nstatu-
tions wull be greatly enhanced, fs a rezult, the growth of staff
in  the service has largely metched or eicecded the rate of popula-
tion growth, with the erception of medical assistants who have
suffered from a ctop-start approach to therr training. In the ten
years from 1973 to 19873, MOH ctof+ have ancreased by 70%, with much
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of the growth achieved before 1978 when the rate slowed substantial-
ly. While the principal technical service cadres have made satisfa~
ctory progress, some technical support cadres still appear dispropo-
rtionately low in comparicson to service staff.

The supply of new doctors, dentists, and pharmaciets conti-
uec to pose problems to the MOH. These professionals will continue
to be trained abroad, in the early years of the plan and the number
of gualified  candidates for whom it has been possible to
arrange training overseas has not met the need. Growth in
these cadres has been minimal, and large numbers of expatriate staff
are sti1ll reguired to meet the minimal reguirmentd of the MOH. As
an 1mportant etep in confronting these problems, feasibility and
technical =studies for a new medical schosl have been initiated and
decisicons have 1in principle been made to establish a centre for
higher learning which wi1ll imtially serve to upgrade existing staff
(clanical officers) to doctor level and later train fresh candidates
to be doctors, dentists, pgharmacieste etc. During Flan implementa-—
tion, resources to establicsh this centre will be sought.
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CHAFTER 4: HEALTH FPRIORITIES AND MAIN CONSTRAINTS FOR THE

1985-1995 FLAN FPERIOD

4.1

The fircst three chapters have described Malawi, its current popula-
tion and health eituationy, &and the status of the health sector
today. Thie chapter begins to focus on the future by defining the
priority problems and constraints faced by Malawi during the 1986~
1995 period.

4.2 THE HEALTH PLAHMING AFFEOACH
The overell process followed by the Ministry of Health in  preparing

the plan has been to svetematically build the plan through a series
ot steps. These ctepe and the corresponding chapters are cshown

el o,
CH&FTER (5)
Ahalveis o the current situation
Idertification of problems and constraints

Setting of overall goals, objectives, and
strategiers, for the 19846-1993 Plan

Setring of specific objectives and
activities for the 1985-19%% Flan

Forecsst of resources reqguirementes to 1995

ie—organisation ot the Ministry of Health to
achieve the Flan objectives

Determiming the role of the private sector
in the 19856-19%98 Flan periocd.

8. Description of the implementation of the Flan. 10

The Government of Malawi has limited human and financial
rescurces to devote to the health sector. As health care costs
continue to rise, and as other evelopment sectors must be served, &n
essential element of Ministry of Health planning™ is priority
setting: deciding which hesalth problems are most sericus  to the
population and to the development of the country and to determine




which problems are amenable to improvement based on existing tech-
nology and Malawi ‘e current and projected levels of human, financial
and facilities resouwrces. Once the most important problems are thus
identified and placed in priority order,it ic possible to take steps
to alleviate these problems within the overall policies and stra-
tegies of the government and the values of the people of the
country.

In defining the health pricrity problems, certain expectations must
be kept in mind. From the view point of the people, the expectation
of the health system should provide care for the ill, those in pain,
are afraid, ands/or need health advice. The average family wantgs
thie care to be az clcse to home, available as many hours per weebk,
and at an affordable cost. They want thie care to be culturally
sensitive, and be appropriate to the severity of the problem. These
decsires may be summed up 2 maximum accecsibility to appropriate
health care.

Other eupectations of the health system are defined by the state of
technrical knowledge rather than by the average person. Health
etatus is usually defined i1n terms of mortality and morbidity le-
vels, and cften, depend on tha general state of development of the
country and on disability and productivity levels. Governments want
to reduce mortslity anc morbidity and dieability in their population
and raree productivity through planned services and programmes invo-—
lvang all relevant =zegments ¢ the public sector, non-government
organ: estione individual providers, community and the family., These
services and programmes are most successful when they are targetted
o the portion of the population having the problem, are often based
on  preventing rather than merely reacting to problems, and are as
cocst effective as possible.

Theses spectations and the five critical wunderlying factors
discussed above — edisting technology, finance, manpower and
infrastructure including the intersectorsl approachkh — must a&ll be
corsidered when priority heslth and population problems are selected.

4.3

The following laist of pricrity health and population problems which
have been choszen from the akbove 1lists of leading causes of death
and disease, &g anenable to  the techrnioclogies that exist
and are within the fimancial, manpower and infrastructure
limitations of Malawa. Otheres, which are not among the leading
causes of death and disease, have been added to the list of priocrity
health and population problems because effective techinclogy for
contrel exists and with few additional resources, they can be
controlled alcng with the other priority diseases and problems.




Figure 4.5 ¢ Friority Diseases for 1985-1995

Respiratory Diceases (incl. TR)
Diarrhoesal Diseases
Nutrition-related Diseases
Malaria .
Communicable childhood diseases including tetanus:
Measles, Whooping Cough, Childhood tuberculosis, Tetanus
Neornatorur,Dightheria and Folic
Skin and Eve Infections
7. Parasite and helminthic disease
8. Hepatitis
9. Gerieral traums
Veneral Disesses
1i Chronic Diseaszs including:
Malignant Neoplasmsz and hypertension
12 Complications of pregnancy

Regarding health status, it is clear that children under five years
of &age suffer eicessive levele of mortality and morbidity relative
to the rest of the population. Tre key findings of Chpater 2 are
recapitulated here:

o Children under © years cf age make up about 20% of the popula-
tions they account for 57% of all deaths in Malawi. '
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s  among children under S years of age from six  leading
s account for more than 35% of &ll deaths reported by
awl Hcspitale.

. L
Five conditicns - nutritional deficiency, pneumonia, Malaria, |

mezsles, and disrrhoeal diseases — account for at least one-!
third of &l11 deaths in the country and are either mostly
preventable or treatable using appropriate technology in the FHC
context, a&and by an emnphacsis on improved nutrition among mothers
arnd young children.

Ter leading cauwcses of morbidity account for BOX -90% of al out-
patient visilte,

Care for children under $ years accounte for 40% of all visits.

The firet five dicseases (malaria, respiratory diseases, diar-
ecas

rhoceal diseasss, dis ee of the sye, and diseases of the skin)
accouwnt for about 78% of &ll recorded vieits for childre under ©
YEE .

The ten leading causes of morbidity account for B82%Z of all  out-
patient vieits for persorns S years or clder.

While large portions of the child population are fully immu-—
nized, 65% are unprotected from ocne or mere of the major, preve-
ntable from childhrod diseases.

AT




S
E -

P
e

These findings suggest that sub-groups of the population &t large
regquire additional and differing kindes of attention from the health
Services.

g The Ministry of Health will target more resources toward &

11 e l"' 3
'“w’m$6k£7*§¥-core set of health servicez for trestment and prevention of
B ‘ .}.‘

;wu.)ir=t priority disszasce as they occur in children under 5 yvears
3>
Y'of  age.

u
:

o Improvement of wmaternal health by strengthening ante-natal,
natal, ard post atal preventive and curative services.

o elected disesco when assccisted with Lthe population over 5

4.0, PMAIN CONSTRAINTS IN SOLVING HERLTH FROBLEMS

4.4.1 Consl

During the last ten vears, the Bovernment of Malaw: has tried to
improve accesz  to mDCPFﬁ health services in a number of ways. The
1973-198%  Health Flan stressed enpancsion of heslth centres, =sub-
centres, and health pa&ts in rural arezs; improvement and entension
ot hos pltml servicEs incluwing centres for family health and train-
ing of gparamedicsl and nursing stsff. In 1982, +the Ministry of
Health approved & plan of work for primary health care  in Malawd
whaigh stressed ths wee ot veluntezr village health comsnttees at the
commanity level, assisted by Health Surveillance fssistants paid oy

the Mimisztry of Heslth and bassd at & health centre base. These
policies, sirategie=s, and plans are appropriate for improving accoss
and have been efiective. During this Flan period, significant

gaine wWill bs made 1n acroess, especially in remote rural areas, with
an  undorstancing of the constraints inherent in the managemsnt of &
poriphersl hoalth sycten.

Finarc

|:u

Increased  access to medern health sgrvices isg limited by financial

constrainte The development budget ie 99% financed by euternal
EQWrCES 'ﬂd ie nearly entirely for construction. Given the coun-
try‘s current level of development and development policies, inclu-

ding a conservative approach to sccial sector spernding,, the recur-
rent budget of the Ministry of Health {(sbout ¥23.7 wmillicm an FY
84/85 or KI.4 per capita) is provided slmost entirely (97%) through
treaswy &allocaticons, PHAM, supported by government payments, fees,
and overseas donations, &algo has & limited budget. The Minietry of

"Health's recurrent budget 1s about 84¥% of the total recurrent e.pen-

diture with FPHAM contributing 15%4 and local government 1.1.% Thes=e
fundes e heavily committed to existing hospitals (S58%) end mansge—
ment and training systems (11%), leaving less than T0%  of espendi-
ture for rural servaices, irmcluding government health centres  and
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prevention (21%), and grants toc FHAM and composition of the
recurrent budget limit the amount of internal financing of the
.development budgot. Accordingly, there are a limited number of
Shealth centres and they are rathrr distant for the average rural
gfumzly to vigit easily. Socme existing hospitals are inadeguate,
'mg dxlapzdated and have a heavy demdnd Moreover, with the introduction
4 Lenild spacing, the need for facilities to provide mothers with
'V‘ﬁkspmc1ﬁg services is urgent. Many cases at hospitals are of &
F Qwely sinple nature that could be treated at health centres if

were more accessible.

2 increase access, therefore, the recurring and development budget

11 rise propc 14na11y in favour of the peripheral heszalth system,
for health contre and community-baced, services, and to impact on
health status praorities,.

ianAQERELL

Management of the health services delivery system is also a bey

constraint to atcess. Within this general constraints, the specific
1ssuee are : lack of erouwgh eiperienced steaff in na.ionsl planning,
firmancial planning, budgeting and control; day-to-day operations
management; drug management: and information systems at  central,
regional, district, and health centre levels. The Ministry of
Hezlth is conesistently oversgending its recurrent budget due o
varioue prossures and ineufficient financial planning end control
systems. ay-to—day operstions management, especially manpower
management, including supervision — sffecte the vacant post rates,
When druge are  laclhang, utilisation of health centres drops
dramatically. These constraints adversely affect access to the
health system by lowering the reliability and quality of services

provided to the population. They will be addressed during this Flan
period.

pitals. The h54/ demand at the hoepital cut-patient departments
means  thst puulentd have on average less than one minute with the
health providaer. “or thas and other reascns, inappropriate cases
are coften adsmitted to Lthe hospitals end patients stay in the hosp-
ital too 1onJ, using up bed gpace and scarce drugs supplies, &nd
food resources. Hospitals are often maraged by phyclciana wha have
fieavy respunsxbilitiaz tor patient care are essentizlly climically
oriented and lachk euperiesnce and interect in hospital &administra-
tion. Hoszprtal managemont and adminietration will receive priority
attention during this plan pericd.

FProblems 1n hospitel massgomint contribute to overcrowding in hos-

v

special conetraint 22 in the area of manpower. Health posts
staffed by & single MCH assistant have proved untenable, primarily
gur the isclation felt by these female workers. Vacant post
rates are high for & number of categories of workers, zspecially
medical officers, mepdical assistants, pharmacists, radicgraphers,
dental techmiciane, and health inspectors. There is aleo & drift
from peripheral health centres toward district towns and hospitals,




leaving the rural centres only partially etaffed and with high
turnover, and contributing to the over-utilisation of hospitales,
The productivity of the health personnel is hampered by low ecala-
ries, considering long training and the unsocial hours worked as
compared to other personnel of the same level in the civil service,
inadequate supervision, and lack of promotion and career advancement
opportunities. Manpower cshortages have been compounded by difficul-~
ties in reaching training targets due to irregularities in intake
levels; shortage and freguent turnover of trainerss lack of dormito-
ry space; and higher leose rates during training Manpower manage-
ment problems will potentially increase due to the considerable
expansion of the heslth personnel in rural areas during this FPlan
period due to the already eristing housing problem and that of
married nurses. All these problems will receive

priority attention.

4.4.2 Constrain

Morbidity and mortality deta cited in Chapter 2 clearly justify &
nesd to focus on child survival in the effort to improve health
status. Durirng the last ten years, the GBovernment of Malawi has
tried to improve child survival in & number of ways. The 1973-1988
Health Flan stressed enpsncion of basic health servicees. In
addition, the "mini-plan" which was developed as part of the plan
focused ori materrnal and child health cervices with specific
objectives for 1mmurization coverage; health and nutrition education
for children and pregnant wcmeny ante-nsatal and post-natal care;
diseases contral  activities that would focus on malaria  and

diarrtioeal dissases, among otheres; and improvements in safe water
and sanitstion through improvements in urban water supply and
protected wells for rural areas. These policies and strategies are
appropirate for improving child suwrvival but have had only limited
success thus far. .

The m&ain constraint in achieving improvements in child
swrvival  hag been the lack of access to modern health services acs
noted in the previocus section. The key underlying constraint is the
lach of knowledge and ekills of families, ecspecirally mothers, about
child rearing for child survival. This is due to the levels of
education of families at this stage of Malaswi’'s development and the
child rearing practices found in traditiornal & culture. So far,
education of families and communities about MCH and the

priority problems have not been as successful as desired. Thise may
be in part because families and communities have generally besn
passive recipients of services from & centrally planned eystem,
rathsr than i1nvolved participants being responsible for their own
health. Az such, there has not been effective collaboration for
mutual education and improvement of the health of communities. The
limited succeze of the Ministry of Health education services may
aleo indicate that the health education planners have not studied
the needs of the communities well enough in planning and carrying
out their programmes. In addition, participation by family members
in early treatment is only now becoming recognised as & viable
adjunct to facility-based, practiticner-criented health care (for
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example, oral rehydration therapy administered in the home by family
members is an effective way to reduce mortality from diarrhoea, one
of the highecst priority health problems among children under 5 years
of age.). During this plan pericd there will be considerable
efforts to iaprove family knowledge, attitudes, and practices
relating to health care.

Another important constraint has been the inadequate focus of the
current health services on preventiocn of mortality in the most
vulnerable age groups within the broad uwnder & years age
group. It i= likely that 28% of all rural under S year age
group deaths occur in the first month of life (the neonatal period)
and ancther Z9% between 1-12 monthe, For the neonatal periocd, health
services must focus on the main contributors to neonatal mortality:
pregnancy before the age of 20, successive births lese than two
years apart, low birth weight, malaria leading to prematurity,
maternal malnutrition, neocnatal tetanus, birth injuries, and other
early childhocd 1nfectionse. Many of these conditions are influenced
by the heslth of the pregnant mother. For a 1-12 month-old child,
the focus must be orn the main contributors to mortality in the &age
group and 1nclude prevention and early treastment of lower respirato-
ry diegases, diarrhcesl dicseases, malaria, and vaccine-preventable
disesses. In the 1985-1995 pericd, there will be increased efforts
to reduce mortality in the=ze criticsal age groups, with the requi-
sr1te attention to the hezlth of the pregnant mother.

A further constraint to improving child survival is  that the
health services incorporate so many activities that few can be

carried out with encugh time and attention to affect child survival.
Even where services are targeted to the 0-4 age group, they do not
focus adsguatels on thes first pricrity health probleme of these
children, especially in rural areas. For respiratory diseases,
public education and €arly case finding and treatment are not vyet
csatiefactory. For diarrhoeal disesces, use of oral rehydration
therapy ices low. For mnutraition-related disesses, growth monitoring
and feeding practices remain inadeqguate. For malaria, prevention is
fer from satistactory and the treatment regimen for those children
affected by drug resistance is conly Jjust now being adequately deter-
mined. Fer immunisable childhood diseases and ante-natal tetanus,
there has been progress in promoting immunications, the challenge is
to maintain ard improve this progrees. Levels of eye and shkin
infections remain high in rural Malawi. During this plan period. the
service zctivities for children 0-4 will concentrate on these prio-
rity diseazes 1n the context of a set of core curative and preven-
tive heslth ssrvices.

Yet ancther key constraint 1s that the knowledge and skills of the
workforce in dealing with the first and second priority diseases is
not satisfactory. At pressnt, the workforce has reasonable clinical
skille in tresting some, but not all, of the maternal problems and
first priority diseases. However, there are not enough workers or
cadres of workerc trained to assume climical responeibilities. Fur~-
ther, most, if not a«ll, workers need improvement in the planning and
management of services to actively influence families and communi-
tiez about these problems. Managerial staff at the health centre,




cdistrict, regional, &and central level do not have enough specific
knowledge about management and supervision of these kinds of ser-
vices and related programmes. The basic training programmes do not
yet adequately addrese the clinical aspects of priority health
problems. FPre-service and in-service training programmes will focus
more cpecifically on popularizing the available technology through
PHC soc as to more effectively address priority diseases during this
Plan period.

A further constraint to i1mproving child survival has been ineffec-
tive management of the health services delivery system, especially
in relation to the core services ¢ Maternal health and the priority
digseases.,. There 12 a dearth of staff, both in actual numbers and in
esperience, able to plan tethrnical programmes for maternal health
and priori1ty diceaces; to manage day to day coperations, with an
emphasis on technical supervision;y fo manage druge effectively; and
to develop heslth information systems for monitoring &t central,
regiocnal, district, and hesalth centre levels. The focus of manage-
ment is too broad and diffuse to masimicse impact on child survival.
buring thies plan period, tecnnical programme improved, organising
activities through periocdic work plans for priority problems. More
et{ecl: vo day~to-day opersaticns management, especially supervision,
will ensure that workere carry out asceigned tasks for priority
o3 seases. This 1mplies that 3ob descriptions will be reviewsd
arid/ci-  estaklished as necescsary. Drug management for priority di-
sgaces will be 1mproved to ensure that critical drugs are regularly
availlable throughout the health services. Hetter information sys-—
tems for the pricrity diseasez will make it possible to monitor
progress 10 reducing sortelsty from these diseases and  improving
child survival. By shtrengthening management, improvements in child

survival will be greatly enhanced during the Flan period.
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CHAFTER S ; CGOALS, OVERALL OBJECTIVES AND STRATEGIES,
FOR THE 1986-1995 FLAN FERIOD

S.1 INTRODUCT ION

In the previous chapters an analysis of the health problems and the
existing patterns of heslth services of Ministry of Health and other
heal th providing agencies are presented. The development
imtietives by the Mirastry of Health for the next decade are out-
lined in the contest of protlems and constraints to pregress in the
health sector.

During the planning gRrocess, & number of service options were
considered by the Ministry of Health. For planning purposes, a
forecaet for the prejection of financial resources assunes:
o & 2% per annum real growth rate in Ministry of Health
budget aftsr 19790, Thie figure is conservative and
takez 1nto account past trends in allocations to MOH;

svinge from i1ncreased efficiencys
some agditicnal income from raising existing feess

no New fess. 1t gshould be noted however that the
guestion of ccst recovery will continue to be studied
during thie plan period.

Fzaeed on this forecast, the Ministry of Heslth budget will be K26.2
million ain 1995 eupressed in 1983/1984 praices. The restource
avarlability forecasts suggests that the Health Flan must be modest
in 1t resources reguarenents  and, Iin  many  ways, in its
eupectations, The chogen opticn is & cluster of services which
aonleves & nzar balance betwsen felt health problems and projection
of available health system resources, ipected outcomes are  based
on this option, &and objectives, strategies, and targets are framed
within 1t. Within this chapter, five overall objectives are
1dentifired.  For gach chiective, relevant strategies are detziled.

The overall health goal for Malawi, stated as the National Health
Folicy 12:
To raise the level of health of all of its people through a
sound health service delivery system capable of promoting
health; preventing, reducing and curing disease; protecting
life; and promoting general well-being and increasing
productivity. -




xFor this 1984-1995 Flan period, the following medium—term goale
W {19856-1990) are set:

1=

To achieve the overall goal by: chieving a drop in early child

mortality of 33.3%4 over a five year period; achieving an

.. dmprvement in maternal health; and impacting on the extent and

?Ef=ever1ty of 1llness due to major causes of morbidity among

slrnersons 5 years of age and over through the Frimary Health
5 Snre approach and/cr core health services.

Overall Qhaectives

To accomplish the 1905-19%5 health goal, =ix  overall objectives are
set:

',Wm’gi. To improve coverage through a rational network of available and
R acceptable facilities and services.

To establish effective mechanisms for Ministry of Health man-
power development and deployment.

To dimprove the managerial processes of the expanded health
delivery system.

To expand the range and gquality of services directed at
maternal health, children under age 12 months, and the children
batween 1-4 years by addressing pricrity diseases.

To improve the health status genorally by strengthening rele-
vant programmes.

us of mothers and  young

To 1improve the rutriticonal sta
sE . basic etrategy for achlewzng the medium  term

children
goale.

chyectives, there iz given below, the

SCOOM-LISH THE DEJECTIVES
Strategiez to Accomplicsh Objective !

Further sctablisgh the community role in Primary Hezlth
Care. .

uwtend the prezsnce of heslth centres and rure
hospitals

Strengthen the hospital system

Strengthen the irntegration of services at district
level

b ) et o e




5.3.2 Stategies to Accomplish ODjective 2.
2.1 Strengthen Ministry of Health program of personnel
devel opment -

Establish responsibility in the health R;anning
section for manpoweir planning. |

[

5.23.3 Stratecies to Accomplish Objective 3.

Strrategy J.1 Review drug policy and legislation
Strengthen the management processes for drug production
and delivery cystem.
Introduce 1mproved management systems and proograms of
training to strengthen personnel management and

supervision throughout the health delivery sytem.

Stremngthen the planning process of the Ministry of
Heal th.

Strengthen financial planning and control procedures

Frovide information baeis adequate for effective
planning, manzgement and evaluation.

Strengthen information basis adequate for effective
planning management and evaluation.

5.Z.4 Strategies to Accomplish Objective 4
4.1 Gtrengthen family health services

5.3%3.5 Strategires to fAccomplishk Objective S

Strategy 5.1 Strengthen selected dicease control services through

& complementary community and facility-based approach

Strengthen Enviromental Health Servicecs

Strengthen the Health Education Component so that it
is capable ot promoting healthy behaviour which will
make maximum impact on the major health problems of
the counrty

T

S.3.6 GStrategies to Accomplish Objective &

Strategy 6.1 To improve the nutritional status through a
multisectoral approach
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S.4 EXPECTED OUTCOMES N T

ERERS SORN
.In Chapter 4, the main health and population priority problems were
.enumerated and discussed. They include a limited access by the
‘population to modern health services, general poor health status,
particullary among children 0-4 years of age, and rapidly increasing
population. These priority problems are re-stated in this chapter
as overall objectives within the overall goals of the Ministry of
health. It is instructive to articulate a view of the health

services delivery systems as it will appear in 1995 if these goals
and objectives are met.

The vision of the health services delivery system desired for 1995
is shaped by three variables: financial resources, the current
health and population situation, and the implementation capability
of the Ministry of Health. In the first regard, limited financial
resources have been and will continue to be a central factor in
shaping the existing health services delivery system. The health
services delivery system of the 1990°'s will need to be as cost-
effecient ac is consistent with established safe preventive and
curative interventions.

The s=econd variable, the current health and population situation,
leade to & focus on the priority diseases and the (0-4 age group
(especially of the families at risk) as identified in chapter 2. The
rhealth services of 1999 clearly should have improved health status by

decreacing the incidence and prevalence of these diseases.

The third variable, implementation capability, is directly related to
the Ministry of Health's capacity to manage itself; that is, to plan,
budget, administer, monitor, supervise,evaluate etc. The management
system of the Ministry of Health in 1995 should have improved through
the efforts of this Flan to strengthen central, regional, district,
and peripheral levels of the health services delivery system.

These three factors - financial limitations, priority diseases, and
implementation capability — form a basis for forecasting the 1995
health system.

With these themes in mind, it seems clear that the philosophy that
guides health =services in 1995 must have three cornerstones:
widespread access to health services; prevention, the least
expensive of interventions with which to deal with priority
diseases; and early treatment in cases where an illness cannot be
prevented. Fortuitously, preventive and .sarly treatment
interventions appropriate to the priority diseases and problems in
Mal awi are also interventions which can in “many cases be
successsfully and safely placed in the hands of modestly trained
individuals, including family members.
[

With widespread access to services, prevention, and early treatment
interventions as the guiding philosophy, the bhealth services




delivery system in 19935 can be describad in terms of the following
components:

Community-~based health szrvices;

Health centre-based health services; ™ -

Hopital-based services;

Special hospitals;
Central Ministry of Health functions

Overall management approach.

In 1993, the peripheral health services, comprised of community
based and facility-based services offered through standardised
health centres, will be functioning throughout Malawi. Community~-
based services will have increaced access by oxtending services to
new lzvels, cerving as an interface betwesen the community and health
system. Health Surveillance Assistants (HSAs), in conjunction with
the PHC area teams will be tested +or effectiveness as agents
working with communities in two major ways: helping villages
identify their health problems and monitoring the work of Village
Committess trained during the FPlan period.

H8As training and supervision of village committees will be for a
set of core health services that will have met the goals and
chjectives of this plan. The community-based approach, supported by
HSA's, if found effective angd the &areza FHC team will have greatly
expanded the range of services a&vailable to people as well as
extending services to many more people.

In 1993, a comprehencsive network of health centres will be in place.
Existing sub-centres (dispensary or maternity units) will have been
upgraded to health centres, dispensary plus maternity and new health
centres will have been constructed throughout the country. Each
health centre will be manned by two medical assistants, four
-Enrolled Nurse Midwives (ENMs), one Health #cssistant and three
servants. These manning levels will however be determined according
to specific needs of health centres. The hegalth centre will be
providing &ll the clinical services currently provided, but will
have been reorganicsed, focusing on the delivery of core health
services which emphasise priority pruoblems and diseases. Selected
core g
such as the CCCD, Child Spacing, and others. Hezalth Centres will be
‘serving as referral centres for community-based services and will be
affectively coordinating all outreach services. T

Hospital-based services, including referral/tertiary and district
hospitals, will be offering a similar range of services as they
currantly do. Accese to these services will have been  improved
by having filled established posts at hospitals, by increased
establishment of posts in some grades, by rehabilitating four




hospital facilities, by establiching a referral centre for family
health in the Northern Region and by constructing an urban centre
for family health in Lilongwe. The hospital-baced services will be
more cost-efficient due to improved management structures, and due
to improved policies for admissions, discharge, referral, accounting,
fee and fee collection, and insurance. The hospital-based services

~will be serving as referral tentres for health centres, with central
‘hospitals at the top of the referral chain.

In 1995, special hospitals will have been renovated and appropriately
etaffed. In 1995, the central organisation’'s capability to formulate
policy and programmes will have been strengthened. Manpower of the
central Ministry will have received long-term training. Established
posts will have been filled, and selected categocries of a restructured
central Mipistry will have been e:xpanded. FPlanning, budgeting, and
operational research capabilities will have been expanded and
strengthened. The Community Health Sciences Unit will have carried
out operations research; evaluation activities; gathering, tabulating,
and analysing of national planning ctatisticss epidemiological
investigations; and laboratory reference and support work.
Specialised information csystems relevant to planning, budgeting,
personnel, programme evaluation, supervision, etc. will have been

improved, as will the analytic capability of the Ministry of Health
staff.

The operational management and administration of the health services
system will have The regional and district
levels of the system will have been strengthened to enable intesive
supervieion and administrative decision-making. Accounting systems
will have been overhauled, and regional and district accounting teams
will have been developed. At all levels clear jobh description,
including service and supervisory responeibilities, will be in place
and operational for &ll staff. Direct supervision lines of authority
between each category of staff and their counterparts at lower levels
will have been established. Categorical supervision (within one
category of worker down the system) and horizontal supervision
{Medical Assistant vis-a-vis all staff at a health centre) will have
been re-affirmed and strengthened at both regional and district
levels. These improvements will have been supported by extensive
regional and district level development and training activities.

In summary, the health system in 1995 will be characterised by broad
access to health services. It will be more cost-~efficient, more
closely targeted to the populations at greatest risk for priority
diseases, and better managed at all levels. Every component of the
system - community - and facility-based peripheral services,
hospital ~based services, the central Ministry, and the regional and
district levels - will be stronger and more effective. As a result,
mortality will have sig.ificantly decreased, especially among
children under S years of age, and the National Health Folicy of
Malawi will be closer to realisation.
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CHAFTER & = TARKS AND ACTIVITIES FOR 1986-1995 PLAN PERIQOD

TNTRHDHCTION

Kok *bﬂnfnr Fi. the overall obisctives. strategies and targets of the
.Qﬂq 994—199- Mational Hzalth Flan were ocutlined. Thie chapter s=sets
frirth the tasks and activities through which gach Dverall objective
s vf= atrategies can he achisvad.

5
[

AL ORJECTIVE 1 @ 7O IMPROVE COVERAGE THROUBH A RATIONAL
NETWORK 0OF AVAILABLE AND ACCEPTABLE FACILITIES AND
SERVICES

St ~ategv 1.1 : Further Establish thg Community Rele in FHC

A model of orimsry health care organizaticon being develcoped builde
nn the orogrammes and activitiees already urnderway to extend and
improve all services (including health) inte the community. The
model /etrategy &sims 3t eupanding access and strengthening eiisting
programmes  to improve child survival, as well as improving cervice

coordination, relevance and management. The range of activities
that shouwld eventually be carried out within the community will, in
gensral be determined by the perceived nezds of the community. The

rivythm of adoption of different activities will vary from village to
village according to probleme identified and available resownzs.
it shouwld be empheas:ized that the tasks for this plan are provided
for the heslth sector only. Siamilarly, detailed objectives for the
support of primary heslth care will have to be drawn up by the other
szetors and argqnzsmtzcnu invelved., Four specific tasks have been
identified for furthesr establishing the community role in FHC.

Four taske have been identified for this strategy.

e 1.1.1: Clarify links with community leadere and groups
ough FHC arez teams

fActivities
o The appropriate community-based services will be defined through
the process of identifying health problems which will be
initiated through both formal and informal contacts by the area
team. The community leaders and committee members will have
received tash oriented training to improve their existing support
gf communities,

o In the first phase of expansion of corg health services, there
will be need to identify community leadership and other
established structures with the faollowing characteristice:

- receptivity to the ides of & modified approach by the services

62




to the support of FHC;

willingness to accept increased responsibility for primary
health care in their communities;

demoristrated leadercship capabilities and relevance of
structures in the community.

willingness to extend support for those families most at risk.

Clarify the commumity liaison role of HSA and
possibly one or more female workers or volunteers.

Activities

Prepare a written description of the new role and
responsibilities of the Health Surveillance Assistant (HSA)
and possibly one or more female workers or volunteers including

- guiding, educating and supporting the village committee
in preventive and modest clinical measures to improve
health;

acting &= & 1link between communities, village-level
development activities, and the formal health system;

helping to motivate village committees to explore and
activate initiatives to improve community health status;

acting as a role model by developing a demonstration home
vigit programme as well as by coordinating with and
participating in mobile wnderfives clinics and other
village health activities.

Alerting the family to ite role and responsibilities in recog-
nition of selected diseases, awareness of prevention and early
treatment interventions, and administration of selected treat-
ments.

Members of the area team {including health personnel) are to work
with commurity leadership and members in the process of

identifying problems facing the community - especially those most
at risk.

To establish within each c=ector short-term and long-term
objectives with the community in addressing those problems.

To examine with community members the extent of support already
provided within the community for primary health care, and
establish whether further training is required in certain aspects
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{e.g ORT, drug handling, deliveries, disease recogrition, mater-
nal care, family support, nutrition) to improve that support.

Develop an evaluation method which will be based on how coverage
of those most at risk and their ability to cope with the illiness
most frezgquent in thst aresa is being achieved.

4 : Freparg Plans for Community Action

gcerming criteria  for implemsntation, taking into account the

health centre development plan, information about facility deve—
iopment, training scheduwles (1€ poscible), and knowledge and eu-
ternt of cooperation of ingdividual communities. These criteria
will include:

- adeguancy of cuppot setructuwres at the community level, as

evidenced by:

. a supervision and management systom to support community-
breed activitiess

. a medical and technical supply system that provides for
uninterrupted service to the community.

. refteral mechanism for patisnt problems too difficult for

comaunity level health care.

lingness in the community to assume responsibility for  and
1vely participate in support of primary health care.

-

_____ To prepare 2-3 mepnths atter the completion of the
a detailed hesalth centre and rural hospital eitension
that includes siting, upgrading and/or replacement of these umits

-
.
1
:
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e

erntrict and by year. This planning sctivity will continue on &
lar asic  after the planm on physical facilities will have been

Obtain  from the district health team & priocrity listing of needs
far  heszlth centre renovation and repair, staff housing, and
health centre enpansion, including conversion of maternities and
dispencsaries i1nto heslth centres.

Analysa the need for new health centres, by distrinct, using
criteria which include catchment populationy distance from the
neargst health fscility, local health problems, geogrsphical
terrain, and local community support. The criterion of 10,000
population per healih centre and § mile radius as catchment area
will etiil be used in order %to develocp a national priority ran-




#ing for health centre expansion, based upon:

-district differences in health status indicators (if
available);

-comparison of current health centre expansion activities among
districts;

The Planning Unit, which will have been reorganised and stren-—

gthened, will play an important role in coordinating the establis-
hment o©of national priorities for allocation of resources for

facilities.

Jasik 1.2.2 @ Carry out an analysis of service workloads leading to
revised staffing standards and Jjob descriptions (note that
activities of this obJjective are closely related to those to be
carried ocut under 1.4.1)

Activities

Prepare a written job description of the new role and responsi-
bilities of Health Assicstant (HA), as a member of the area health
team, emphasizing eupport and eupervision of HSAs and provision
of specigiist environmental health services within communities.

Frepare a written job description of the new role and responsibi-
lities of the Enroclled Nurse/Midwife (ENM), emphasi:zing provision

of maternity and child health services through the direct MCH

care and bv directing and supporting MCH activities of the

HSA and THA. These new responsibilities include:

-proviegion of facility-based maternity and child related health
services (ante-natal, obstetrical, post-natal, neonatal,
under—five clinics);

participation in outreach clinics:

visiting and treatment of individuals referred by the HS5A.
Prepare a written job description of the new role and responsibi-
lities of the Medical Assistant (MA) as leader of the area health
team, emphasizing the planning and coordination of health centre
activities and the direct provision of preventive and treatment
services in both health centres and community,.

Task 1.2.3 :+ Ecstablish a program to ensure availability of all
categories of staff.

Activities

Provide sufficient accommodation and teaching space at the trai-
ning schools.

Ensure correct timing of intakes to training institutions.

e

Reduce the drop-out rate in the training institutions.
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4 : Clearly define thz management structure, the services
ided and the superviscry systen for health centres and
itals.

The activities for the management structure are covered under
section 8.3.4 of chapter 8.

The services to be provided at health centre and rural hospital
level will b more specifically definod. It is envisaged that in
addition to their eristing general services, there will be
priority sorvices to improve child swvival amorngst thoze fami-
lies most at risk in the community. Health centre staff, inclu-
dang ceraunity nembers, will have responsibilities in the communi-
ty to carry out direct intervanticns through outreach visits.

Inprove specificity of definitions of the scope and role of
ouwtreach zervices (for example robile clinics and home visits) in
the improvement of access to health services, especially priority
servicee:

—~outreach cervices will continue to be undertaken jointly by
ncepital and health centre outreach ctaff. These servicez will
be extended. Existing manned and unmanned health poste will
be ancluded as outreach posts where this has not vyet bLeen
dones

~homz-vicitaing will be extensively developed. Area  team
members  and community leaders will devote much of their time
to mome vieitse. Furthor study 1¢ needed to determine how ENMs
and MAs can be brousht more actively into home visiting
activitics.

Comnitmant  to improving  access through extension of peripheral
health services doez not imply a disgmantling of the hospital system.
I fact, heospiial sgrvices and staffang will enpand modestly, with
modernisation of exasting daistrict hospitals and provieion of &ddi-
taronal peripheral health units. The role of the hospital in support
of improved accecss and improved child survival aims at  increasing
guality ol life at a cost the community and government can afford.
This will be done by improved use of hospitals. Four tashks have
been :dentificd for stirengthesning the hospital system: 1.3.1 specify
wrgent needs for limited renovationc and expancsion ; 1.3.2 clarify
nogpital roles and introduce admissions and discharge procedures to
ctrengthen their roeforral function; 1.3.3 review and redefine estab-
lishment staffing levels; 1.35.4 establish a program to ensure avei-
lability o+ categories of staff im nurbers specified above.

Specirfy wrgent need for limited renovation and

replacement of hospitales that focus on

/\P




procuctivity and efficiency and not necessarily on expansion
bed capacity.

Evaluate each proposal for a naw or replacement hospital

criteria that includes:

-the merit of the proposal as compared to other priority services
or planned service developments;

-the avilability of health manpower needed to staff the
facility;

~-potential changes in future hospital utilisation pattern;

-projected non-funded development and recurrent costs.

Task 1.3.2 ¢+ Clarify hospital roles and introduce admissions and
discharge procedures to strengthen their referral and supervision
function.

Activities

Specify the services to be provided at each hospital level cove-
ring late-stage treatment of patients, in relation to the core
health interventions, and determine specialist services in rela-
tion to other disease states and emergency medical services.

Develop a proper system for the referral of patients so that

the hospitals are rnot overloaded with problems that could

tie dealt with within the community and through the health centre
services. Develop a proper system for the referral of patients

back from the bhospital services to those who originally

referred the patients. This could include a method by which

information can be exchanged and action taken at the referral

centre and guidance provided for fyrther action and follow-up

by the more peripheral parts of the facility-based system.

Regarding these policies, the Ministry will encourage clinicians
to develop efficient admission and dischar-ge norms that will in-
clude but not be limited to:

developing criteria for admission for broad categories of
patient complaints;

investigating practical alternatives to admission for certain
types of illness and other problems;

investigating development of certain types of home health
services that would allow for treatment and convalescence at
home, allowing for earlier discharge;

establishing hospital discharge planning groups to facilitate
efficient and early discharoes;

to maximise use of existing bed capacity in hospitals through
regular monitoring of in-patients and establlshmnnt of & follow~
up system for covering patients.

investigating bhospital system problems that lead to delays in
diagnosis, treatment and discharge of patients, beginning with a
patient flow analyeis.
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: Review and redefine establishment levels

» »

staffiny patterns in relation to productivity and efficiency.

ew  staff work schedule with a view toward maximum practical
=Bf hospital facilities in the svenings and weekends.

Establish a program to ensure availability of all
of staff.
"“ -;.'“‘1; e Actavities
: The specific activities here are the same in objective 1.2.3
except that they apply to hospital based s

Four tashz have been identified for strengthening the intergration
of services at district level. These are:

Tash 1.48.1 Complete functional analysis.

Carry out a complete functional analysis te include (&) district
health neesde asstssment, (b)) enumeration of services currently
gelivered (1ncluding FrAk facilities), {c) appraisal of
agpropriacy of services provided and mode (clinic or outreach);
and {d) designation of priority service gaps.

Tagk 1.4.2 : Epecify the composition and roles of district andg
regicral heslth teams.

The activaities for this cbjective are covered in chapter 8.

Task 1.4.3 : Establish procedures for preparing annual work plans
with collaberation with all  interested parties (including FHAM
within the district. :

] Refine the district PHC team so that it bscomes an effective
machinery for p=eparing annual work plans, not only of FHC
activities, but other hesalth related a:tiyities.

Ceontinue with the reorientation seminars and worlkshops so as
ensure that both politicians and rgivil servants agree on what
health activities ought to be implemented in each year.




6.3 OBJECTIVE 2: TO ESTABLISH EFFECTIVE MECHANISMS FOR MINISTRY OF
HEALTH PERSONNEL DEVELOPMENT AND DEPLOYMENT

Strategy 2.1 : Strengthen the

Each community-based worker must be capable of offering both clinical
and preventive interventions. Without accwess to such combined skills,
patients/clients are forced to bypass such a worker and present
themselves directly at higher levels of the referral system. Experie-
nce elsewhere has shown that although it is difficult to combine
clinical and preventive roles in one health worker, primary health
care workers who are not able to offer even modest help in the face
of a clinical problem are rot accepted in either role. Indeed, in
the context of home-visiting, the random encounter with a family

member who is sick (most likely a child with one of the priority
d:seases) and for whom a simple treatment can be provided ie often the
most effective wvehicle for bringing preventive or early treatment
information to the family members and the community. Al though house-
rold visiting is time-consuming, it is feasible in Malawi, given the
MDH's decision to use Health Surveillance Assistants (HSés) as the
most mobile member of the area healthi team which will help promote and
provide community-based services. HSAs should be able to help communi-
ties recognise their roles and responsibilities in prevention and
early treatment of diseases.

The training of peripheral health staff must be broad, rather than
compartmentalised and narrow. Training programmes will be based upon
comprehensive analyses of taske, roles, and responsibilities, and stan-
ding orders must be elaborated for each category of staff. FERoth basic
and 1n service training programmes will be strengthened by expanding
the practical aspects of training (e.g. role-playing, demonstration,
and direct edxperience). In reality, practical training everywhere
ternds to be lese than anticipated, generally because of a lack of
appropriate training settings or training materials. It is essential
that there be effective long-term plans for developing training sites
for practical training. In addition, practical experience can be
interjected into didactic training through role-playing and participa-
tive demonstrations--including the continuos traning by superviscrs.

In order to guide, manage, and support lerge numbers of peripheral
workers, supervisory practices will be strengthened. Supervision
systeme are needed to cover ‘'not only staff working within the he&lth
facitities but a&alsc those working largely within communities. In
recognition of this need, the MOH is committed to the establishment of
clear supervisory procedures and measures covering administrative,
clinical and preventive, and educative/communicative skills, as well
as to the develocpment of training and assessment skills in the super-—
visore themselves. This is dealt with in chapter 8 of this plan.

In addition, the MOH intends that there be a direct 1link between
supervision and in-service training. Fart of the supervisor’'s role is




the assessment of the sfrengtnhs and weaknesses of individusl health
workers and the identification of the training needed to help indivi-
duals  improve their skille and performance. Such information is a
1td1 guide for the development of relevant in—service training prog-
Experience eleewhere has shown that it is  advantageous if

oi"e  assume a prominent role in training programmes.

wes tdiscussed above give rise to still another element of this
the need tc strengthen the capability of the MUH tn coordi-
nate d plan for the desired expansion {(both manpower and facili-
tiesh., This need is recognised by the Ministry, and is addresssd
among  the specific ocbisctives of this objective, in Strategy 2.2 and
in the discussion of the re-structuring of the MOH in chapter 8 of
this document. sEUues regarding manpower development, particuwlarly,
have been studied at great length by the MOH. While minimum slaf-
fing cotandards have been developed, the Ministry needs to study this
further. hNonstheless, several manpowesr development issues have been
discussed by the Ministry and general policy formulat:on initiated.
These i1szues include the following:

c In the past, traiming in certain categories within Malawi has
Sauen someEwhat irregular, with cancellations occuring through
administrative delays. The MOH will make evervy effort to ensure
that traiming schedules are not disturbed. Students  drop-out
rates from training have been very high, with losses of az much
as 417 in some programmes. Better information on health sar-
vice jobs and careers, improved selection, and good discipline
st  thz training =chools all rpeed to be pursued to reduce wag-
tage. In addition, current accommodation and training facilities
and stugent/teachasr ratics at &all the MOH schools need to  be
improveo; this effort should also have an impact on the retention
cf students.

Curricuia reguire revision, particularly For those cadres concer-—
ned with primary health care services, (Medical Ascicstante,
Enrclled Nurze/Midwives, and Health fAssistants). There is &
recogniced need for detailed task analysis for each of these
cetres  from which new curricula can be developed, ensuwring
relevance of training to ths nesds of the communities.

Current training 3 g training of Registered RNurses,
Ciinical OFfficers, riedical Assistants, Health fssistants, and
Fubslic Health Nureeco, a&appear adeguate to meet proposed minimum
1993 staffing regqrirements. The enrolled Nurse/Midwife situa-
tion 1s more complet becalse of the flow of such staff from FHAR
to MOH. Efforts will be directed toward incresasing the numbsr of
suthorized poste to make use of the einisting pool of labour
before increases in MOH training capacity are considered.

Following the graduation of Health Inspectors from 198%, 1983
and 1984 intakes (i.e. after 1987), the MOH will have suffi-
cient staff to mest all its currently identified 1995 require-
ments. The MOH will have to decide whether to withdraw entirely
frem the FPolytzchnic for a number of years or to utilise thas
facility For for the training of other cadres such as dental,




pharmacy, or radiography technicians.

An annual manpower planning process, intergrated with overall
health planning and budgetary planning cycles, will be
implemented. Routine monitoring of the manpower situation and
progress towards manpower targets will be carried out and
reported to senior MOH officals.

Four tasks have been identified for strengthening the MOH program of
personnel development.

Task
competence in management training.

fictivities

o Establish a strengthened and capable Training Section &as an
integral part of the Flanning Unit to assist in the development
and production of training programmes and materials. This sec~-
tion needs to be staffed with or have access to certral trai-
ners and assistants, a5 well as to develop its own capacity for
training central level trainers.This section will be responsible
for the management and coordination of all traning; basic, pre-
service, in-service, and overseas. This section will also
evaluate traning programmes and coordinate curriculum reviews
and enhcourage training institutions to undertake their own
evalautione. \

2 2:.31.2 & Develop an overall strategy for pre-service and in-

service training covering &all categories of service and managerial
staff.

Enumerate guidelines for training, including the following:

Both pre-service and in-service training programmes (or revi-

sions to existing programmes) will be developed with and imple-
mented through central trainers-including traning institutions,
regional trainers, and district training teams. Central trai-
ners will act as the senior level staff who will develop most
curricula and training programmes with or without external assi-
stance. Where there is a need, external assistance may be drawn
on to train central trainers through demonstration. Regional
trainers will be trained by the central trainers and will coor-
dinate all regional in-service training. District training teams
are as yet not fully defined, but will be district level person-—
nel (categorical district level supervisors including those
from other sectors and possibly a fulltime coordinator).

Selected supervisors (district 1level) will participate as
trainers in district level in-service training after they them~

selves have been trained. Not all supervisors will qualify as
trainers.




~ In—-service re-orientation will be designated as *°
needed by staff in post whose new roles, responsibilities, and
etanding orders will regdire re-orientation.

R>,NIn~serv1ce training will be on—-going and have two major
; q: gotives: to transmit new information and 'skills to staff,
1nprove/5treng;h=n existing skills and knowledge. Trainers

trainece ratios at any level of the system will  not
aexceed 1:5 to 1:10.

Training oneist of less didactic instruction,
angd more i iemonctration, and participatory activi-
Ty, &l ; i weell supervisasd on-site cuperiential
training.

t

g
5

—zervice training and superviszion will be directly linled.
iy catejorical UyEFVISD s ({(Clipical Officers, Public
h Murssz and Heealth Inspoctors) will participate in deve-
or 3 vice trainlng. Information from supervision
wil > incorpereated into creation of training sessions.
i officers will provide the global view of
topics egtablishad by the central MOH
centributionc from other sectors.
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coordinating effort for cach in-service training prog-
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ct ve level, ogistrict training teams will develop

in garvice training programmes  per year. Until

n*nnng ig adjusted, each graduating class of each

health staff for health centre level and below will

go & pre-service training pregramme to  enable them to
roZucesteassh thoe core healith services.
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~Sanior  level (possibly including consultants) will
demonzstrate to i how to cdevelop their own training prog-
Fam.

-3l trainers will be idaentified from among groups of candidates,

witn  the understanding that not 811 candidates will become

LSEINECE Treimers will b trained and then some selected as
l=btime trainers atter dzmonstrating ability
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ting bazic traiming will be modified to meet new MOW  objec-
£. As an interim mneasure, a pre-service programme will be
eveloped to orient nes staff each year immediately after gra-
duation. Staftf alrealdy placed in the system will undergo some
form of +tra:ning from which the pre-service programme may be
drawn Staff turnoveoes can be dealt with through a combination of
recuired pre-service and in-serviCce LIrogrammes.

~Supervisors, who must be proficient in x11 the skille and
knowledge required of the staff whom they supervise, will be
trained before the cadres of heslth staff they supervise.

-




Identify basic, pre-service, and in-service training facilities
for both temporary and long-term needs.

Identify training resources (apart from facslities) needed for
all types of training of central, regional, and district level
trainers supervisors; and HSAs, ENMs, HAs, and MAs.

Establish a schedule for changes to all training programmes,
taking into account resources and ability to develop curricula.

Prepare curricula and conduct training courses

Develpp curricula to train central, regional, and district level
trainers.

Develop curricula to train each of the service delivery staff with
new or expanded roles (i.e. H5As, HAs, ENMs, MAs)

Develop curricula for the training of trainers at each level.

Design procedures to ensure supervisory systems

Deeign & supervision form that is appropriate for assessment of
staff shills, knowledge and attitudes vis a vis the rcles and
responsibilities of each cadre of health staff at each level.
Thie form will:

- be a guide for the supervision visit
~ provide a record to assist the supervisor in follow-up activities;

- assist supervisaors in planning their contribution to in-service
training programmes.

Acsess the potential for routine analysis of the results of a
nationwide sample of* supervision forms, and design fores
accordingly. Analyeis of such & sample could help the Central
Training Sectiocn determine in-service/basic training programme
topics, and serve as a periodic indicator of programme activity.
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Two tasks have been identified for this strategy:




Task 2.2:.13 Establish a system for mor
development of MOH pesonnel.

o Work with the Personnel Section to establish an :mprovad person-
nel information system which will provide:

- detailed records of applicants for training, students in
trairning, drop-outs and those deployed after graduation.

current staffing situation in the MOH.

up~to-date records of established posts and vacancies and
details of the individuals actually employed.

Work with the Fersonnel Section so that it can undertake the
following activities which will provide information for manpower
planning:

-develop personnel histories to provide the Flanning Section with
an instantly available list of staff with particular training and
in-service experience;

~-gdevelop strategies for career advancement.

-replace the current establishment control system with & filling
system with new information to facilitate simple identification of
vacancies, matching of transfer ‘requests, staff personnel
information storgge and retrieval.

a 2.2:.28 Develop analytical capabilities for assessing
patterns and protlems in career development.

Ensure that certain members of the Flanning Unit, in collabora-
tion with the personnel section, have the necessary training to
enable them analyse and assess patterns of staffing.

6.4 OBJECTIVE 3 : TO IMPROVE MANAGERIAL PROCESSES OF THE EXPANDED
HEALTH DELIVERY SYSTEM

Z.1 : Review drug policy, and legislation

has beer identified for strategy 3.1

Task J.1.1 :

a—
ety




Maintain an active advisory committee with membership from both the
MOH and CMS which will:

pericdically revise the drug list.

help the MOH decide on packaging and distribution of supplies
below the health centre level.

produce & national drug formulary, not merely a drug list.
periodically revice the national drug formulary.

Review the drug legislation with the aim of establishing & sound
drug control administration which would ensure that only useful
drugs are used in the country and that they are of good quality
and are used properly.

Train and deploy suitably qualified personnel to carry out
registration, licencing and inspection functions under the new
drug legislation. The use of pharmacy acssistants whenever
possible is recommended.

Proposed charnges in the pattern of health services particularly with
the development of the Primary Health Care, and recent changes in
relationship between the Central Medical Stores (CMS) and the MOH
(ae discussed in Chapter 3) place new demands upon CMS to be more
responsive to MOH needs at the lowest cost, while the CMS Treasury

Fund esxercises full financial independence. In addition, CMS must
therefore re—establish the drug needs ,of the nation’s new health
system and revise ite internal procedures regarding supply, inventory
control and budgeting. It will have to re-establish its storage and
shipment/trans—shipment procedures and identify new facility npeeds.

Five tasks have been identified for strategy 3.2:

Tagk 3.2.1 : Improve cost efficiency in Procurement Procedures.

Classify products handled by CMS according to different suitable
methods of procurement required in line with their nature and

sowrce of supply and depending on standard lead times establiched
for each method.

-

Revise existing tender/contract documents used for drug procurement
to increase the information supplied, to assist in tender decicions,
arnd to protect quality standards.

Implement computerised re-~ordering and tender scheduling systems
to improve speed and thus reduce lead times.

Improve stock control procedures




Implement a r . i
nf two months; specify the placing of an order only if the

inventory position at the time of review is 1ess or equal to a
predetermined minimum stock level.

Implement & new inventory control card to record information
relating to daily transactions, outstanding orders, unmet hospital

requirements, and controls necessary for the management of
inventories.

Classify all druges handled by CMS into very high value, and low
vailue items, with predetermined procurement periods. The very high
value items to have the shortest procurement period.

Maintain a buffer stock of three month's consumption for all very
escential drugs and for drugs frequently reqguired in epidemic

Establish new inventory control and stock reservation systems at
district and central hospitals as & means of enswring
availability of adequate supplies at small units.

e S T3

. Zecani Improve ctorage and storekeeping procedures.

Replace eristing drug storesz having inadequate facilities in a
phased manner at each Qovernment hospital by using standard
specifications to be determined by senior pharmacy staff.

Establish regiocnal depots at Lilondwe and Mzuzuw to serve the
central and northern regions, respectively.

T review the career structure in drug Supplies Management.

Task 3.2.4 : Establish an effective production and distraibution
csystem.

Activities

Construct a new manufacturing unit at the proposed stores complex

in Lilongwe and carry out modifications to the existing manufa—
cturing areas at HElantyre.

Develop a quality control laboratory attached to each of the

manufacturing units to ensure maintenance of the quality of both
manufactured items and imported ones to predetermined standards.

Train and deploy suitably qualified staff at all levels especially
with emphasics on pharmacy assistants and technicians to undertake
production, quality contrcl and packaging operations at the two
units mentiorned above.

i




Ensure the financial viability of the supply system

Establish working capital needs—currently estimated at KS.million.
This fiqure should be reviewed periodically so that it reflects the
changing circumstances.

Define and establish mark-up on drug sales-currently set at 12.5%.

Reduce average stock on hand or its value by approximately SO0
during a four year periocd through adjustments of procurement period
for high value items, This system is meant to ensure availability
of essential items by releasing funds otherwise tied up in large stock
levels.

Reduce the amount of write off due to eupiration of drugs by using
a computer to monitor shelf life and taking early steps to use the
drugs before expary.

Increase the proportion of drugs produced domestically, after
establishing that this can be done effectively at a cost less than
of imported drugs and that the manpower is available.

Review procedures intended to reduce wastage as discussed in
association with other tasks.

Speed up the invoicing system by replacing the batch computer sys-
tem, and more generally, improve the financial information systems
required for decision making by introducing an online computer
system or a mini-computer.

taslks have been identified for strategy 3.3

Tagk 3.3.1: Achieve a sense of organisation purpose and team work
withirnn the MOH through & program of motivational education.

Activities N
Continue and finaliese the study on the current management struc-
ture soc as to identify the strengthe and weaknesses.

Identify the management system that can be implemented maximi~
sing the expertise of administrative officer level and select
appropriate programmes to orient the professional administrative
officers to hospital administration.

I

provide the necessary training-both within and outside the
country for each member of the hospital management team.
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facilitate at each hospital the establishment of institutional

goeals and cbjectives and plans of work which are congruent with
national goals and objectives.

Organise for hospital managers, short courses, initially every
three months so as to achieve the Health Plan objectives and
thereafter at regular intervals.

{ =e2.2 ¢ Achieve operating efficiencies and cost reductian at
all levels through the introduction of management improvements and
training in their application.

Activities

Examine, together with the management team, the problems experie-
nced at hospitals.

Feview the internal organication of patient/bed sllocation and
doctors/specialist teamwork.

Establish a&a cupervisory system which incorporates work plans
and personal accountability. ’

Eztablish a managerisal climate which fosters co-operation and
peer review.

’

Task Z.3.05 : Strenghthen and Develop collaborative arrangements
with PHAM and other private and community groups to ensure the overall
effectivenese and efficiency of management of &ll health services in
the general interest of the citizens of Malawi.

Most of the activities for collaborative arrangements with

FHAM and other nor—government and community groups are discussed
in chapter 9.

Attain increased worker effectiveness and producti-

vity through a program cof selectively supportive supervision and in-—
service training

Activities

Develop a central system which has effective monitoring at all
level s,

Establish effective and efficient supervisory practices for all
ey health personnel.

The MOH will take measures to strengthen its management systems at
the central level 'so as to increase its ability to carry out manage-
rial functions effeciently. In addition, priority will be given to
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the formation of regional and district levels of management so that
these can coordinate ancd marage operations in the field, direct and
support the extension of primary health care through core health ser-
vices, and help relieve administrative loads on the central level.
This will enable the central level to concentrate on its policy-
making and national overview functions, At each level of the MOH,
the planning process will be used to facilitate achievement of
objectives. Four tasks have been identified for strengthening
the Planning process of MOH.

Continue to provide appropriate long and short-term training to
all staff of the FPlanning Section. Training should emphasise deve-

loping skill in the planning process and the analysis of informa~- ol

tion. Thie will help the planning unit staff’s capabilities
programme budgeting and monitoring of the Flan, \

s 3.4.2: Strengthen MOH capability an and authority to commission
health eystemes research.

Activities

The Health Planning Section and the CHSU unit will have to
collaborate so as to establish a program of research addressing
health problems. It iz expected that the agenda for such
research during the Flan period will be set forth by a
committee tc be appointed by the CHS.

Tagl: &.8.3 ¢ Increacse planning capability throughout the MOH mana-
gement ranks.,

Activities
Establish throuch the Flanning Section a long term strategy to

expose all central and key regional and district managers to the
plamning process as applied to health.

>Identify appropriate external assistance to support multiple in-
country planning exercises. This is 1likely to occur after

appropriate researcn indicates the need for modification of the
1986-1995 FPlan.

Identify and i.plement ways of Ffocussing donor assistance on
objectives of MOH. This effort will include clearing proposed
projects with +he Flanning Unit and some MOH body which can de-
termine if the proposed assistance meets objectives of the MOH
and does so with the minimum impact on recurrent costs.

Task 3.4,1: Expand and Strengthen the Staffing of the Health




FPlanning Section.
Activities

o Fill all established posts and create new ones in the Planning
Section and reorganise the section within a career development
scheme that has prospects for advancement.

Re-enforce the planning unit‘s capability for resource mobilisa-
tion for the plan implementation.

Create as part of the Planning Unit, the capability for
project management.

Establish an effective flow of information with other relevant
government departments.

Improved coverage, especially through peripheral services, will
generate increased demand for recurrent funds from the MOF. Even
with the most optimistic forecasts of the future share of national
income allocated to the MOH, the prejected financial needs of the
Ministry cannot be met. Frojected savings through improved efficie~
ncies will help to close the gap between the financial resources
needed 1n the future and those projected to be available. Never -
theless, other sources of income will be necessary if adequate
service to the public is to be sustained and expanded. It will
be necessary, therefore, to consider the, phased introduction of fees
for all services to the public, with the exception of certain
priority arezs of health concern.

At the same time, it will be necessary to review the distribution
of MOH financial resources, with preferential allocations
for primary health care. Any additional funds made available
through MOF allocations, savings on expenditures, and income from

fees will be used primarily for the expansion of peripheral ser-
vices.

The MOH will rigorously assess the impact of capital expenditure
from the development account on recurrent costs. This will help to
erisure that the substantial capital development resources available
are utilised to support MOH service development priorities and that
the recurrent costs of conmissioning the facilities thus provided
can be absorbed and maintained.

Three tacke have been identified for strengthening financial plan-
ning and control capabilities.

—
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Establish the post of senior assistant accountant, and create
the new post of Budget Section Leader, who will, under the Chief
fAccountant be responsible for budget formulation.

Specify functione of the district accounting staff and establish
a set of financial reports which will provide the results of
current surveillance of expenditure and other resource uses;
e.g. indices of transport use and costs, indices of food
purchased etc.

Increacse the effectiveness of fee collection through computer
invoicing and control of debtor accounts, especially at central
and general hospitals.

The Chief Accountant and the budget and accounting section heads
should be given opportunity for training in hospital financial
management and cost amalysis.

Develop a poesitive attitude among senior officers at the district
and regional levels to cost documentation.

Tagk 3.5.2 ¢ lmprove budgeting procedures to include program and
performance budgeting systems.

Activities

Fe-design  the MOH oudget to reflect more aczurestely the new
pattern of decsired services. Curative and primary health care
services a&are viewed a3 essential major budget categories.
Further breskdowns within these major -categories, by services,
type of facality, district, programme, etc. will be useful.

Developmernt of & programme and performance budgeting system.

Ectabliceh cost cerntres at general and central hospitals and use
computers for costing datsa.

Attempt to obtain more accurate costing or cost estimates with
each successive round of budgeting. This implies a&an on going
refinement of & data collection system for the foreseeable
future.

Modify the procedures for accounting and control regarding
expenditurez sc as to obtain more wseful budgeting information.

Develop & set of technical manuals detailing all procedures to
be followed by the new Budget Section.

Establish a link for effective communication and flaw of. in-
formation with the Flanning Section in order to help both sec-—
tions to be responsive to changing circumstances.

Ecstablish & strategy for generating district interest-and input
in the budgeting and accounting activities of the MOH.

TN



Develop/strengthen a1l procecures regarding revenue, expendi=-
tures, and budgeting with an eye toward ebsentza‘ computerisa-
tion dur\hg the ten-year Flan.

Identify ways to improve fee collection.

‘and execute a scope of work for the Flanning Section to
relevant studics.

S.8 3 Strengthen Information bacis adequate for effective
management and cvaluation.

Ceneral Ohservalions

MOH needs information for two different purposes, to assess the
effectiveness of major programs and to assess the efficiency of the
uer  of resources. fdditionally, information is needed to guide
broad policy relating to the appropriateness of the MOH pricrities
in the use of lamited rescurces.

In a&ddresesing health information and health management information
requiremnzsnis MOH must concencrate on data scguasition specific to
the geoals and objiectives set forth by the National Health Flan. In
this way pertinent data is the product sought, aggressively analysed
and  tuwrned  into information which can gwide valid decicione to
terminate, alter or continue programs.

Current data on infant child and maternal mortality is based upon
inpatient  reports. This is neither & complete report of the
frequency nf these evente nor & satisfoctory basis for a statement
of <«he proporticnate distribution of deaths by cause in  the
population.

The enceptional power of & vital registration system to produce
clear undesretanding of the force of morcality in defined age groups
angd in malor geographic areas is denied to chief exscutives in  MOH
dug  to the absence of a statutory requivement for the registration
of births and deaths in Malawi. However , thzs limitation can be
overcome by recently developed survey method-.ﬁ

{
Health management information ssrves the purpase of cost,, cost
zffective and benefit~cost analyzis. Managers of significant health
prograns require skill in the wse of management data, &5 well as a
knowledge of the stste of art and ccience of “the tgchnnical
discislines involved in their programs.

Yity for acguisition of data on morta-

-

-~

‘”dtrxtﬂonal status pertinent to the 3

cptions (1) %D i pie swvey of the population
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Tesk

(see appendi» 1 to this Chapter for assumptions to determine
size of sample)

(2) a continuous survey of sentinel areas are to be
considered with a choice to be made mof one. Option 1 is
stronger - for validity of national estimates but more
expensive, Option 2 is less expensive but less likely to meet
the criterion of rigor for national estimates.

Azsign overall responsibility for the survey to the Planning
Unit. Delegate operational responsibility to the Community
Health Sciences Unit (CHSU) to include (1) instrument design
and test (2) field execution and (3) data analysis.

Camplete the physical facility for CHSU to include bacic
laboratory space and equipment sufficient to perform
surveillance on common communiicable diseases €.,
tuberculosis, leprosy, schistosomiasis, diarrhea.

Staff CHSU with individuale trained in microbiology
parasitology, brochemistry and epidemiology.

Sk 2

Identify content of periodic and ad hoc reports; e.q.

- fAnnual comparlation of facilities in place and under
construction to include size with ratic of beds tO
population by district.

Annual  admiesions hy hospital éLcnrding to age and
discharge diagnosis.

Fersons served arnd Mo. of visits by Outpatient Facility for
each district.

Decign data acquisition, for each periodic report, to assure
masimum vee by district and central office staff.

Mastimize employment of state of art data storage and &analysis
equipment.

fssure processing and analysis and distribution on &
management relevant time frame. This will require 2
additional professionally gualified analysts adeguately
trained in computer data management.

Provide short term training to district and regional staff on
management informaticen use and in the acquisition of valid
data.




OBJECTIVE 4: TO IMPROVE CHILD SURVIVAL OF THE UNDER FIVE AGE
GROUP

The Ministry of Health recognises that the pattern of health ser-~
vices needs to be modified towards prevention and early treatment if
there is to be & positive impact on child survival. A health sysiz=m
which waits for motherse and children to come to a fixed facility for
services generally finds that these people arrive too late for
interventions to have maitimum effect. Those who do seek preventive
services are generally only a small proportion of the population and
cften those least likely to need preverntive advice. In order for
the health services to have a more significant impact on child
swrvival, the Ministry of Health intends that more of the total
efforts be expanded to place in the hands of those closest to the
community, knowledge, <ekille and means of effective prevention and
early treatment &s close to the family &s possible. This will be
accompliehed through the FPHC programme in the community and by

focussing the health services on programmes that address priority
diseases.

In an effort to improve coverage and make services more meaningful
tc the target population, efforts will be made to introduce the
delivery of integrated MCH services within the PHC approach. With
this approach mcthers and-children will be seen on a daily basis in
the clinic, instead of separate clinic days. This will help person-—
nel to think of mothers and children as a unit, or one family
sharing the same environment and problems.

Seven taskh have beern identified for Materrmnal and Child Health
Services in the plan period.

In this plan periocd, the present Antenatal and Underfive clinics
will stop to eslist as separate entities, but will
be combined to form daily integrated and comprehencsive MCH clinics.

Activities

Mothers and children will be singled out from the general out-
patient clinice and all their needs attended to fully.

T

Ariternatal and postnatal mothers will be attended to as
cutlined in Tashk 4.1.2 below.

Children will alsc receive care according to the outline in
Task 4.1.4 below.

Integrated services will be introduced nationwide following &




trial period in a few centres.

Health personnel will be trained in the provision of
comprehensive integrated MCH services (which will include care
of the mother and child including provision of child spacing
services).

Study tours will be organised to other countries, with an
objective of observing the running of integrated services.

Studies will be made to find out additional resources required
in order to provide comprehensive MCH services on daily basis.

Task
that mothers are kept healthy throughout pregnancy and delivery so
that they produce normal and healthy babies.

fotivitizs

Establish treatment and management protocols, for use
by each cadre of health workers, (including Traditional Eirth
Attendants) appropriate to the level at which they are working.
Frotocols will cover priority problems during antenatal, natal,
and postnatal period.

Eetablish and update preventive interventions and protocols
for the priority dicseases throughout pregnancy labour and the
postnatal period. These protocols will be accompanied by a
strong Health Education component.

Eoth the antenatal and postnatal services will be offered on a
daily bacsics and well integrated with the child care services,
so that both mother and child are seen together as a family on
the same day.

Strengther materniry services:
~ strengthen maternity facilities by expanding health centires;
open up rnew outreach antenatal clinics services;

continue the +training of more TBAs, using a revised
syllabus, with added roles, =0 as to extend services to
more pecple in the community.

Strengthen supervision capacity of maternal services by a&all
health persornel at each level for the level below them,
especially supervision at the peripheral level by the district
staff.

Order and maintain adeguate supplies of equipment, drugs, food
supplements, record forms to ensure smooth running of the
services. ’




L
Strengthen in-service training of all staff involved in

delivering maternal services.

Establish .an ongoing monitoring and evaluation system for
programme activities.

whole -:ountry.

The Objectives of this programme are:

1.

To provide both technical &nd managerial =kills, in Child
Spacing, to all cadres of health personnel.

To introduce the delivery of Child Spacing services ta the
family and community &as an integral part of MCH services.

To introduce to tne community and its local leaders the

concept of Child Spacing as it relates to maternal and child
health in Malawi.

T conduct research into the current knowledge attitude and
practices (KAF) of the community with respect to Child %uacing

To estabklieh anm inbuilt monitoring and evaluation system for
trhe smooth running of the programme.
.

Activities:

Formulation of & five year National Child Spacing Flan of
action.

Development of curricula for the traaning of trainers and
service providers,

Frocurement of child spacing commpdities and training
material.

Strenghten hospital facilities to provide space for
Intergrated MCH and child spacing services.

Conducting training of Trainers, service providers, programme
supervisors, and tutors.

Disseminate information to parents and the community on  the
avallability of child spacing services.

Initiate and condilct KAF studies.
To monitor and evaluate the programme from time to time.

Initiate and provide child spacing services to cover the whole
country in a phased out approach. —




Task 4.1.4:3 To strengthen child care services which are aimed at
reducing infant and childhood morbidity and mortality by keeping
children healthy throughout the first five years of life.

Activitiess

o Introduce the use of management intervention protocols, to
each cadre or health personnel, for priority diseases. i.e:

Malaria

Measles and other EFIl diseases
Diarrhoea diseases

Respiratory diseases

Nutrition disorders (including Anaemia)l
Eye an(?skin diseases

Parasites etc.

Establish prevention interverntions protocols for priority
rfiseases listed above.

Strengthen health education and information component of the
Family Health fFreqramme about care of children through the use
of Radio Messages, posters, flip charts, booklets, talks etc.

Establish or strengthen the following services through which
the above intervention programmes can be carried out.

Neoratal clinic service — 1lst month of life. Baby to have
weekly physical examination weighing, BCG and to provide
information and education to mocthers on baby care.

Establish with the overall MCH programme underfives services
in &l1 new health facilities and those old health facilities
which do not at present preovide underfive services.

Strengthen supervision capacity of all MCH staff in child care
especially supervision of the clinics at the peripheral level.

Order and maintain adequate supplies of all the equipment,
druge, records and food supplements needed, to provide proper
child care services.

Strengthen in-service training of all MCH personnel in
management of &ll priority childhood diseases.

Establish am ongoing monitoring and evaluation system for
programme activities.

All the above mentionec activities for child care are to be
carried out in the comprehensive MCH clinics which will be
introduced.

To Strengthen the EFI Frogramme.




pctivities

To consolidate and maintain cold chain system to ensure
vaccine potency and improve vaccine distribution system.

To increase public awarenese and participation about preventicn
of EFIl diseises in close collaboration with health educstion
and community participation.

To introduce systematic and regular evaluation of covrrage at
all levels.

To train and moctivate all levels of staff regarding  EFI
management.

To integrate immunicsation services in the total haslth
delivery within the Primary Health Care. A

To strengthen surveillance of EFI diseages through manitmriﬁgv

and reporting at all levels in close collaboration with the
CHEU.

Establish morbidity and mortality data forrall EF1 diseasgs
through specific studies, '

Establish sentinel esi1tes for reporting and monitorang EFI
diseases by 1987,

By 1987, introduce and integrate immunisation services into
the daily outpatient departments in all hospitals in order to
increase immunisation coverage.

Obtain &and maintain adequate cGld chain equipment a&and cspare
parts by 1936,

Conduct couwrses for mid-level managers and peripheral staff in
EFI managemtnt every year.

Ensure availability of immunisation services to 100X of fixed
and outreach facilities by 1989 through provigion of necessary
equipment.

improve supervision of EFI activities through development of
check lists and feedback pechanisms by 1987.

Frepare/adapt EFI modules for use by peripheral staff by 1984,

Dietricts to identify and arrange periodic visits to
inaccescsible areas (every 3 months) to give immunisations.

Develop communication materials and channels for public
information about immunisations by 1986.

Include EPI in curricula of sthoocls and Health Training
Institutions by 1989.




80% cof the elligible target population fully immunised by 1990
through 1ncreased outreach approach and maximised uwse of
mothers and child’'s contact with a health facility.
Immunisations available to &1l elligible target population by
1995 through the above described activities.

Task 4.1.6: To Strengthen the Control of Diarrhoea Diseases.

The following activities will be implemented, &5 an integral part of
the MCH/FHC programme, during the first S years of the Diarrhoeal
Disease Control Frogramme (1935-1989). :

(] Acsign the manager appointed for the malaria program for the
coordination of the diarrhoeal dicseases (see malaria section).

Pramotion and Development:
- procure ORS pachetes according to national requiremnentss
establieh the use of DRSS at all levels of the health system;

produce ORT health education materials for use at &sll levels
and 1n schoole;

study feasibility of a Mational ORS packet production plant.
Distribution:

- e=tablish and implement an ORS packet storage and
dictribiution system for all levels of the health system.

Training and Health Education:

- conduct training for &ll1 cadres of health personnel, villoge
health workers and THAs, on ORT;

training mothers in preparation and administration of sugar,
salt solution (8355);

disseminete information to mothers and the genersl public
about use of ORT. :

Operational Research:

- carry out studies to determine the best types of health infor-
mation and education materials for promiting the use of ORT.

- carry out study on the feasibility and/or *papability of
mothers to prepare SS5 in the home. -




6.6 OBJECTIVE T : TO IMPROVE THE STATUS OF THE GENERAL FOPULA-
TION BY STRENGTHENING RELEVANT PROGRAMMES

Chapter S identified three cstrategies to achieve Objective 5.

Seven tasks had been identified for strengthening the
disease control services in this plan period.

Task S5.1.1. : To reduce the mortality from malaria

To review the services of malaria treatment, malaris treatment
schedules and vector control methods.

Educate the public towards early recognition, treatment and
prevention of malaria.

Foster treatment with adequate doses of anti-malarials instead
of only anti-pyretics and or nalgestics.

Ensure that policy 'development and program implementation for
malaria is coordinsated with existing and planned disease
control activities to ensures the effective practice and exten-
gion of services.

Encsure easy access to anti-malarial dfugs for the public.
Frovide chemoprophylaris to high - risk groups.

Train health personnel on the diagnosis, treatment and
prevention of malaria.

Appoint a centrally located manager for malaria and diarrhoeal
with specific responsibility for the daily coordination and
monitoring of disease cortrol activities. This would comple~
ment the work of the malaria committee by providing oversight
for the implementation of policy, effective use of existing
reserves, and the identificaticon of problems that require
specialised inputs.

Erisure proper coordination of memhership on the wmalaria and
diarrfoeal committees so as to improve integration of the
planning and implementation of the programme services at
central as well as at delivery level.

. 9.1.2 : Improve the Control of Acute Upper Respiratory Infec-

tions
fctivities

the public and family membere to be alert to rask




factors and early signs and symptoms of respiratory infections

Encourage early and accurate diagnosis followed by appropriate
antibiotic . .treatment.

Fromote the follow up of cases to ensure that complete
resolution of the disease has occured.

Improve the preventicn and control of
major causes of blindness and make essential eye care available te
all; and improve the control of skin infections.

Carry out baseline assessments of blinding disorders in at
least S04 of the districts by 1990 so as to plan eye
programmes in such districts.

Operationalise national programmes for the prevention of
blindness in the country including the development and
application of mechanisims for evaluation by 19%0.

Expand the implementation of the trasining schemes in eye care
for personnel at  the primary and first referral levels so
that S0% of the districts are covered by 1990.

Strengthen the inetitutional capabilities to allow for

research on  improved technologies for the prevention and
treatmentc of blinding discrders, particulary within haalth
care systems based on primary health care.

Carry out evaluation exercises by establishing simple national
surveillance systems for blinding diseases and mechanisms for
monitoring the provision of eye care as part of general health
services’ evaluation.

Fromote early recognition and treatment of skin dicsexcses
startirng at the village level.

Task S.1.4 : To expand control programmes for cschistosomiasis,
onchocerciasis, trypanosomiasis, leprosy and tuberculosis.

Activities

Review the schistosomiasis control programme during the early months
of Flan implementation so as to decide the best strategy for con-
trolling schistosomiasis. Meanwhile however, the following activi-
ties will be undertaken:

o Take steps to ensure that drugs for treatment of

schistosomiasis bHe available at &ll static health facilities
especially since CMS does procure sufficient amounts of drugs
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to make this possible.

Ensure that the currently accepted diagnostic technigques are
introduced at all health centres.

Since schistosomiasis is a community hased problem, steps will
be taken to integrate the progrem.e within the PHC approach
because this problem can most successfully be tackled through
commurnity participatirn. The communities will be mobilized,
as for other helmilith - infections, to supply themselves with
safe water and sanitary facilities and &lsoc help implement the
environmental and behavioural modifications that eliminate
or reduce the intensity of transmicssion.

Thare will be need to carry out operaticonal research.

Onchocerciacis

Onchocerciacsis is endemic and known to be a public health
problem 1n the Shire Highlands, ecspecially in Thyolo district
where a control programme ctarted and should be strengthened

Finalise the prevalence survey currently being carried out in
Thyolo District to delineate the geographic distribution and
intensity of infeci'nn. The studies on the biology of the
similium vectors fo determine breeding sites, fly distribution
and transimission potential and alsw the Laboratory studies to
be carried out to determire the best larvicides for control
should be finalised so that active control of the simulium
vectors in Thyolo by 1988 by which' time biological studies
will have yielded enough information.

In &addition to Government resources for control, sclicit
resources from the private sector in the affected areas.
There has been an indication for such support.

While in terms of numbers trypancsomiasis is not a significant
public hexlth problem, it does cause an inordinate amount of
suffering. There is always the fear that as long as the infection
exist there may be a repetition of epidemics €imilar to the ones
that occured in the 1920s. f three year preparatory phase will be
implemented to : -

o Conduct epidemiclogical surveys of populations adiacent to
teetse infected areas.

Carry out epizootigical surveys in domestic animals.
Do cstudies in tsetse fly bionomics in relation to

transimission potential and therefore evolve a. control
strategy.




As this is & regional programme, involving Mal awi ,
Morambique, Zambia and Zimbabwe. It is anticipated that
agrial spraying will be a major control tool though within
Malawi fly trape which are more efficient due to the size of
the fly infected areas will alsoc be used.

To* strengthen the Leprosy Control Programme with long term goals of
reducing the inciderce of Leprosy until & time when routine services
can manage all cases. To this end therefore the activities will be:

Detection of possible new cases through examination of
patches, nerves deformities and paralyesis and also taking and
and fixing slit skin smears and examinations for mycobacterium
larvae.

Supply of anti leprosy drugs through mobile treatment
cervices.

Continuous education of patients on prevention of plantar
wlcers and deformities through demonstration.

Continuous follow-up of defaulters, through the cooperation
of the community.

Assescsing the impact of the leprosy control measures in regard
to case finding and treatment.

Carry out a vaccing trial.

Increase public awareness on early detection and treatement of
leprosy.

TJuberculosas

The objective of the Tuberculesis programme is to reduce tuber-
culogsire to & level where it is no longer a public health problem.

The basic approach will be more of strengthening treatment, case-
finding, continuing with BCG immurication (under EPI), recrganisa-—
tion of the Tuberculosis Programme and to know the actual magnitude
of the problem and review its trend at regular intervals. The
following courses of action will be taken:

o Froduce a revised Tuberculosie Manual and make it available to
all Health Units. This will give guidelines on organisation
of the TR Programme and on &1l TR Control measures..

Conduct a prevalence survey to be done by 1986 to determine
the size of the problem and epidemiologicsl parameters of




importance in future evaluation of the impact of the control
MEASUre.

Ensure that there is continuity in the coordination of the
programme at all levels, At the Central level there should be

a supervisory team to consist of the TE Programme Coordinator,
a TR Laboratory staff and a Fharmacy Assictant.

Establish 3 posts for Regional TE Coorcdinator to implement
and coordinate TH activities in the three regions.

Train labtolatory staff for the "Central" TE Laboratory which
apart from routine services, will act as a quality control
centre end centre for coordinating in-service training for labo-
ratory staff at other microscopy centres.

Conduct traiming for all cadres of health personnel through
yearly regional seminars on the diagnosis, management and
prevention of Tuberculosis.

Educate the community in collaboration with the health educa-
tion unit to be aware of the early signs &and symptoms of

Tuberculosie and impress on them that TEB is now & curable
disease.

Education visite for TE Prooramme Coordinators to neighbouring
and other countries to learn from their experience.

TE programme coordinators to attend important international TH
Conference/Seminars in order to keep abreast with the current

developments in TH management and management of octher chest
diseases.

Strengthening treatment by:

~ pacscsive cacse—finding to be intenczified;

- expanding microscopy services and ensure continuous supply
reagents;
active case~finding to be encouwraged wherever possible.

Improve case management by:

ensuring treatment is given to &all patients diagnosed
ensuring continous supply of anti~TE drugs to all Treatment
bUnits and ensure that easy access to patientss

with external assicstance gradually introduce short course
regimens (containing Rifampicin) for both new and previously
treated patients to cover the whole country hy 1988. Ten of
the country’'s 24 districts have already been covered with
the shorter regimerns with assistance from the Internatiocnal
Uninion Aga.nst Tuberculosis;

provide chemoprophylasis to high-risk groups

to improve compliance, case-finding and tracing of




defaulters by doing the following-

provide continuous health education to patients.

the staff at all health units be involved in follow-up of
patients;

every health unit should have a Surveillance Assistant.
Some of these will be employed from those who were
previously lLepra Clinical Attendants;

encourage conmunity involvement.

Expand prevention activities through EFI by continuing to give
ECB and promote closer exchange of information on BCG immunis~
ation between EPI and TR Frogramme Coordinator.

Frogramme mansgement tocls to be used will include:

- regular evaluation of tuberculosis control mesasures.

- regular evaluation of the impact of the TH Control measures
on the magnitude of the problem.

ash 89.1.5 : Introduce additional disease control programe as resou-
rces permit and pricorities dictate.
Activities

Establish programme objectives

targete directed towards public education, aggresesive
case finding, early treatment and follow-up of contacts.

: Establish programme objectives
and targets including, inter alia, a descriptive analysis of
of the cause of accidents and general trauma and legislation
for safety standards on roade and in the workplace.

Parasitic and Establish programme
obiective and targets directed toward eliminating the source
of infection screening and earlv treatment of cases.

Establish programme objectives and targets
directed towards early recognition and effective treatment of
elevated blood precscsure.

and targets for neoplasms to determine areas requiring
development s=creening and ear.y treatment.

Establish programme objectives and targets directed
towards establishment of district-by-district incidence date,
populacion screening and immunisation in high-incidence
districts.

One task has been dentified for strengthening the environmental




health services in this plan period.

(=] Review eristing plane for environmental health and sanitation
interventions by:

~ construction of demonstration excreta disposal units in
schools &= well as protected shallow wells and washing slabs

research intc variouws possible types of e:xcreta disposal
units using different materials and techniques to find those
methods that are most economic and suitable so a&s to satisfy
local conditions.

To increase manpower for environmental health and
activities. By 1990 one hundred (100) environmental health
officers are to be trained. There will also need to
introduce & degres level program at the polytechnic for
environmental tealth officers - this will have to be
combined with the program for health educataon. There will
also be need to train HSA so as to gear them to activities
they currently undertake.

Train health personnel ecspecially at health centres in
appropriate technologies on low cost sanitation e.g. pit
latrines (VIF). To this end, a low ctost sanitation unit
will be established.

Educate the rural communities regarding the improtance of
the provieion and use of pit latrines.

To improve the availability of water to familiees both guali-
tatively &and quantitatively in rural areas so that by 1990,
75% of the rural population has access toc potable water.
This will be done:

by increasing public awareness, in collaboration with the

Health education unit, of the importance of proper water
usage.

by creating, through FHC mechanisms and a referal sysztem
for maintenance of water sources by community involvement.

One specific obiective has been identified for strengthening the
health education component.




t

: Strengthen the Health Education Component so that it is
capable of promoting healthy behaviour which will make maximum
impact on the major health problems of the country.

Activities

In collaboration with other sectors, identify target groups to
be reached with specific health messages in the priority
problem areas.

Design, pretest, postest produce and diffuse/distribute
specific health messages, such as flipcharts, posters, comic
books, picture or imsge boards, leaflets, booklets, recorded
tapes, synchroniced slide-tape materials, radio spots, jingles
etc. to cover topics within the priority problem areas to
identified target groups.

Feorientate health and allied personnel such different forme
or retraining programmes to increase their capacity to
carryout effective health information and education.

Establich a career structure for qualified health educatiors,

Carryout a rational programme of training for health educators
at different levele wathing the country and abroad.

Establish and equip heslth education units at regional and
district levels by raising the &status of the Health Education
Urnit of the MCH to an autonomous divieion with the MOH.

Strengthen family and community health education through the
organisation of appropriate learning, experiencecs and the
training ot the various community organiesations eepecially the
leadere of such organisations.

Mobilieation of communities to effectively participate as
partners in FHC activities.

Undertake operational research. N
Estasblish a forum for regular enchange of ideas and
experiences among groupes, organisations or institutions
involved in information and education for health in Malawi.

Establish an appropriate system of monitoring and evaluating
health information and education programmes and activities of
individual, family and community levels.
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JECTIVE 6 : TO IMPROVE THE NUTRITIONAL STATUS OF MOTHERS AND
UNG CHILDREN AS A BASIC STRATEGY FOR ACHIEVING THE MEDIuUM

TERM GDALS '

D
f

F

evelop & new approach to nutrition education based on  the
ollowing priority points.

Promotion of breast feeding for the first two years of life.

Supplementation of breast milk with other foods beginning
from the fourth maonth.

Erncouraging frequent feeding of underfives, pregrnant and
lactating mothers, and increase amounte of various foods at
each meal.

Encourage variety of mired ingredients per meal and &t least
four mesls/day for underfives.

Fromote use of Likuni Fhala as & weaning food.

Increase use of focods rich in carotene (dark green lesafy
vegetables) by vyoung children and pregnant and lactating
women . .

Increase caloric density by adding sugar and cil to food.

Encourage use of groundnuts, beans, pigeon peas which provide
a concentrated source of energy and protein.

Fromote early treatment of mslaria, measles intestinal warms
and respiratory infections which are contributing factors to
malnutrition.

Encourage early orzal rehydration and continued feeding for
children with diarrhoea.

Fromote food hygiene practices to prevent infectious diseases
which often contribute to malnutrition.

Communicate the new approach to all staff who give nutrition
information talks in MCH clinics through refresher courses
and to community membere through the Frimary Health Care
approach. -—

romote production of Likuni Fhala &s a weaning food, using




the revised formula and procedure, both on a commercial scale
and household level:

arrange with Brain and Milling Company (GRAMIL) to produce
Likun: Phala using the revised formula and procedure,
initially on small industrialised scalej;

arrange with Grain and Milling Company (GRAMIL) to determine
the market potential for industrially processed Likuni Phala
in both urban and rural segments;

aesess  the acceptability of the new Likuni Fh&ala whose
ingredients wll be toasted before grinding, and to which
minerals and vitamins will be added to prevent rancidity and
to combat nutrient deficiencies. Quecstionaires will be sent
to hospitals, underfive clinics, nutrition clinics and
nutrition rehasbilitation centre to ascsecss the acceptabilitys;

if{ the product proves to be acceptable, popularise it

produce posters indicating the merite of Likuni Fhala over
imported weaning foods;

produce leaflets for wide distribution through the Ministry
cf Health, Ministry of Agriculture, Ministry of Education
and Mimistry of Community Services;

conduct seminars or training of staff who give nutrition
talks in MCH clinice in proper preparation of the Likuni
Fhala at the household level.

Fromote the production of Likuni FPhala at the household level
using the same formula but adding vegetables and fruite for
vitamins.

To contrcl  vitamin A deficierncy by establishing a programme
directed towards preventicn of Xerophthalmia.

Te institute the long term contrcl measure of goitre by implemz-
nting a program of esalt icdisation. '

Frevention of Nutritional Anaemia by expanding the existing
services for prevention of nutritional ansemia through proper
nutrition education ‘and adsguate distribution of ferrous
sulphate and multivate tablets to all pregnant mothere and
children 1n MCH clinics.

Expand and improve the quality of growth monitoring by @

~ training all health personnel involved in weighing children;
on accurate scale reading and proper weight recording on
growth chart;

- regular Monitoring of growth by weighing a child once &
mon.h during the first yesr of life and weekly at nutrition




clinics;

improving the screening of children at MCH clinics by
improving a checklist for staff to follow;

involving more than one staff to do the =creening to ensure
adequate time to examine each child and advise mothers
accordingly;

training staff to look for ricsk factors which may lead to
nutritionsl deficiency;

tezaching motrers and the community the importance of the
weight chart and how to interpret it;

teaching mothers (quoting vamples if possible) the
interaction between diseases and malnutrition;

Makting available to all health facilities all the record
forme required for nutritiocnal services;

Teaching members of village committees through the FHC
syetem how to monitor a child’'s weights

To strergthen intersectoral approesch with other agencies.
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CHAFTER 7

THE RESOURCE IMPLICATIONS OF THE NATIONAL
HEALTH FLAN OVER THE NEXT 10 YEARS

7.1 INTRODUCTION

The strategies, targets, and activities described in chapter S and &
reflect eignificant shifts in Ministry of Health policy for the next
ten vyears, and have equally significant implications for rescurce
utilisation in the future. Thie chapter considers these implica-
tione, with & view to assessing, in an approximate way, the feasi-
bility of the previouse chapters.

A detailed budget for the next ten years is not given. The princi-
pal reasons for this are as follows. First of all, &all activities
cannot be sufficiently cspecific detailed for those activities to be
"costed". Where thies level of specificity is not achieved, mecha-
nisme are described whereby such specificity can be sought during
the plan period. Secondly, relative input prices into the health
sector in Malawi are by no means stable. The relative price of
labowr has fallen significantly over the period 1980-1984, but it
may well rise again. The relative price of medical supplies is
alsc unstakle, since it depends critically upon the eichange rate,
which +fluctuates considerably, and economic conditions elsewhere.
Thus, to "coet" future actavities in terms of salary coste and
"other costs", on the assumption that there ic some fixed ratic
between the two, (the relative cost of .labowr compared with fuel
fell by over 32Y% i1n the 30 momth period between the middle of 1982
and the end of 1984) ie unlikely to be very useful.

Howesver, thie does not mean that this chapter cannot indicate

whether the plan is likely to be overambitious or not. While it may

rot provide & "10 year budget", it can serve at least to indicate

hE

the

In other words, if it is intended to

introduce a new development programme, that programme must be finan-

ced and staffed, and the plan should indicate where such resources
areg to come from.

The following sections attempt to synthesise these resourse shifts
by analysing first the manmpower implications of the planned service
delivery system over the ten year period fellowed by the cost impli-
cations, both capital and recurrent of the planned development
programmes and finally the current and expected financial position
of the Minicstry of Health.

Current Situation

SRS e s miea e

The successful implementation of the plan apart from other things,

¢
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hinges upon the availability of appropriate and adequately trained
manpowel”, who are deployed according to service needs and priorities
and who are properly supported and supervised.

The MOH had as of June 1984, 4962 established posts of which 739, or
154 were vacant. Table 7.1 gives, for each category of staff,
the approved establishment and the number of posts that were filled,
as at June, 1984.

In terms of overall numbere of vacancies, the positions of FRegis-
tered Nurces (130 vacancies) and Medical RAssistants (166 vacancies)
etand out meoet sharply. A lack of authorised posts in some cadres
had forced the MOH to utilize vacancies 1in other categories to
erploy personnel in excess of established posts.

CATEGORY ESTAELISHMENT STAFF-IN IN POST AS %
FOST OF ESTABRLISHMENT
Medical Officer 156 84 62
Dentist it 8 3
Clamical Officer 184 178 97
Medical Aszistant 517 351 &8
Regislered Nurse 437 367 74
Errclled Nurse/Midwife 07 919 101
Fharmac: st 13 9 69
Fharmacy Technician & 1 17
Fharmacy fAssi1cstant 26 32 127
Laboratory Technician 29 25 86
Laboratory Assistant 84 55 &5
Fadicgrapher 17 9 a3
X-Ray fesisteant 9 8 g9
Dertal lechnician 11 7 64
Dental Assistant 12 9 75
Fhyeio/OT 12 & 50
Health Inspector 101 &5 6%
Health Educators - 3 -
Hezslth Assistant 231 169 73
Other Established 2159 1916 89
Tota 4942 4223 85

Sixnty percent of &ll trained service personnel are working in
hospitals and thirty-two percent in the health centres and rural
hospiale. Within the hospital sector, there are large varisations
betweers the central/genersl hospitals and the district hospitals in
termse of staff per unit of service, with the central hospitals
having twice the number of trained personnel per in—-petient thean the
digtrict hospitals.
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Based on what are considered minimum staffing standards for each
category of staff and level of service and/or planned service
development for the next ten years, the total numbers of staff
required have been calculated. A summary of manpower needs for the
whole MOH is shown in Table 7.2.

Fifty-nine percent of the total increase in staff required by 1995
is for the development of primary health care services as
represented by the health centre and rural hospital programmes. A
further 34% is to staff developments in the hospital services, with
the balance of 7% for other support services and functiones.

In the absence of well defined plans for the delivery of health ser-
vices by FHAM and other agencies over the ten year plan pericd, it is
difficult to make projections of the levels of staff that will be
reqguired. In view of the problems being faced by a number of thecse
agencies in running their heslth units, it seems reasonable to assume
that there will be no significant expansion in their level of opera-
tion during the ten year plan period. These agencies will at best
maintain the current level of services with no or very little increacse
in staffing reqguirements. Based on this assumption, the expected

level of technical staff requirement by 1995 is presented in Table
7.3.

Current training intakes for the training of registered nurses,
clinical officers, health assistants and public health nurses appear
adequate to meet 1995 staffing requirements. The enroclled
nurse/midwife eituation ie more complex because of the flows of
staff between FHAM and the MOH. It would appear that there is a
cignificant number of &already qualified enrolled nurse/midwives that
are not currently employed who would wish to work for the MOH.
Following the graduation of Mealth Inspectors from the 1982, 1983
and 1984 intakes (i.e. after 1987), the MOH will have sufficient
staff o©of this cadre to meet &1l its currently identified 1995
requirements.

The MOM is a young service and losses for reason of retirement have
beern and will continue to be small at a projected level of less
than 1% annualy over the next ten years. Pre-retirement losses are
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£ MANFPOWER
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Staff Category ) In-Post Required Existing as %
1984 1995 of Required

——

Medical Officer 1594
Clinical ODfficer 292
Medical Assiztant 3 223
Fublic Health Nurse : 87
Registered Nurcse ‘ 53 549
Ernroclled Nurse/Midwife 2180
Dentist 31
Dental Technician 14
Pental Rssistant 41
Fharmacist 70
FPharmacy Technician 15
Fharmacy fizsigtant 66
Fadiographer 11
Y-Fay Techrician 2
X-Ray fesistant J1
Laboratory Technician 27
Leboratory fAssistant 95
Other Technical : ]
Health Inspector : 81
Heal th Educators 7Q
Health Assistant 258
Health Surveillance Ascst. z , 674
Administrative Staff 818

4122

14

Mol O O0OND

)

10,652

also low. Annual loss rates vary between 2% - S% with the exception
of pharmacy assistants for whom private sector employment
opportunities have been considerable, With the expancion of
sgrvices in the rural areas, however, and the traditional difficulty
of retaining female staff to work in relatively isblated locations,
pre-retirement losses for certain cadres may increase substantially
over the next ten years.

In terms of the labour market, there would appear to be no shortage
of applicante toc traiming institutions to join the health services.
Applications for training in health professions within the country
average IO for every training place available. There is also &
waiting 1list for scholarships for overseas training. The maior
problems however, which rneed to be addressed wrgently are very high
student drop out rates from training which are as high as 41% from
some programmes, the low return rate of students trained abroad, and
lack of adequate local training facilities. -

L e

For the local schools, high student drop out rates have been found
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to be mainly due to lack of adequate information on health services
Jobs and careers, poor celection and poor discipline at training
schoole, inadequate accommodation and training facilities and
inadequate student: teacher ratios.

Another issue that needs to be addressed is that of authorised

established posts for the different staff categories. For the MOH

to meet ite staffing requirements, it should not only have

sufficient numbers of appropriately trained personnel but should aleo
have a corresponding amount of authorised poste for each category

required.

2.3

Table 7.4 gives & list of planned capital projects over the ten year
plan period, their estimated cost, both capital and recurrent and a
tentative implementation scheduale.

capital cuoste of thes envisaged centre for higher learning that

to be establiched at Charncellor College in Zomba, for medical
perceonnel in the country, are difficult to estimate at thie stage.
This is largely because the MOH has pot rarried cut any similar
project in the past. However, capital cost estimates have been
provided imn the table based on cost of providing facilities of a
standard similar to those esiisting at Chencellor College which have
been estimated to be 1 the area of F63,S00 per student. The total
coet of K1Z2.7m provided therefore assumes a total capacity of 200
studente per vear. The project, which is toc start in the second
year of the plans implementation, is spread over a five year period.

It 15 assumed that the centre will not start operating until the
final vyear of the project, which will be the sixth vyear of the
plan's implementation. It is further assumed thst only half (100)
of the intended capscity will be admitted in the first year of the
centre’'s  operation, moving on to full capacity in the following
vear. The recuwrrent cost figures given are based on the University
of Malawi ‘s estimated average recurrent cost per student per year
of K4,200 f{rounded up) that was used for their 1984/835 budget
estimate.

For the proposed centres for family health, cost estimates (capital)
were based on past experience in providing comparable facilities
(e.g. wards, eguipment etc) as those intended for these centres,
elsewhere in the country. The cost is higher for the proposed centre
in the north mainly because other support facilities, such as adminis-—
tration block, laundry, kitchen etc, will have to be provided which
already exist at kKamuzu Central Hospital, the proposed site for the
urban centre for family health in the Central Region. Facilities for
such a centre already exist in the South at Cueen Elizabeth Central
Hospital though some expancsion i= needed to bring the standard up to







those planned for the North and Central regions, hence the item "expa-
nsion to Gueen Elizabeth Central Hospital®. District Hospitals alrea-
dy have adequate facilities for MCH activities as a result nothing
further has been planned for in this area period.

The recurrent cost i1mplications of expansion to GECH are likely to
b2 negligible since inpatient numbers are not expected to increase
significantly. ‘

In tailongwe, the establishment of the Urban Centre for Family Health
will permit the old maternity to be deployed for other activities,
and it need no long constitute part of the hospital. The cost of
meintaining this unit has been very high for logistical reasons, and
the cost of all the transport and telephone communication etc
between the two sites will ke saved. All together, a total of
K1&492m will be needed for the two urban centres for family health
and the extension to DECH. However, with the provision of better
services for mothers and children, patient demand is likely to be
higher, with the associated cost implacations. Furthermore, the
establicshmuent of wurban health centres ic likely to increase cost
even more, given that sdditional staff, etc, are required. 0On the
other hand, 1t is hoped that these unite will reduce patient
demand at the central hospitsl, a&and it ie therefore likely that the
rurning costs of these units will be offset by savings at the
hospital, especially on the grounds that these units will deliver
"early treatment"”, and patients who would otherwise be admitted as
inpatients &t the hospital can instead be treated as outpatients
because clinical intervention will have been made much gquicker.

So the determination of the recurrent cost implications of the new
UCFH in Lalongwe 1s not an eacy taslk, because of the conflicting
factors described above. For thecse reasons, it ie difficult to
ascertain whether the implications will be positive or negative, but
certainly their magratude in either direction cannot be very
s1gnificant. A provieional figure of K10,000 pew recurrent cost is
provided. Further detailed investigation will be made in the early
monthe of the plan period.

The recurrent cost implicstions of the UCFH in Mzuzu will certainly
be very positive. Even with detailed investigation intoc likely
patient numbers ete, it is unlikely that a confident estimate
can be provided. Here it ie assumed that coste of the unit will be
mor®? than & standard district hospital, but not as great as the
central  hospital in Lilongwe: thus it is assumed that the rezources
absorbed by this unit wi1ll be of the order of the running costs (at
present) of Zomba General Hospital, which caters for well over 500
patients a night, and includes several specialicet facilities.

It has been assumed that the cost of replacing & district hospital
will npot differ much from the cost of hospitals that have been
replaced recently. A total of four replacement hospitals are
expected to be completed over the ten year plan period with a fifth
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one just started. Though no definite figures can be given on what
the incremental recurrent cost per esch district hospital replaced
will be, there 18 likely to be a slight increase, Jjudging from
experience with other hospitals that have been replaced recently.
An average figure of K47,000 is given in Table 7.1. In all, K146.7Sm
in capital cost will be required for the planned replacements of
district hospitals over the plan period.

An item ‘DISTRICT HOSPITALS UNDER CONSTRUCTION' ie included in the
Table. No capital costes are shown because the funds are already
available and &llccated and therefore need not be budgeted for in
this plan period. Since, as pointed out earlier, they are expected
to generate additional recurrent costs when they start operating,
these costs are included as they will have to be provided for from
furide a&lleocated for the Ministry’'s operations in this period. These
hospitale are Faronga, Mchainji, Salima where construction is in
progress and Ntchisi, for which funds are already available though
construction work has not started yet.

The capital cost of replacing Zomba General Hospital is estimated to
be bhigher than that of an average district hospital mainly because
1t 15 larger and offers some specialist services. As  such it
requires more funds for bwilding, equipment a&and other support
SErV1Les. Mo significant new recurrent costs are edpected to be
generated becaucse it ie bacsically a replacement of cld dilapidated

bualdings with new onez with no expected increase in patient
numbers.

The capitsl cost presented for health subcentre construction sssumes
an average capital cost of K170,000 per centre and K100,000 per
dispensary o maternity. If the criteria of 10,000 population
within & five mile radius for each health centre were toc be used
and, leaving out populations within hospital catchment areas, @&
total wof 133 health centres would have to be built over the plan
period. With the Ministry's intentiorn of upgrading existing facili-
tiee by adding missing components where only either a dispensary or
maternity eniste, a total of 92 units will have to be upgraded (9
maternities and 84 dispensaries according to 1983 estatistics. The
total capital cost, 1f this were toc be achieved, would come to
k32, 25m. This does not take into account units that might need to
be replaced or renovated. - Some mpre work will have to be done to
set some realicstic teroet for this programme. Chapter 10 pointe out
the need for such an exercise to be carried out early in the plan
period.

The expected recurrent costs are based on an estimate of K10,000 per
year per each health centre——kE7,000 for & dispensary and K3,000 for

a maternity. This take into account staff costs, supplies,
maintenance but does not take into account depreciatign on buildings
and equipment, and supervision cost, which is rather difficult to
determine per unit. The figures given are therefore very modest.
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At an estimated capital cost of K5.Sm , the Zomba School of Nursing
is to be replaced, early in the plan implementation. Thig is not
only because the facilities are poor and in very bad condition but
also, concsidering how important the cadre of enrolled nurses is, to
increase the output which at present is inadequate to meet MOH
requirements. It has been estimated that this expansion will
generate additional recurrent ceost of around K45,000 per year.

The capital cost for this project, which is already in progress,
has not been given in 7.3.1. Hecause of the expansion, the project
is expecrted to generate additional recurrent costs which have been
estimated to be around K3I0,000 per vyear, bringing the total
recurrent cost per year for the school to KEBO,000 from the current
level of about KES0,000.

The last item on the list of planned capital projecte over the plan
period is an ongoing project of staff housing construction. The
problems of inadequate accommodation especially for junior staff in
the district hospitals and health centres has been one of the key
obstacles preventing the MOH from achieving manpower and staffing
targete 1n the past, largely fcr the following reasons.

First of a&ll, the lack of statf accommodation has created a
significant cbestacle to the mobility of staff around the country. A
number of eiisting health centres have only 2 houses attached to the
unit, with the result that the full staffing levels cannot be
achieved. The same is true of district hospitals, especially those
not vet replaced, where the number of houses available is often less
than half of that required. The result is that the newer hospitals
will tend to be favoured somewhat when new recruits/graduates are
distributed arocund the country.

The second point is that with accommodation in  short supply, and
what accommocdation there is often being in very poor condition,
staff may well be discowaged to the point of resignation.
During the background work an estimate of the rumber of qualified
nurses in the country who are unemployed was made. The figure was
found to be very concidersable indeed. It ig difficult to estimate
the entent to which the accommodation factor contributes to the
decision to resign, but it is likely that it plays a Ffairly
significant role.

It is therefore i1ntended to improve the situation as with regards to
staff housing through an ongoing annual construction programme.
Between 40 and 45 houses, the majority of which will.be- the most
junior tvpe houses, will be constructed each year. Capital costs
are estimated at K&50,000 per annum: which would cover cost of
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building 4 class D houses at an average cost of K21,000 each, and 40
class E houses at an average cost of K14,000 each. Recurrent costs
will be negligible, and have not been estimated.

1.4 OTHER RECURRENT COSTS

The extension of programmes such as Frimary Health Care, MCH, EFI and
central organisation developments will have cost implications that
should be taken intoc account when considering the resources that will
be needed over the plan period. No detailed costing of all the
aspects and activities involved can be done at this stage because
the specific details have not been worked out vyet. The cost
givern in Table 7.9 is & summary by programme of estmated additional
MDH expenditure required to fund the recurrent cost of approved Pro-
Jects from the vyear 1983/86 to 1990, that do not fall under the
capital projects category.

JABLE 7.5 suUMMaRY BY FPHOGRAMME OF ADDITIONAL MOH  EXPENDITURE

REOUIRED IO FUND THE RECUREENT COSIS OF AEEROVED
DEVELDFM:NT FROJECTS

i 8 e o A S . i 1 @ S T . e e i i A o s e S 4 e i s ik et o b S P 2t S Wk e e e e R 4D i 4 T Sk . . B ot Al S i et o e 4 e St S

PROBRAMME /DEL IVERY ADDITIONAL MOH RECURRENT EXFENDITURE (1)
SYSTEM e e

— o Tt s et Mt St . i S . P . o, i it W P S e S S o e e G o L b S S SRS o S S A S S M W s o e o s T e S

FHL enten=sion 82,200 49,050 89,000 5,700 -
MCH 12,600 20,400 , 24,000 - -
EFI 2,700 &_,400 S,-uu - -
Drug Froduction 147,450 - - - -

% delivery
Manpower developments

77,580 82,400 40,000 - -
Central Organisation 72y

Q00 36,300 5,300 - J0, 000

developments
102,430 316,550 163,500 35,700 J0,000
(1) The sum each year represente the additional expenditure
required over and above the expenditure level of the previous

year.

Z.4.1 FEHC Extencicne
The cost of PHC eitensions 1ncludes coste associated with training
district staff w1nitial training for VHCs, TBAs etc and refresher
training for AHC, VHC, TBA and HS5A in PHC districts. In addition,
it includes costs for rurning motor vehicles, bicycles and motor-
bikes for both primary health care extension and for sanitation and

health education in water project areas. The costing assumes that
MOH will take over initial training from AID in 1987 and that donor
support for training continues to 1987. It also assumes UNICEF

assistance for drugs continues,

e




To =um up, additional costs of about KBS,200 are expected to be
incurred in the 1985/8B6 financial year in the extension of PHC, with
other additional costs of K49,050, KB9,000 and K3%,700 for the
second, third and fourth vyears respectively of the planned
@tension. Thie comes up to a sum of K258,950 in additional
recurrent cost for the extenszion of Primary Health Care activities
by 1990.
7.4.2
The cost for the extension of the programme include training of
TBAs and running coste for vehicles, motorbikes and bhicycles. It is
assumed that the MOH will take over costs of training TBAs in
1987/88 and that assistance from UNICEF, WFFP and AID for drugs and
supplies continues.

For the wpanded Frogramme on Immunisation it is assumed that
esternal assistance for vaccines and supplies continues over the
rest ten years and the additicnal costs presented are the MOH
contributions specified in project documents. All  together, the
additional recurrent costs for the MCH/EPl extencsion come wp to
k15,300, K148,800 and K29,200 recspectively for the years 1985/84,
198&8/87 and 1987/88. Thie comes up to a total &additional recurrent
cost of 123,300 over the current expenditure, by 1990 for the
extension of MCH/EFRI programmes.

7.4.3

With the CMS becoming & self financing entity, it is estimated that
about H295,200, the estimated amount of MOH subsidy to CMZ will tbe
savied, 1n the sense that MOH will no longer make this much money
avalrlable to CME, It 1s assumed however that no net savinge will be
realised on agrug budget.

The cost of the manpower development presented in this Chapter relates
to the Heslth Institutions project the Ministry of Health is carrying
out 1r conjuction with Howard University. The additional recurrent
costse presented relate to the cost of training Community Health Nur-
ses, at an estimated intake of J0 per year, training Health Assistant
at an estimated i1ntake of 25 per year, Medical Assistants at &n
intake of forty per vyear, providing counterpart tutors and
cost of running motor vehicles. The estimated additional recur-—
rent coste are K77,580, k82,400 and K40,000 respectively for the
first, second and third years with & cumulative total of K199,980. It
is assumed that first intakes will be in 1984/87, except for community
health nurses for whom training has already been started.

This category includes costs associated with the Cdﬁgunity Heal th
Sciences Unit, Health Education and Sanitation, some elements of
FPrimary health Care, Disease prevention and control, Heel th
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gducation, Dirarrhoral  Dissases and Malaria Conirol. For the
Community foalth Szaiencesz Unit, coot estimstes includes salary cost
for some members of stadf plus  vehicle running expenses  for the
unit.
For  kialth Education and Sunitation programme, the cost provided
y PP Taniral c.uanzawti:n evelopmonts include those for running a
2hanzle ono supplive, ttarting from tho yooar 1985/84. This is based
ol acsumplian what donor funding on d* by 1985/&6. The cost of
masring ore vehicle for tne core greus is grovided for under primary
mrasty carce o well ao the cost of runnang a vehicle for dicoacse
TrENTTLI T and control. For hoalth cducation, oitra comte, starting
PELS3T rELTLETht  the Coct b providing eitra cupplics,  as
upecified in lhe progect document. sbhor costie included are the
oozt of running two vehacles, ono escn recpocts v&ly, for diarrboeal
e L BEL contral  wnt aolaria control; startang  from (908787,
eatang o towe lowal o wr o eapond tuen Il have recched its masimum oD
Erogs ctit . By 1990, W owould cupect the eapenditure pabttorn
ALY to onrange Signatacontiy Yo tho Dorioco 1990 - 1995,
-

Vie ST MLl lare w0 Lhh MOE over 4he 1ot decade or s has
cunoosred foarly Cconotant oo oreal tormc. However, decreasing real
W ow L Llioectiong have 1@T e growird annual overspends  s1nce
PR A VR EY NG e LRGDSTLNIE SOy witorts ot Timancial  control
PP TR W RS S

Slez LTy o Addslnt rooarcent enpenaziuce can not easily  be  brohen
. T Leaslith progronmo, Tho naepot in::.po.wge s crude distinc-
Proas Loaezdn Somansowrstzon ond drainicg (MOH headguarters  and
sve.m o o~o arctilutioned,  proeventicon and  control of  endemrc and
neinToas Zimoansze (the publizrzc hoeolih Incuocitorate)  and curative
WSl L.Zan wszapreal oend haolitn controo).

T : cd v wlave  do ool owam e anto account technical
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PROGRAMME 1984/85 ESTIMATED EXFPENDITURE (KOQOO)

Frimary Health Care Extension 1,834.8
Maternal and Child Health 3,747.4
EPI 643.1
Training Schoole and man-

powver developments 4,288.7
Central Organisation Dev. 863.6
Enpatriate Medical personnel 2,330.0

On the whole, K%5.5m will be required to fund all the capital
prolecte planned over the plan pericd. These capital projects are
expected to generate new recurrent coests of as much as K3I.ém per
annum by 1993, Tre2 present level of recurrent expenditure (1984/8%5
final account) is K28.m. This, however, does not take into account
dunor expenditure on technical assistance programmes which in
1984/85 wae estimated to be NI, 7m. If this is taken into account,
recurrent expenditure on Ministry of Health operations and
programmes riegs to K4l.7m. Planned entension of programmes such as
FHC, M™MCH, EFI, manpower developments and central organisation
developments are expected to generate additionxl recurrent costs
estimated at h0.646m per annum by the year 1990, Futting all these
costs together, by 1993, recurrent cost espenditurz of the Ministry
is eipected tc be at least V45,%24m per year.

2.7

f# large proportion of the MOH development budget is financed by
doncrs  with the Malawir Government only contributing a small propor-—
tion where the project specifies there is a need for some local
contriktution. It ie therefore assumed that the bulk of the funds
needed for Development activities will come from donors.

It ie however, rather dafficult to get donore to provide funde for
recurrent cocts arising out of development projects that they
finance. The Minmistry of Hexlth will, therefore, bear the recurrent
cost of the development projects that have been planned for the plan
period. It ie however assumed that donor funds will estill Ge
available for the various programmes financed under technical
assistance. This assumption implies that of the estimated K45.96
recurrent cost needed by 1995, the KF13.7m currently being borned by
dornors under different programmes will continue to be borne by them.
Thie leaves about K3I2.26m in constant 1984/8BE prices to be met from
the MOH recurrent budget.




The major source of funds for the MOH recurrent expenditure is the
allocation from Treasury. As already pointed out, for many vyears
now, this has been far below what a realistic allocation for the
Ministry would have been, leading to overexpenditures.

As an example, the allocation for the 1985/86 financial vyear is
K21.5m <(net) 1in spite of the fact that expenditure in the 1984/8S
financial year was K28m. Trends in the budgetary allocation are
difficult to predict. An assumption is made that real budgetary
allocation will remain at the level of the 1985/86 allocation. With
this assumption, & de-icit of at least Ki1Q.76m is expectod by 199S.
Means of financing this deficit have geot to be identified.

A breakdown of expenditure by activity in 1983/84 is given in table
7.7.2.

1983784 EXFENDITURE RY CATEGDRY
SALARIES OTHER

Headguarters asdmin 418,894 1,261,494 1,680,388
g.E.C.H. 851,685 3,190,948 4,042,633
t.C.H. 742,629 2,222,985 2,965,614
Zomba Hospaital 375,437 694,037 1,029,470
District Hospitals 2,812,673 3,323,671 S$,738,344
Special Hospitals 249,429 308,171 554,600
All rural units 028,192 677,547 1,705,739
Training 110,617 520,525 671,142
Health Inspectorate 211,078 IH0,528 S71,603
Subsi1dy to Central

Medical Stores 109,997 372,919 482,516
Health Educsation, MCH etc 331,919 426,000 757,919
Grants to FHAM etc - 1,441,928 1,441,928

GROSE EXFENDITURE &, BO0,543 14,799,353 21,599,896

APFROPRIQTIDNC 683,768

NET TDTAL E)PENDITURE 20,916,528

OVERALL SAVINGE ACHIEVED

FERCENTAGE SAVINGS ACHIEVED

-

It is clear that if the MOH is to effect savings from recurrent
eupenditure over the next 10 years, the focue of this effort must be
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those areas which absorb large portions of the annual budget. Two
institutions, the central hospitals in Blantyre and Lilongwe, spent
a massive K7m in 1983/84, almost & third of total MOH expenditure.
Other areas of concern were the district hospitals (including Zomba)
at about 30%: headquarters administration at 8%, and rural units at
almost 9%. Therefore, almost two-thirds of total expenditure was
incurred by the 24 government hospitals, with expenditure on non-
curative non~institution based activities very low.

Tt has been clear for come time that ssavings can be effected in the
hogpitals without detriment to the "output" of these institutions,
especially in areas concerned with food, overhead, drugs, vehicle
expenditure, and hospital supplies. This potential has now been
quantified as part of some detailed eipenditure analyeses carried out
for the largest spender, GECH in Elantyre. The analyses concluded
that on the basis of expenditure patterns in 1983/84, with more
effective local management and a few simple interventions, over 447
of all non-salary expenditure could be saved: and given that the
worlk already done has probably failed to identify all the posesible
areas where savings can be made, this figure may be closer to S0%,

It 15 intended that the MOH conduct similar studies in other areas
where expenditure is high: headquarters and KCH in particular,
While it 1g urlibely that percentage potential savings are as high
in the districts, there is no specific reason why one should expect
the figure to ke any lower at KCH and at headquarters than it is &t
GECH.

The MOH plane to effect those savings discussed above in  non-salary
expenditure through improvemerts in the effectiveness of hospital
management and management systems. 4Already the MOH is poised *o
implement an action plen at OECH which will be under way be the end
of 1985, and alsc intends to initiate the same process at KCH almost
concurrently, On the bacis of these programmes, similar
initiatives will be taken by the third quarter of 1986 &t
headquarters, the district hospitals, Zomba General Hospital, the
special hcspitals, and the rural units. It i assumed that the
potential savipngs for &ll these categories is 28%, with the
esception ot the sub-centres where savings on activities
are estimatea to be 10%. From the detailed work carried out on
CECH, these ecstimetes would appear cautiocus, but on the other hand
there are grounds to argue that potential savings would be lower
bacause &all these institutions are emaller and therefore likely
to be more manageable.

Thus, &= a result of a positive programme of improvements in
management effectivenese and management systems, by year 4 of the
plan period, ccnsiderable resouwrces will have been releasec for
deployment elsewhere.

There is expected to be &a growth of revenue under the
“Appropriations in Aid" umbrellas. Though this category
contains a larnge .umber of different types of revenue, many of which
represent the reimbursement by donors of activities fanded under the
recurrent budget, in guantitative terms most of this revenue comes
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from hospital fees levied in the paying sections of the three
largest hospitals. In 1983/84 under K700,000 was raised in revenue,
but it is officially estimated that this will be raised to Ki.5m in
1985/84 on the basis of the new fees which were introducted in April
1988S. The impact of the new fees will be two~fold. Firstly they
represent a general price rise and are likely to result in
considerably higher revenue per patient, and se=scondly the new
schedule is much more weorkable, and is likely to assist the
accounting departments to lower the non-collection rate, which is
currently extremely high.

in addition to these factore, the schedule will be revised each year
pn the basic of changes in costs, and where demand for services is
clearly fairly price inelastic these price rises will more than
reflect changes in costs. The iscsue of cost recovery in areas where
& kpotential for realising additionsl revenue exists will be studied
early in the plan period with the intention o©of boosting the
financial position of the Ministry.

The MOH will bernefit significantly in financial terme by implemen—
ting the programme of managemtnt strengthening and system= improve-
ment which 1s due to begin in the near future; Ffirst of all at the
key cost centrec, and later on the other institutions. The Ministry
will also gain from the decision to revise hospital fees, and the
intention to review these annually with & view to maximising
revenue. These factores will ralease over 28Y of total expenditure
by the end of the sixth year, which can be used to fund the recur-
rent coste of new development programmes. The magnitude of funds to
be realized from a cost-recovery programme can rnot be estimated now
but there seems to be & significant potential for raising additional
funds.

7.8 COMCLUSION
This chapter, o©cn the whole has addressed itself to two major
constraints which might hinder the successful implementation of the
plan, namely financial and manpower constraints. It is rot enough
only to have sufficient numbers of &11 the cadres the MOH needs in
its cservice delivery. Even when it is feacsible to train all the
necessary personnel needed, the question of availability of funde to
meet salary cosets should be locked into and if available, qguestions
of authorised establishment and deplovment of staff will have to be
carefully considered.

On the financial side it is assumed that most of the development
projects planned will have to be financed by external donors since
the MOH does not have sufficient funds of its own to meet some
aspects of the planned e:penses. Ornce donors have been identified
for various projects, it is assumed that the Ministry of Health will
bear the necessary recurrent cocsts arising as a result of the
implementation of these projects. The Ministry will
have to identify means of using the existing resources more
efficiently and minimize wastage. A potential for savinge has been
identified which if explored, wmight be one of the major means of
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mobilising resources for the new as well as expanded programmes the
Ministry intendes toc implement within the plan period. Consideration
will also be given to the iscsue of cost recovery.
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CHAFPTER 8
STRUCTURE RE-ORGANISATION OF THE MINISTRY
8.1 INTRODUCT TON:

The strastegies, targets, and activities described in chapter &, and
& reflect & significant shift in Ministry of Health policy for the
next 10 years. Ong of the strategies in chapter 6 is 4.7: implement
structural re-organisation of the Ministry pf Health, Because of
the 1mprotance of thisg strategy in the implementation of the plan,
it is given ite own chapter.

g.2: THE EXISTIG ORGAISATION STRUCTURE

The Principal Secretary (FS) is the most senicr Manager a&and is
responfible for the overzll functioning of the ministry. The techni-
cal branch of the Ministry ie under the Chief Medical Officer (CMO)
whog 12 directly responsible for the 3 Regional/General Hospitale,
the 21 district hospitale and their peripheral health activities
encwn inm rigure B.1. He has & Deputy {(the Deputy Chief PMedical
Officer - DOMD) who is responsible for the coordination of these 5
central  functions= which cover Epidemiclogy (Fublic Health Inspecto-
rate and Laboratory Servicee), Maternal and Child Health, Nursing,
Frharmacy and paramedicols.

O the administrative sids the Deputy Secretary (DS is responsible
for the Flanning Departmernt and, through an Under Secretary (US),
forr S etaff departments covering Finance, Fersonnel, Training,
AFdministration and Intermal Audit.

Below the central level the MOH 1s divided into regional, district
and  peraipheral  le.els. There are 3 regions each having a e=mall
Fegronsl Heslth Team consisting of a FRegional Health Inspector
{RHI)Y and his team and a FRegional MCH Coordinator. The Regional
Fublic Health Inszpector ie in charge of the Regional Office and
reports to the Chief Public Health Officer . The reporting
relaticnships of the MCH Coordinatcors are unclear. Each district
hase a Medical Qfficer (DMD) who reports to the CMO. Each DMD has a
team to run the District Hospital and the peripheral health uanite
(rural hospitals, healtn centres, mobile clinics). Figurce 8.4
illustrates & typical district organisational structure. '

Deficienciss of the Enisting Brganisational Structure

Having analycsed the existing corganisational structure, the following
organieaticnal deficiencies were identified:

(1) The functioncl roles of the MOH were not clearly defined and
understond and hence some individual departments could ot relate
their activities to corporate goals and therefore their ability to

N




act in an effective, coordinated way was reduced. In addition, the
obiectives and role of some individual departmente was not
adequately defined which detracted from inter—~departmental
coordination. For example, the role of the MCH Department in
relation to that of the Nureing Department and the District Medical
Officers has not been adequately clarified. This has led to
difficulties in defining the &ctivities of the FRegional MCH
Coordinators for example and to & lack of fully effective
coordination between the two departments. This general ambiguity as
to the role and organisational position of certain departments
within the Health Care 8ystems detracts from organisational
effectiveness. For example, lines of authority were not always
clearly defined which created a situation where professional rivarly
and unmecessary conflict could develop.

(2) According to the existing structure there are seven separate
technical activities : Hospital Services, MCH, Nursing Services,
Epidemioclogicel Services FPharmaceutical Services, the Health Inspec-
torate and Faramedical Services (figure 8.1). This grouping of
furctions ic largely correct given the fact that Hospital Services
MER  Pharmaceutical Services, Epidemiology and Nursing are separate
functions. The justification for having Paramedical Services sepa-—
rate from the hospital function with an independent reporting rela-
tionship to the DCMO is not particularly wvalid. However, because
there will not be & senior manager looking after hocspitals reporting
to the DCMO in the new organisational structure the Frincipal Clin-—
1cxl Superintendent should continue to report directly to the DCMO.

(3) Many individual roles are inadequately defined which leads to
role confusion  and some role conflict both of which work &against
organisation effectivenecss. Clearly defined job descripticns are
necessary if an organication is to operate effectively.

(4) There are too many levels of authority in the technical and
adminmistration branches of th2 MOH. In the administrative branch
for example, under the FS there 1is a DS who is formally
responsible for the Flanming Department in addition to superviseing
& US who is, according to the organisational chart and his job desc-—
ription, responcsible for finance, personnel training and administra-
tion. In fact, the Chief Flanner largely reports to the FS and to
the CMO so the DS's role is toc manage the US and act as Deputy to
the FS. The DS-US relationship is organised on & one-on—-one bacsie
which in this situation camnnct be justified. What it does is to
over—extend the chain of command between the FS and the operating
levels of finarce, persconnel etc. which is the level &t which key
basic operation=s are carried out. It is therefore recommended that
the role of & deputy to the DS {(i.e the US) is inappropriate and
that the US role should bs retitled.

(S There are many other examples in the MOH of an esxcesse of
authority levels. Clearly the maximum number of positione that can
be supervizes effectively by a particular manager (that iz, his span
of control) varies with the complexity of the task and the calls on
the, manager ‘s time over and above the coordination of his immediate
subordinatee a manager can handle effectively is between © and 8
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depending on the nature of the task. In the MOH headguarters what
15 evident is the small number of positions that most senior offi-
cers a&are expected to manage. Seven is the maximum but 2 or 3
stbordinates is much more common. Unless the manager has a lot of
wider recsponsibilities attempts should be made to give managers more
than 2 or 3 csubordinates to manage.

7-9) In the districts, the opposite problem occurs that is,
managere are asked to contreol working groups which are far too big
to manage effectively. Span of control and responsibility at the
lower levels is particularly interesting because this is where the
supervisor is expected to mansge key basic operations crucial to the
effectiveness of the MOH. In particular, supervision by district
staff (DMO's Matrons, Health Inspectors, Senior Clinical Officers,
MCH Coordinatcrse and Fublic Health Nursee) requires considerable
improvemasnt. This is not & criticiem of the people playing these
roles but & reflection on the lack of role clarity, inadeguate
structure of the supervisory roles (span of responsibility and
control 1ie too wide), inadeguate numbers of superviscors to achieve
effective control and to some degree inadequate training. These
criticiems &alsc apply to the Referral Hospitals where control of
rezources needs radical and immediate improvement given the large
proportion of MOH resources spent in these institutions. We are
convinced of the key improtance of improved supervision to better
health care and this view will be reflected in the emphasis we put
o the training of supsrviscrs in our implementation plan. In
advocating this approach we are aware of the difficulties of achie-
ving an appropriate balance.

(7 The decision making process in the Ministry is over centra-
liged. This 1is particularly so in the case of the CMO who is
inundated with routine operational questions which should be an-
swered lower down the hierarchy. Some nanagers are striving to
achieve greater delegation but they are hampered by a scarcity of
epertise and experience, lack of effective management information,
poor management system such &s budgetary control and confusceion over
authority limite and &ccountability. 6 degree of devolved authority
is called for which should be operated in such a way as to allow
line mangers to be called to account for their performance and that
of their departmente. qplthough in health care it is difficult to
identify individuals with socle control over resources given the
large number of interests which interlock, clear lines of accounta-
bility must be defined and appropriate management controle establis-
hed within a system where authority is decentralised.

(8) In the HMOH there is a lack of =& clearly defined general
managemert function. Thits general management role has to be perfo-
rmed by identifiable individuals who will provide <the driving
force to seek and accept direct and personal responsibility for
developing management plans, securing their implementation via
appropriate controls and monitoring actual achievement. It is
therefore proposed that a general management system crganised around
clearly defined organisational objectivese and directly related to
5pec1fic centres of authority and responsibility be established.




() Managerial systemse are inadequate in the Ministry. Examples
are the absence of firm establishment control, an ineffective finan-
cial management system, and a weak management information csystem,

8.3 : PROFPOSALS FOR Re-0ORGANISING THE MINISTRY

The objectives of the Natiornal Health Flan as found in Chapter S
will be used a= the basis for the development of health services. A
statement of objectives will be brought to the notice of all staff
and specifically used on training and 1nduction courses,and in
ministerial publicatione. Thie statement will help clarify the
cbijectives of each department in particular, the objectives and role
ot their central advascry functions should be clarified. Some of
theze functions are advisory e.g. (FPersonnel, Finance, Epidemio-
logy.) As line managere they formulate, coordinate and propagate
Miriistry policy. These departments should be considered to
be an 1ntegral part of the health care systenm and should
not be treated as functions separate from the mainstream of
activities. That 1=, thecse departments are a11 part of an
array of health delivery cervices which should be organised by
type of service (medicine, surgery, ohetetrics, paediatrics
etc) and not by discipline (doctore, nurses, x-ray technicians
etc).

In recommending & new Organisational Structure the key pointe of
enphasis  are, firstly, that the structurzs should facilitate the
integration of &all health care activities and the administrative
ggivices and not encourage the separation of disciplines. Emphasis
on team work must therefore be a central feature of the implementa-
tion plan. Secorndly, an organisation is cnly as good as the people
withirn it. In Malawi there is a shortage of local professional and
technical manpowsr in crucial areas of the MOH. The need for deve-
loping self sufficiency in these key areas is of crucial improtance
and hse to be taken i1nto account in the restructuring process.

The firet recommendation is that there should be six  departments
within the technical wing of the Ministry. These Divieions should
reflect the seven main functionssactivities of the Ministry, namely:
Family Health Services, Hospital Services, Epidemiology, Nursing
Services, Pharmaceutical Services, Faramedical Services and Health
Education Services. The heads of thece departments should report
to a Deputy Chief Medical Officer who cshould report te the Chief
Medical Officer whose role should be renamed Chief of Health
Services CHS (ses figure B.Z2).

The role of the CHE will be largely to provide overall leadercship,
direction and coordination. He will define and articulate policy
and have overall responsibility for the orderly realisation of the
10 Year Plan. In order to enable the CHS to spend time- lcoking after
strategy issues and in particular, to manage the implementstion of
the 10 Year Plan, the CHS should have a Deputy to look after the
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operational activities of Central Departments, to be directly respo-
nsible for the 3 Regional Health Officers and the Senior Medical
Superitendednts (SMS) of the 3 regional/referral hospitals. When
the performance of these hospitals has been improved and effective
control over resources established the SME's of the three big hospi-
tals can then report to the Regional Health Officers. The DCHS will
be able to fulfill this demanding role only if his immediate subor-

dinates are gciven the authority to make operational decisions and
are trained to do so.

Within the administrative wing there will be two departments:

(1) A department responsible for manpower management and
development, training, recruitment, salary and wage administration,
management services and general administration. This department
will be called the Fersonnel and Administration Department. The
role of this Department vis—a-vis the Central Department of Ferson-
rel Manzgement and Training will have to be clearly defined.

(2) A significantly strengthened Finance Department recgponcsible
for effective budgetting and financial control will be established.

The: administrative functions will be headed by the Deputy Secretary
(DS) butl without a deputy (i.e. and Under Secretary). In the case of
absence of the D&, temporary cover will best be provided by the
romnation of an  appropriate subordinate in an  acting capacity
e1ther on the basie of ability or by seniority or by rotation as
appropriate. This will clearly require an effective career develop-
ment policy. Shortening the chain of command in this way would
improve communication lines, facilitate clearer definition of respo-
neibility and allocation of duties between jobs and thus make for
greater accountability. This would aleo create the reed for the DS
to develop technical shills in personnel and finance rather than
simpEly those of an adminstrator.

The Chief Hezlth Flanrner will report directly to the CHS who will be
responsible for the Flan's implementation. He will be responsible
for the planning of health reguirements, resources and developments,
and for the project momrtoring and evaluation. The training insti-
tutiornse will report to the training officer who will be part of the
planning untt. The Flanning Department will be strengthened and
staffed trn fulfill this demanding role and Officers will be an
integral part of the Ministry. That is, they should be trained
health planners. For their career development in the long term
certain ncentives will have to be worked out. The poste in  the
planning umit which are not departmental should be made so.

The objective of establishing a Regional Health Team will be to
provide an &dditional level of authority able to coordinate the
health care activities of the MOH and other agencies (PHAM and Local




Authorities) more effectively than is happening at the moment. If
this zbojective is achieved then headquarters staff will be relieved
of having to make day to day decisiong affecting the regions. This
will enable headquarters staff to play their strategic role of
policy formulation and direction planning and reflection without
being inundated with operatiocnal queries.

Regional Health Officers will need support staff but these teams
will be kept as optimum as poseible. With the inclusion of a Regio-
nal presence there will be at least 4 levels in the delivery of hea-
l1th care, namely; Headquarters, the Region, the District and the pe-
ripheral units. Within the gensral management system advocated here,
the general managers are to be responsible for managing total resou-
rces 1n both a techmical and adminmistrative sense. Individueals in
the general team can have functional links with specialists in their
discplanes whcse role 15 to give advice when-.asked and to be respon-

csi1ble for the technical proficiency of those who report functionally
to them.

Figure 8.2 1llustrates these and other points given in the
introduction ot Regional Health Officere (a genersl manager role).
tnd the FRegional MNursaing Officers, The FRegional Fublic Health
Officer, the FKRegional MCH Coordinstor and the Regional Nursing
Officers should be responsible in both & technical and administra-
tive sencse to the RAQ for their day to day activities. But the key
point 15 that the line bcss of these three managers in the Regional
Team will be the Regional Health Officer. He will be responsible

for the day tc day technical and admirastrative activities of all
those 1n the regional team. In particular he will be responcible
tor leeping expenditure within budget on & month by month basis.

The decentralicsation message is clear. It must not lead to
unjustified additional overhead coste given the intense pressure on
the Ministry‘s recurrent costs, In particular, it must improve
management accountabilaty, 1t muet lead to quicker response to
questions and requests for help from the districts and it chould
lead to improved communications and & great feeling in the districts
of being an integral part of the Ministry. In short it should lead
to improved organisational effectivenesse at the minimum additional
cost. To achieve thie there ie & need for clearly defined Jjob
descriptions, clear statements of individual authority and
responsibility levels, clear liness of communications, clearly de-
fined individual gecals and targets, clesr cut supervisory procedures
simple but effective information systems and comprehensive training
in how to cperate the new systems.

The Regicnal Health Team will coneist of a Regional Health Officer
supported by a Regional Public Health Officer, & Regional MCH Coor-—
ainator, a Regional Nuresing Officer a Regional Health Education
Cfficer and & emall administrative team plus the District Health
Officeres. At this stage of the Ministry’'s development, it is inap—
groprfiate to include i the Regional team representatives of the
cther Headguartere departments that is FPharmacy Services and the




coordinating role of the Principal Clinical Superitendent. Whether
these departments need cstrengthening at headquarters will be demon-
strated following & detailed staff inspection. The reporting prin~
ciples to be adopted within the Regional team are as illustrated in
diagram 8.3. Three of the four people reporting to the RHD have

functional links with Headquarters managers. Only the DHO has no
functional links.

The South and the Centre have Regional Hospitals each with & Senior
Medical Superitendent i1n charge. The utilisation of resources in
QECH and KCH requires considerable improvement. Both are prime
targets foi- the 1mplementation programme and destailed studies of the
way they are managed should be done as soon  as  possible. Given
their size¢ and importance 1t would be unwise to att®mpt to integrate
them i1nto the Regiocnsl structure at this stage.

At this stage therefore, these will be put under direct Headquarters
contrel  and have the:r Seniocr Medical Superitendents ( and that of
Zomba General Hospaital) reporting to the Deputy Chief of Health
Services. However, when their use of resources is effective they
could be put under RHOs.

8.5.5 2 The Distract Structure

The district 1level 15 cne of the two hey areas in the Ministry in
terme of mproving the utilization of resources. The other is
aseociated with the control of the two Fegional Hospitals by the
Deputy Chief of Health Services. Because of the need to improve the
utilisation cof esi1sting resources and the need to strengthern FHC
activaties, recsources &llocation &t the District level should be
treated a5 & priority. The District Health Services cover the
delivery of praimary a&and secondary level heslth care activities
thirough the provisicn of the following services: in-patient, out-
patient, medical and other curative activities such as radiclogical
and laboratory, dental and ophthalmic services; environmental
cganitation and hygirene and communicable disesse control and  out-
reach perscnal preventive activities (notably MCH).

District Health Team should be headed by a District Health Officer
(DHD) who will be responsible for all the curative and preventive
activities purcsued 1n the District including the leadership of the
health team for FHC . They should have a team consisting of &
District Hospital Secretary responsible for transport, maintenance,
and general administration, & matron of the District Hospital who
will be respons:ible for nurses in the District Hospital and for
maintaining standarde of nurses operating in health
centres with matermity wards and out-patients activities (i.e
curative activities), a Clinical Officer, & District Public Health
Officer, a Distract MCH Coordinator and a district health
educator (see figure B.4).

In addition, the heads of the Frimary Health Centres (rural
hospitals) should repprt to the Dictrict Health Officer. The heads
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of the Health Centres should also report to the DHO. Thought
should be given to the provision of pharmacy services in the
district. At the moment this is given by an officer at TA level
who reports to a Clinical Officer in the District Hospital. 1t may
be thought appropriate toc upgrade this function to have a pharmacist
reporting dairect to the DHO given the crucial need to control drugs
etc. much more effectively.

At the moment one of the most significant anomalies is the lach of
formal authority vested i1n the post of District Medical Officer.
The success they achieve 1s largely a function of their authority as
& doctor, thesr personality and diplomacy. The majority of the
hospital staff perceirve themszelves to be responsible in  varying
degrees to others outside the hospital organissaticnal structure.
This has reculted in a si1tuation which the District Medical Officers
often feesl they do not have the authority to give orders to many of
their staff., This situation has to be changed by:

1. Designating the District Health Officer as the formal boss of
all members of the District Health Team in both an  administrative
and & technical =sense. Hie new role will be that of & general
manager responsible for all resources (people, capital
arnd materials). This must anclude the authority over all members of
hie management team.

=, Recruitment, bacgic training and initial posting of hospital
staff =hould remsin the responsibility of the heads of central
departmente and the:r regional representatives. They will also be
responsible for the manpower planning activaty assocciated with their
furniction so they should be involved in career development and promo-
tion of thesir cadres on & national basis. However, since the DHO'e
are to be general managers, members of their staff must not be moved
without them being consulted. The syetem adopted showld be that
vacancies should be advertised and coordinated regionally or centra-
11y but no transfer can take place without prior conszultation with
the DHO's.

-

. Once posted individuals are to be regarded acs being totally
urder the district Health Officer or his delegated officer s autho-—-

rity and on the establishment of the hospital or the District Health
Team.

4. Once posted, there should be no change to each officer’'s
status without prior and full consultation with the DHO. This to
include grading, designation, duties, duty stations etc. This ap-
proach allocates to the District Health Offier & General management
role. While recognising that any generaliced statement about what
management ought to do is likely to be only partially true for
particular esituations, there is some value in defining general
management &s the responesibility drawn together in one person for
planning, implementing and evaluating performance.

These general management role should be performed at many levels in
the organization not just at the top. It has to be performed by
idertifiable individuales who will provide the driving force to seek




and accept direct and personal responsibility for developing manage-
ment plans, securing their i1mplementation via appropriate controls
and monmitoring actual achievement. This role therefore involves
responsibility for the effective use of all resources (people,
capital and materiale), That is, they should be given the responsi-
bility to meet performance targets in all these I main input areas
and given the authority consistent with this responsibility. In
order to execute these responsibilities general managere such as
the District Health Officers will need among other things:

1. Clearly defined job description which emphasise the elements
of the general management function and clearly states hie authority
over all members of his management team.

=. Administrative and professional support. For example, an
effective District Hospital team and in particular a well trained
Hospital Secretary.

2. A management budget which relates work load and cervice
objectives to financial and manpower allocations, which will sharpen
up the questiocning of overhead costes. In particular, proceduces are
needed which spell out the role of the Chief Accountant’'s Department
in providing managemernt accounting support in the development of the
budgets and monitoring performance against them and clear rules for
reporting variaticn betwesen budgets and performance and authorisa-
tion laimite,

“4. Other relevant managenent information such a= up to date
establicshment a&and compliment figures to enable the DHO to exercice
zffective establishment control.

The above role of the general manager may be further illustrated by
referernce toc 1ssues withain hospital administration. The broad
principles along which the Ministry should supervise and coordinate
hospatal services i1nclude the following:

1. The Deputy Chief of Health Services will be a general manager
responsible for coordinating the a&activities of technical services
and the curative institutions, providing the CHS with up to date
1nformation and support in policy formulation, programme
planning and development, recruiting, assigning a&and providing
career development for clinical staff and coordinating the provision
of administrative and technical information. He will be a
general manager of the total resources of the professional wing of
the Mirmnietry and he will be responsible for a mansgement budget and
held accountable for keesping within its monthly constraints.

2. Another key general manager will bhe the Regional Health Dffi-
cer (RHO), He will be directly recponcsible to the DCHS. He will
be recponzible for the effective use of total resocurces in their
regions and he will have his own management budget, covering all
health care activities in the Region and he will be held accounta-
ble for ensuring no overcspending takes place. He ~will receive
functional eupport and work clocely with the Assistant Chief of
Health Services, the Chief Pharmacist and the Principal Clinical




Superitendent in Headquarters.

-

3. The District Hospitals will be run by a general managers (the
District Health Officers) who will be directly responsible to the
Regional Health Officer. They will have their own management bud-
gete for their hospitales and for all other health care activities in
the districts which again they will be held accountable for.

4, Each hospital should cperate as an integrated management unit
with a management hospital team which meets regularly to discuss all
acspects of running the hospital. Each hospital management team
should have adequate authority delegated to it to discharge the
recsponceibilities assigned. Functional heads in the Ministry Head-
quarters or the Region should pot issue direct instructions or
monitor specific functions i1n a hospital without the DMD being aware
of the activities.

S. A key aspect of this general management role is being bheld
responzible for controllang total resources and being given the
avthority to erecute these responsibilities. This should provide.
the DHO, for enample, with the flexibility to manage their own
affairs without undue interference from their superiors. Hospital
organisation and systems however, should be scrutinised on a regular
bbasi1s by the RHO to ersure consistency of spproach and adherence to
the standards required. The Minictry should introduce an effective
sveten of monitoring performance (technical and administrative) and
provide direction, guidance and coordination as necessary.

& Eazch of the three levels of general managers mentioned above
(DCHS, RHOs and DHOs) will be assisted in the delivery of health
care by functicnal managers at headqguarters and in the regions and
districts. Such functional managers will be be nurses, clinical
officer, hospital secretaries and others.

Ferhap the most crucial area of all, yiven the importance of the

Frimar-y Health Care appruoach, is to enswe the effective operation
of the peripheral units and the supervisgion of the medical’ &ssis-—
tants (MAs), health assictants (HAs), nurses and the health surveil-
lance aseistants (HSA=) operating within them.
Considerable time and effort should be spent on devising
& clear hierarchy of supervision, on training supervisors to act as
managers of scarce resources and, in particular, structuring their
roles so they can effectively marmage the way the work is organised
and in preoviding well structured procedure manuale and standing
orders coupled with clearly defined referral systems.

Support for the primary health care aétivities in the health centres
will come from four sources: the PHN, EN/M, matron, DFHO, health
educator apart from the support from other sectors.

As in the Regional structure thie organisational structure stregses
the distinction between line and functional or staff responsibilities.




The line responsibility for managing the health care activities of the
health centres rects with the District Health Officer, and the Senior
Medical Assistant and his team. The District MCH Coordinator, the
Public Health Officer and the Dietrict matron are there to give tec-

hnical support but they should not possess executive authority or
control treasury vote funds. ¢

This proposed total organisational structure is as found in figure
8.5 which it is believed will lead to creating the three issues of
balarce which experience has shown are central to the effective
operation of any health system.

The first concern is the balance between hospital and community
cgrvices., The second concerns the balance at the periphery between
curative, personal preventive (MCH) and community functions (commu-
nicable disease control enviromnmental sanitation). Thirdly, there

is the balance between service delivery and supervisory responsibi-
lities.
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CHAFTER 9: FHAM AND OTHER NON-MINISTRY OF HEALTH SERVICE PRODVIDERS

IN THE 1984-1995 FLAN PERIOD

N

9.1  INTRODUCTION

In previous chaptere the details of strategies for attaining specific
objectives vere discussed. FPH&, local government health service
provaidere and other hezalth providers (hereinafter referred to sz ‘non-
Mirmistry service providers') are mentioned briefly in this context.
However =special, attention needs to be drawn to the coordination of
future activities of these service providers, ecspecially FHAM, with
thosze of the MOH.

The need for this special attention stems from the inter-relationship
ocf Mintstry and FHAM health service systems. FHAM makes a significant
contribution to the provicion of total health services in Malawi  and
receives & significant subsidy from the Ministry each year. For econo-
mic reasons  and common objectives there is need for cloer coordina-—
tien. FPHAM training centres are an important source of trained health
services perscnnel for MOH heaslth facilities, as well as a source of
technical enperticse., Histaricsally, it has not been ancommon to find a
emell-zgcale periodic trancsfer of administration of FHAM-operated faci-
lities to the Ministry. The ecale of thics trend couwld increasge in the
fubure. e a result, both Ministry and non-Minicstry services provi-
dere have expressed the need for greater coordination of their activi-
ties to the extent possible given the disparate nature of the health
sErvVIcE wmits among non-ministry service providers.

Thi= crhapter comprises three parts: a brief recapitulation of existing
situstiar of pon-ministry service providers; an identification of the
points of structural anc operational interaction where non-ministry
service providers might interact (amd their extent of interactions)
with the Miristry objectives as  presented in the previous chapters;
and structural integration of MOH and FHAM programs.

2.2 ~ JERNMEMT FOLICY TOWARDS FHAM

At present, the MOH provides two types of assistance to PHAM:

o funds tc cover the cost of Malawian staff employed by FHAM: and a
small amount for training schools (K1,338,4137 in 1983/4);

funds for frse druge and supplies to in PHAM units for TR,Leprosy,
STD an Bilharzia (K121,277 in 1983/4 and MCH supplies.

includes Cross, estates ADMARC, private
and traditional practitionere, LEFPRA, other government departments etc.
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In addition, esince FHAM units are permitted to purchase their drugs
from Central Medical Stores, they benefit from the subsidy the MOH
at present gives toc CMS. Since the government’'s aim is now to make
CHMS eslf-supporting, this subsidy will be eliminated in the future.

The total assistance to PHAM in 1983/4 represented 6.8% of the MOH
expendi ture. The budget for 1984/5 gives a figure of K2,267,523 or
13.3% of +the MOH budget. It is unclear whether this represents a
definite policy to increase the FHAM grant, or merely reflects the
action of the Treasury in cutting back the MOH budget on other sub-~-
heads. Expenditure by the MOH for 1984/5 is, however, running well
ahead of the budget =0 the eventual share going to FHAM may be arocund
g-9%. 1t appears to be the MOH policy at present to maintain
assistance to PHAM as a constant proportion of the MOH’'s budget. in
the future, assistance may therefore rise or fall, depending on the
availability of resourcses.

Orn the development side, the approval of the MOH is required for any
new FHAM units, and it had been agreed that the MOH will not buwild a
rnew unit near an existing FHAM unit. In the past, PHAM units have
benefitrted from development funds available for health under
agricultural development projects and development of Health Centre
Services project.

There has been, and still is, a strong feeling among church
prganisations that the MOH zhould talhe over certain FHAM facilities.
There i= also public support among some populations in  catchment
areas of PHAM facilities for the MOH to take over these FHAM
fazilities since people would prefer to have a free service. Given
the MOH's financial position, however, it maintains a policy of not
talking over any FHAM facilities.

7.2.1

+ significant change in the financial structure of FHAM units
cccurred in 1978 when the government (MOH) considerably increased
ite grant to PHAM. The govermment now contributes about a third of
the rewvenue of FHAM units, fees constitute another third, and
donationse and ‘other’ the final third. The proportions differ
significantly by type of unit: donations go mainly to hospitals and
to health centres, which get over half their revenue from fees and
407 of their operating expenses from the government. PHAM  Health
centres are thus almost totally financed.

While +the government policy on assistance to FHAM ensured the survi -
val of many FPHAM unitse, many are still in financial difficulty. This
ie particularly true for the Anglicans and for the CCAP in the nor-
thern and sputhern regions because they receive little overseas sup-
port and in addition try to maintain low fees. The financial difficu-
lties of some units also reflect problems toc do with the nature of the
overseas ascistance they receive: donations are more readily available
for capital developmente than recwrent coste, and in the recent
past there has been a conciderable expansion of physical facilities,
producing a recurrent cost burden that units are having difficulty
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bearing.

9.2.2 Health Services

FHAM health facilities make a major contribution to health services

in Malawi. In the area of hospital care FHAM contributes just over
one-third of admissione and in-patient days, and for rural health
facilities. i1t is nearer half. In the area of out-patient care,

however , FHAM both has significantly fewer health centres, disperisa-
ries and maternities than the MOH, and sees fewer patients per unit.
Thus, the MOH sees 85 per cent of total cut-patient first attendan-—
ces.

The FHAM contiribution is thus heavily weighted towards in-patient
and hospital care, though i, recent yearcs efforte have been made to
expand the outreach and preventive activities of PHAM units,
especially through under—-five clinics, and more recently, primary
health care.

FHEM s tresaining of Enrolled Nurses Midwives ie significant. Their
ectimated number of Enrclled Murse Midwives (three-—-year program)
gradusted each year is 124, The two-year Enrolled Midwife course
produces 7% candidates each year. By comparison, the annual total
output of the MOH nursing programs (orne four-year programs and one
three-year program) is 60 nuwrsing candidates.

The great majority of PHAM enpenditure is for hospital and health
centres in rural aresz, where ite share of total MOH-plus-—-FHAM
eupenditure 1s about ITIEU. Overall, PHAM contributes about 204 of
totsl MOH-plus-FHAM expenditure on curative institutions.

Sinty—five per cent of FPHAM eupenditure goes to hospitals, and out
of the remsining 3I5%, & considerable proportion gqoes to rural
health facilities.

The pattern of inpute of PHAM units differs significantly from that
aof the MOH. FHAM units have a significantly higher cost of expat-
riate staff. Medical supplies take up about the same share as  in
the MOH, while transport is concsiderably lower, reflecting the
limited aresa of responsibilities for many unite. The PHAM Unit
average of KI.70 per in-patient can be contrasted with an estimated
MOH figure for district hospital in-patients of K4.60 per day.
Neither of these figures is adjusted for the cost of owt-patient
care, co that part of the cost diftzrence is likely to result Ffrom
the greater number of out-patients seern at MOH hospitals. Anocther
part \perhapse M0O.30 per patient per day) arises because FHAM units
do not provide food. Other reasons for thic difference still need
to be investigated, and more accuwrate unit costs established.

.3 OTHER SERVICE FROVIDERS

7.3.1
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9.4 THE NEED FOR COOFERATION

The magnitude of PHAM contribution to Malawi health services and
training of health manpower, coupled with the significant financial
contribution that the MOH makes to the overall operation of FHAM
units, requires that cloee cocperation and coordination take place.
In a large context, given the limited resources available for health
services, it is in the best interest of the MOH to continue to
foster viable alternative sources for health care services, provided
ceveral conditione are met:

o to the enrtent possible, services provided are consistent with MOH
poligy and pricrities;

the cortinwing contribution and further program activities of
these altermative souvrces are accounted for and become an
integral part of the MOM planning processs

the day~to—-day operation of servicees proceede in concert with
daily mperations of the programmes of the MOH;

services provided are consistent and of high quality.

Following ars lrecuesions of how this above agenda might be met.
Noted first are pointe of interaction between the MOH and PHAM  as
related to the previous strategy statements, followed by & sugygested
structural format for a cleoser integration of FHAM and the MOH.

.4.1

In the content of MOH strategies intent to reorganise the exnisting
patarn of health sservices around a set of core services, there is a
need for interaction between Ministry and non-Ministry service
provideres., Ae the =gecond most important provicder of cervices, PHAM
can  greatly increase ite cuwrrent impact on health status. As with
Minietry health services, it must place greater emphasis wpon
prevention and early trestment of the priority health problems. It
decsirable for Ministry and non-Ministry service providers to:

o dopt similar service and equivalent facilities, using
tandardized preventive and curative intervention protocols;

agdopt updated Job descriptions for eguivalent non-Ministry
personnel as these are updated for Ministry personnel.

FHAM'es euxperience in developing core hexlth services could be used
in the "FHC District" to provide valuable expertise in the Minis-
try’'es effort in this regard. The MOM should use FHAM units in PHC
districts as part of the initial implementation districts for
Ministry core services. - 7
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The MOH intendse to expand peripheral health services and numbers of
health s=staff at the peripheral level, as well as their roles and
responsibilities. Non-Ministry physical facilities, will probably
not experiernce any increase during the next ten vyears. Indeed,
non-Ministry service providers probably will be uvnable to expand the
range of services offered through any category of health facility
withouth major asceistance. However, it is to mutual advantage:

. o to euplore the potential for the Ministry to establiceh peripheral
health staff posts in non-Ministry heslth facilities;

o to euplore how the eucess training capacity of non-Ministry
programmes micht be adapted to Ministry training needs;

o for Ministry and rnon-Minicestry health programmes to integrate
digtrict-level supervision and in-service training;

a for non—-Ministry health ssrvice providers with relevant eupertise
to participate in Min:ietry curriculum development.

In the contest of the MDH Mational Heslth Flan, it will be useful
for Mirastry of Heslth and non-Ministry health facilities to:

o cehare their elperience so a& to identify areas for gains in
efficiency and savingess

o share their experiences regarding admiesions and discharge
pclicies and enplore fee—for—zervice issues.

In recognition of the need to monitor recurrent costs, the MDOH
intends to undertake a sycstematic e{fort to improve budgeting and
control expenditures. It would bes of mutual interezt for all nmealth
programmes to exchange, 1n uniform format, through district level

; authoritises, routine information which is used to generate unit
costs.

The Ministry has opted for & sytematic effort to foster development
and use of a planniing process &t &l11 levels of health service
development. In the conte:xt of & planning and budgeting cycle at
the central level it is muggecsted that:

o PHAM's status be equated with a Ministry Section for the purpocse
of facilitating ite participation in the planning cycles




o PHAM eventually enter the planning/budgeting cycle through the

submission of proformss, as will be required in all Ministry
Sectioneg.

9.5 STRUCTURAL INTERGRATION

For & more closely integrated MOH and FHAM program, a numnber of
organicational activities should be undertaken:

F.5.1

At a national level, a polacy group chaired by the MOH and
consisting of reprecentatives of FHAM and other non Ministry health
service providers will meet at least annually for a general review of:

o MM policy and priorities in reference to current program
activities and new service developments of FHAM unites:

t+inancial standing of the FPHAM units and their anticipated
tuture needs 1n reference to resources available from the MOH;

development or modification of structural changes in FHAM/MOH
organrsaticns of health services that would lead to better inte-
gration of services.

9.3.2

At this level the MOH, program managers will consider PHAM as  an
integral part of any service development. This implies that in the
planning of modification or introduction of services, representantives
of FHAM are intimately involved in the process.

G.5.3

For health services to operate smoothly, there must be cooperation
between and coordination of services in the day-to-day activities of
FHAM and the MOH. Although this informaly existe in many areas,
these activities should be strengthened and improved. Sugges=sted
mechanisms include:

o Strengthening and redefining the role of the District Hospital
Committee (perhaps better renamed the District Health Committee).
Thic would be a working committee in the district consisting of
all heslth providere and be charged with:

- planning and coordinaticn of activities through joint
development of a district workplang

- resolving problems arising between the varioue service

W




providers;
- local program review for consistency and quality of service.

Developing & district supervicion and management plan that
include all health unite and may involve PHAM physicians
providing professional supervision to government health centres.

This would occur when it was geographically reascnable. (The Use and
Functione of Management Information). On recommending the above, it
18 recoonised that a number of issues need to be addressed, such as:

o the ceparate diescrete identity of FHAM entities, with only an
1informal national structures

the difficulty for some FHAM units in providing a service or
supervisling an activity (such as child spacing) with which the
sponsclring organisation is not in agreement.

Better 1ntegration of services between FHAM and the MOH will
undoubtedly create admimetrative and programmatic difficulties,
However, the potential benefits of closer cooperation make it
mandatory that crestive eclutions be found.

Concslderationse REelated to the Financial Negeds of PHAM

The financial position of the MOH limits ite ability to assist PHAM
further. Moreover, given the bias of FHAM unite toward health facili-
ty based service, it is probably not a top priority for the MOH to
support an existing curative metwork rather than to develop new ser-
vices wheire none eii1cst. In addition, the low utilisation of PHAM
facilities 1= nrot necessarily a problem that wrgently needz to be
tackled 1f it reguires entra government rescurces. If the government
faces & choice between increacsing the patient lcad of PHAM wunits by
increasing 1its subszidy to permit a reduction in fees and expanding
government facilities, the decision might be made on the basis of
which option will give the greatest return in terms of improvement of
health. The MOH alreedy devotes substantial rescurces to hospitals,
It will therefore not necessarily be a priority to remedy low in-
patient utilisation levels &= opposed to assisting the more peripheral
PHAM units. Moreover, the introduction of general fees by the Minis-
try of Health should increase the attractiveness of PHAM units.

Some of the optiors to the MOH in relation to PHAM are:

=} identify those peripheral units which provide the only health
service in the area, and provide enough financial support to
enable them to offer services on the same term as government;

e

increase the government subeidy to only the health centre level,
on the condition that the fees charged are lower, (perhaps by
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S0%) and approach the fees introduced by the MOH;

increase the government subsidy to all PHAM wunits, on
conditicn that fees are standardized at a low level
instance, 504 lower)s

o plan the eventual takeover of all FHAM units.

Given the cost of the various coptions, the most feasible ones are to
provide an additional subeidy to selected units (cost equal to
manimum of 11.4% of MDOH 1983/4 expenditure). This issue will be

studied and a better option choosen taking into account the economic
situation.

e

9.5.9

The MOH has yet to male a decision on whether to take over local
authority units or leave them as they are. If it wiches to absorb
then eventually into the MOH network, this would cost rouwghly the
sguivalent of 1.3% of MOH expendituwre, or K274,500 (net cost,
allowing for i1ncome from MOH fees, pocssible offset to a emall degree
if funds are trensferred from the Ministry to Local Government to
the Ministry of Health). The MOH could insist that certain
conditions to do with the quality of the building and availability
of staff housing shcould be met prior to takeover., Further
information on the location and costs of units is required before
detziled policy decisions are made.
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THE

INTRODUCTION

The purpose of this this Chapter is to indicate how the Flan is
to be implemented. The Chapter is divided into two sections: (1)
the organisational changes and improvementes necessary to provide the
framewor k for implementation of new technical programmes; (Z) the
salient features of a contimuing planning proc' =s, It has been
clear in the dizcussion of chapter S, & and 7, tuat not all ipforma-
tion required for this plan document has been available. Where the
plan has been unable to achieve & sufficient level of specificity,
it is clearly mportant that the plan provide those machanismes
vhereby that specificity cam be achieved in the future. The purpose
of the latter section, therefore, is to set out the MOH's commitment
te & continuing planming process, and to highlight some of the
specific worktasks to be performed within the short term to contri-
bute toc the planning process.

There is ample evidence to suggest that corporate plans fail at
a very early stage, largely because of one or both of the following
tactore, both of which must be taken into account for the purposes
of the implementation strategy:

o] inadequate management commitment and effectiveness;

=] the wrong aintervention strategies are chosen and too many
initiatives are talen &t any given stage.

Clearly the objectives of the plan require significant changes
in virtually a1l the activities undertaken by the MOH, and so it is
crucially important to deviee the correct implementation strategy.

The MOH, in order toc be successful, must offer the right ser-—
vice and must do s 1n & cost effective way. The six overall cbijec-
tives of the plan fit neatly into these two categories. Improving
access, child survival, and health status, are all tantamount to
providing the right service. Strengthening the management capabili-
ty and expanding manpower development clearly address the task of
improving the utilisation of resources.

Although @&11 the objectives are interconneéted, the first

three are dependent upon the success of the following two —~ i.e. they
cannct be achieved without capable management and the necessary manpo-
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wWer resources. In other words, the ability of the MOH to achieve the
plan objectives ic a function of the existing implementation capabili~
ty of MOH staff, which, though partly conditioned by the availability
of finance is more & function of the availability of skilled personnel
at each level and the effectiveness of management.

For some time, "institutional” constraints have impaired the
implementation of development programmes. (Institutional con-
straints refer to prolems of management, that is, the reluctance of
senior managers to make decisions and to take responsibility for
their implementation, as well as inadequate management ckills, eice-
ssave "red tape’, inasppropriate staffing patterns and levels, etc.)
And 1t 1s 1n recognition of the fact that development ie impaired
more by institutional factors rather tharm by technical factors that
the emphacis in the early stages of the plan period is upon institu-
tionsl development:+that 1s, strengthening the performance of the MOH
to increase 1ts capacity to absorb additiomal capital and techno-
logy, and eid, in the form of technical assistance.

The imitial emphasis in the implementatiocn plan =should
therefore be on the task of improving management capability and in
Farticular the shility to use resouwrce efficiently. This conclu-
z1on 1% further supported by two addirional factore: first of all
the MOH, which has consistently failed to aveocid a large annual
overexspenditure on recurrent budget, is now under pressure to con-
trol expenditures effectively, a&nd to keep within the overall allo-
cations for 1985/84. &econdly, there is evidence that MOH managers
at many levels take a relatively relaned view towards cost control.

There is no doubt that considerable savings can be achieved, as long
as & major initiative ie taken to reduce costes. Indeed, these sa-
vings may in fact be the only way of funding some of the planned
activities contained in previous chapters, given that further fina-
rce from central goverrnment is unlikely.

Thues, top priority will be given to improving the management of
existing resources. Orce expenditure is under control, coste are
lower, and the implementation capability of the MOH has been im-—
proved with management training, improved control systeme, etc, the
technical aspects of the plan can be tackled with confidence.

In order to inprove total resource utilisation, it is clear
that initiatives must be teken to improve labour, material, and
capital productivity. In view of the fact that it ie not poseible
to take initiztives in every single area of inefficiency, it is
clearly necessary to select specific interventions where maskimum
impact can be achieved, i.e. those areas where costs are high and
where potential for reducing them is greatest.

In the MOH, the major coste are labour, vehicles, drugs, and
food. The factors which push these costs up are, in the case of
vehicles for example, the age of the MOH vehicle fleet, inadequate
procurement policies, inadeguate care and maintenance, inadequate
pecling of vehicles, etc. As for labour, some factors which push
costs up are ineffective management and supervision, and inadeguate
organisational structures. Clearly it ies important to identify those
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factors which are most interconnected, and which, if acted upon, are
likely to lead to the most positive resulte in terms of improved
efficiency. Four such factors stand out:

(a) Ineffective management and supervision.

(b) Inappropriate orgsnisational structures and a lack of clari-
ty in each individual’‘s role.

(c) Inadequate management controls over materials, (e.qg.
drugse, food, fuel’} money, (e.g. no effective manage ment
accounting eystem), capital, (vehicles=s) and people.
(establishment control)

(d) Inadequate pay and cornditions of employment.

These factors are depicted in an interconnected square (see
diagram) the centre of which is the overall objective, to improve
the utilisation of existing resources. Initiatives should be taken
in all four areas in order to achieve the overall objective i.e. to
improve total productivaty, it is no accident that the key initia-
tives cover improvements in labour productivity, capital productivi-
ty, and material productivity.

10.1.1,

There &are twe distinct constituents to thie factory, one being

the nesd to cobtain the commitment of &ll managers to the changes
implied by the 10 year Flan and the implementation strategy, and the

second being the need to develop effective managers who are able to
achieve results,

(&) Management committment. Steage onhe.

It i common in organisations that individual managers csay they
are committed to & course of actionm, but their behaviow is inconsi-
stent with this expressicn of support. Freqguently this is & function
of the tailure of concerned superiors to involve and consult subor-
dinates in effecting change. Thie can lead to oppeosition. It is
therefore vital that &ll managers and supervisors in the MOH are
informed and consulted about the Plan and its implications, and that
senior managers sustain the commitment of their subordinates. This
will be accomplished as shown below:

a] The planning team which will continue to work on the Flan
will be involved in final discussions on the Plan. Misgi-
virngs of i1ndividual managers will be recognised and resol-
ved.

Each senior manager will be responsible for briefing and
consulting his or her own management group, to assure
individual commitment of junior managers and their tho-
rough kriowledge of details of the Plan. The Chief &and
Deputy Chief Of Health Health Services will consult &1l




District Health Officers including the Medical Superinten-
dentes.

Once DMD's have been consulted and problems ironed out,
they in turn will brief the district teams. It is impor-
tant that this be done by the DMO's and not heads of
department from headquarters in order to establish the
authority of the DMO's in their new general management
roles.

The final stage involves the briefing of key supervisors
in the district, who will in turn brief their working
groupes.

Clearly thie process is time-consuming, but it is important to
obtain the commitment of mansgement at all levels. At senior leveles
the emphasis in thie process will be on consultation, rather than

briefing, whereas at lower levels the briefing element will take
precedent.

{b) Management effectiveness. Stage two.

Cnce sustained commitment is obtained, the succecss of the plan
will be deperndent upon the effectiveness of management. Effective-~
rese refers not to the process of "desling with paperwork" as fast
az possible but to the achievement of positive results. Cur-
rently the emphasis 11n the MOH is mpre on the former than the
latter, but clearly a more decisive management approach is re-
quired to achieve improvements in resocurce utilisation. The key
concept in this context is that of the general manager, described in
Chapter B, The general msnager, at whatever level, assumes respo-
nsibility, vested in one 1ndividual,
and The role must clearly be performed by
individuals who cen provide the driving force to seek and accept
direct and percsonal responesibility for developing management plans,
secuwing their implementation using the appropriate controls,
and monitoring actual achievements.

In the MOH context, early attainment of management competence
to cope with the demands of the developent programme is necessary
Thie might i1nvolve a programme of management training, but typically
traditional training provides only knowledge to managers within &
structured off-the~job learning experience, usuxly unrelated to the
manager ‘s owr working environment. Thie type of education has
tended to over-emphasise an individual ‘s analytical ability, leaving
the ability to tske action underdeveloped.

Therefore, management develcocpment activities of the MOH make
use of current real management problems in the MOH; i.e. action
learning by doing, designed arcund day to day issues, and in parti-
cular those changee envisaged for the future which are intended to
improve the effectiveness of the MOH. Thue management training at
an early stage in the plan periocd will be based upon 1learning by
doing combined, with traditicnal course work. The cbjective of




this process is to render management at a&ll levels sufficiently
effective to meet their responsibilities during the plan period.

Specifically, Stage 2, will involve:

(a) Early designation of senior managers, including the 2
DCHS, ©€ND, 2 ACHS, 3 RHO, SMS, ACFO, CA, and the CHFO.
A general management training programme will then be
dezigned for them around the task of implementing the
national health plan. This programme will be carried out
en & part-time basis, and will consist of several
sgparate recsidential periocds during which specific
teaching of the latest approaches to general management
will take place including modules in human resources uti-
ligation, financial management, operational management,
organigational policy, health planning, etc. There will
also be group work, and individual project work, desig-
ned around the problems of improving effectiveness and
implementing the Flan.

An  equally pressing priority concerns the importance of
making an immediate impact on the use of existing resou-~
rces  at the two centrsl hospitals. This ie particularly
urgent 1if the MOH is to stay within its allocation for
1985/86., Recent MOH studies have indicated that the
two large hospitals consume over one third of all recur-
rent resources. and that csignificant savings are feasible,
which can be realised fairly quickly with improvements
in the effectiveness of management. The estimated sa-
vings potential is over 10% of total annual non-salary
expenditure in the MOH, and so improvements in manage-
ment effectivenesse at OECH and KCH are & top priority for
early implementaticn. 0On the basis of these activities,

further improvements can be initiated at all other
major units.

The next priority for management training ise &t the DHO
level. The DHO will be the general manager at the district
level responsible for all health care activities in
the district: this will be a demanding role, and the
effective performance of the DHO is of crucisl importance
to the success of the whole change programme. DHO trai-
ning will adopt the same pattern as that described for (&)
above with DHO'se coming together as a single group
either on & regicnal or a national basis, to work on
general management issues for & series of separate reside-
ntial pericds. Froject worlk designed around day-to-day
problems will feature in thie training, which will include
Regional Environmental Health Officers and Regional MCH
Coordinators. Once again, this programme will las%. 12
months, and will be conducted by competent trainers: this
group and the senior management group will meet from time
to time to discuses issues of mutual concern.

(d) The efrectiveness of the district health team is of central




importance, and again management training will be done in
groups. This programme will promote the use of teamwork in
the solving of day-to-day problems, and will cover the DHO
ae facilitators, hospital secretaries, senior clinical
officers, matrons, district environmental officers, and
MCH coordinators. Thie training may not inveolve residen-
tial period because of the problems of removing all the
individuals from the hospital at any one time. GShorter
training cessions featuring the evaluation of operational
problems asscciated with the introduction of the health
plan should be the core of the programme, which should
last for 12 months in the first instance. Satisfying the
specific training needs of members of these teams such as
hospital secretaries can be designed into these training
programmes .

A similar training programme cshould be devised for the
Regional Hegalth teams, once they are established.

Fimally, & +training programme will be implemented for
supervicsors, whose performance levels vis-a-vis aidminis-
tration of transport, discipline, food, expenditure, etc,
are crucial to the succesz of improved resource utilisa-
tion. Currently clerical, maintenance, cleaning, and cther
suppert etaff is carried out at & pace which could be
significantly improved if supervisors were appropriately
trained and motivated if their rcles wsre properly de-
fined and dinvested with the correct authority, and if
those they supervised were motivated to give of their
best. That is, an essential pre-reguicite for establishing
thie control over the work organisation is the presence of
supervisors/managers able and willing to manage the orga-
nisation of work in a total social (to do with people)
and technical (to do with technical aspects of the job)
EBNEE. For thies to be achieved,four conditions must be
met.

(i) the supervisory structure must be correct.
(i1) superviscrs mucst be appropriately trained.

(iii)the management systems controlling work must be
effective.

(1v) pay and conditions of services must be seen to be fair
and adequate.

Although these four factors are closely interconnected, they
are not of equal importance. FPrimary importance is given to
the correctly defined supervisory role, because without the
correct span of control and the correct role content in
terms of authority and support, the likelihood of the super-
visory role being played effectively is significantly reduced. |
This is irrespective of pay and conditions, etc. Thue, the
organisational structure should be defined before supervisory
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training takes place. Where individual roles :are to
change seignificantly, as is likely with supervisors, then it
is clearly necessary to define them first, before determining
training needs. The training itself should be carried out
within the context of their own working environment wherever
possible, where the training can be related to specific tasks
rather than bringing supervisors +from very different back-
grounds together in a central institution where the training
will be, by definition, of a general nature. The aim must be
toc create more effective supervisors which means their
training should be specifically related to their day to day

tasks. In particular, this training should feature the
construction of:

new job descriptions which emphasise that it is the
role of the supervisor to manage his group effectively.
This will require support from their superiorse and the
appropriate level of authority built into the role;

new supervisory work routines and procedures which
clearly define the way the role is to be played and what
ieg edMpected of them.

Sentor managers should give serious thought to the position
of superviscre, because without the effective control of the
way worl: is organiced, there is little chance of improving
the overall performance of the MOH. Many supervisors feel
igrniored by senior managers, a&and many purposefully aveoid
attempting te control their subordinates and the responsi-
Lility for mproving performance by controlling costs
and the guality of the service from their departments. This
gituation will be changed, firstly by restructuring the
role, and secondly by training.

(c) Appropriate Organisaticnal Structures. Stage three.

A hkey featurs of the traircing pregramme for senior managers,
DH's, and District management teams 1 to discuss the proposale
for reorganising the MOH. The=e proposals will be discussed and
agresed amongst the groups, modified &s appropriate, and then imple~
mented &5 & priority of the implementation plan. This will consti-
tute stage three of the implementation process, although it will run
concurrently with stage two.

The essentials of the reorgamisation process, which is des
cribed fully in Chapter 8, are as follows.

(&) The higher levels of the MOH prganisation will be reocrga—
nieed as indicated in diagram 1b6. The CHS will be respo-
nsible for directing the implementing of the 10 year plan,
for heading the technical branch of the MOH, and for clari-
fying health care policy. In the first tacsk, he w1ll be
assisted by the Flanning Unit which will assjst. in monitoring
the plan and &also its implementation. The DPCH3 will be
responsible for coordinating the activitiee of head-
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quarters staff, the RHO's, the SMS’'s, and the DHD's. The
administrative section of the MOH will be reorganised by
reducing .the number of authority levels, (removing the
position of US), incorporating general administration into
the Fersonnel and Administration Department. The heades of
the Fersocnnel and Finance Departments will need to be
ekilled managers able to initiate improvements in the perfor-
mance of their section.

The introduction of the Regional Health teams will then be
implemented. Their individual roles and operating procedures
will be clearly defined following discussiones within their
training group, and implemented as scon after as ie possible.

Detailed case studies of the structwe, operation, and
performance of KCH, OQECH, and a sample of districts should
be commisioned as soon as possible, and suggested organisa-
tional and operational changes made.

No  fundamental reorganisation i€ intended for the District
Health Teames. Changes will be limited to the additional
authority to be built into the general management role of the
DHO, and the ways in which the team operates. These
cperating procedures will be devised by way of project work
during their training programme.

There will be a major change in the supervision of health
centres. The Medical Asesistants (regraded to Senior Medical
fseietants) in charge of the health centres will report to
the DHO, who will be held responsible in both a technical
and &n adminicstrative sense for the Enrclled Nurse/Mid-
vives, the Health Acscsistants, and the Health Surveillance
Fesistants. Thie line authority and responsibility is quite
different <from the functicnal responsibilities of the Dis-
trict MCH Cocordinatore arnd the FPublic Health Inspectors who
will advice members of the health centre team.

Ornce the basic organisational framework is in place, the
structure of each department must be precisely defined,
including the appropriate establishments, gradings, and job
descriptions. Departmental managers may seek the assistance
of the management servicee branch of DFMT i1n this process.
During these departmental reviews, pricrity attention must be
given to designing the appropriate supervisory structures. In
deing so, two particular aspecte of the supervicsory role will
be taken i1nto account:

(1) the size of a working group a supervisor is to manage,
the supervisor's span of control should not be coo
large. It is likely that if a working group consists
of more than 1S or so individuals,the group performance
deteriorates, and supervision becomes difficult.

the span of responsibility of the supervisor, i.e. what
the supervicor has to do, should also not be too wide.
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.allowances and for the regular inspection of pay records. Finally, it
is clear that uti.is=tion of these staff ie poor, and there is there-
fore a need for improved supirvisory control.

The MOH will alsec strengthen controls to ensure that changes
‘to individual grades are approved, and that vacancies exist before
. such changes take place.
) Finally, there will be improvements in controls over staff
behaviour, including absenteeiem, timekeeping, overtime, and general
discipline. Effective systems of control will be devised and impleme-
nted consistently.

The most critical problem facing the MDH is how to control its
overespenditure orn the revenue budget. In order to create this
control, the following steps will be taken.

(%) A management accounting system will be introduced to monitor
spending behaviour. This showld ensure that existing sub~
heads, such as 04 and (08 are broken down systemmatically and
specific areas of overcspend are identified and rectified.

On the basis of thise, & management budget process will be
introduced, which will facilitate control of expenditure on
a8 monthly basis, and which will identify variances.

Thesz budget systems will be linked to appropriate cost
centres as soon ac poseible, in order that expenditure anal-
yeis can be carried out by establishment (rather than by
district).

Within the cost centre approach, the MOH will introduce
respaonesibility accounting, uwunder which each manager will
be helo responcsible for those coste which are incurred by
his or her department.

The MOH will decsign and introduce systems to collect the
information on costs a&and activities necessary for establi-
ehing management arcounting. One or two pilot sites will
be identified, &t which these information systems and the
management accounting syetems will be initially developed.

Each msnager responsible for & cost centre will submit
monthly reporte within a week of the cut-off date of each
monthly account.

One of the major contributory” factors to the revenue
overexpenditure is the problem of inadegquate control over vehicles,
which are the largest element of capital. Necessary management
initiatives in this area are:

——

(&) Standardizing and Controclling the size of vehicle fleets
by, for example, reducing the number of reserve vehicles,
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epot hiring to meet peak demand, and pooling general
purpose vehicles.

Regularly reviewing replacement policy with the ohiject of
ectablishing the correct balance between maintenance costs
and replacement costs. This involves determining the
economic lives of each vehicle group.

Reviewing fuel control with the objective of identifying
rogue vehicles and to reduce pilfering.

Introduce better purchasing policies with the object of
obtaining vehicles at the lowest overall costs (e.g.
puwrchase 10 batches, avoid over-detailed specifications).

Introduce controls on the use of vehicles to avoid illegiti-
mate use.

Introduce controls on maintenance coste and the cost of
Epares. For example, the scheduled vicsits to workshops for
services should be monitored to establish maintenance
freguency.

(@) Introduce effective management controls over
mainternance carried out by driverse on their
vehicles.

In view of the financial responsibility given to
drivers when they are allocated vehicles, the
MOH will review critically, on a periodic basis,
the performance of individual drivers, not only
in terms of driving competence, but vehicle care,
and the fuel consumption of their vehicles.

Control cver other elements of capital such as fixed plant and
equipment, buildings, office equipment, and medical equipment,
showld be intrcduced to ensure that expenditure on these items is
controlled and that adequate resources are allocated for maintenan-

THE COMTIMNUING FLANMING PROCESS

The first and most important task for the implementation of the
National Heslth Flan is to establish a formal, continuing, planning
procesc. This process should permit constant evaluation and re-
evaluation of the conclusions and guidelines of this plan document:
it should tackle the annual task of service planning, and should
incorporate annual budgeting, expenditure reviews, annual manpower
allocations, and the associated cservice targets. Clearly the pro-
cess will involve a management committee at the top levels of the
MOH, but due to the complicated and often detailed nature of the
work, smaller working groups or committees will obvicusly alsc be
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required. The planning unit will have & key role to play, especial-
ly as with regards to coordinating the working groups, and synthesi-
®ing information and recommendations for the main planning commit-
tee. The MOH recognises the cruciality of the establishment of the
planning process, which thus remains a top priority for the cehort
term implementation of the plan. Clearly many of the techniques of
administering & planning process may be unfamiliar to the MOH, and
for this reason some limited and selective technical assicstance may
well be required.

10.2.2

Many af the central themegs of chapters 5 and & are based on the
priority problems discussed in chapter 4, which in turn are derived
largely from hospital-based morbidity and mortality data. It is
fully recognised that there are weaknecsses to hospital-based data,
and also that there ie little district or regional data available,
and for this reaseon, it is intended that further epidemioclogical
swrvey work be carried out i1n the short term. In particular, it is
clearly important to obtain some guantitative indication of regional
variatione in ncidence rates for priority diseases, and &also to
obtain more specific i1nformation on mortality rates for sub-age
groups hetween the ages of O and BS. Ultimately, the Community
Health Scienr=s Unit, to be establiehed in Lilongwe by mid 1986,
will perform the taz)l, of providing the planning process with
selected epidemiclogical information: however, uwntil the CHS5U be-
gins to operate fully, 1t is clesrly necessary to fill some of the
infermation gaps, poseibly with selective sample surveys, during the
early stages cof the plan and to maximise the information fraom the
1984 on mortality and fertility undertaken by NSO.

The third area in which further work is reqguired concerne the
siting and staffing of rural health centres. Chapter 7 tentatively
included & provisional figure for the number that it is intended to
build over the ne:t ten years, However, the requirement rcurrently
used, that 10,000 people should live within an radius of © miles of
a health centres 1s clearly outdsted, given the new objective of
maximum coverage. A criterion based solely upon population is
also unlibely te be of strategic use, because this would mean tooc
dense & networdk of sub-centres in the south, with the opposite in
the rorth. Clearly thi= would not meet the objective of accessibi-
lity, nor would 1t be very efficient. It is therefore intended that
the MOH adopt the =ole criterion of accessibility, either in  terms
of distance or 1n terms of travelling time in order to determine the
siting natiornwide of health centres.

Clearly this will mean that some unites will face higher de-—
mande than othaers. This problem would be addressed by establishing
staffing 1levels for each unit orn the basis of the strength of de-
mand. This would mean that sub-centres in heavily populated areas
would be wizll-staffed, with those in more lightly populated areas
being staffed by smaller numbere.

It ie therefore necescsary for the MOH, very early in the plan
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perind, to carry out the necessary work to establish how many sub-
centres are required, where they are required, what the patient de-
mands will be, and thus what the staffing level should be. This
will invelve firet of all geographical considerations, secondly
population, epidemiological, &and utilisation rate considerations,
and thirdly considerations as to which cadres are required to ad-
dress the particular problems of the area and how many are required:
€.g. in an area where environmental health problems are particularly
serious, there will clearly be a need to provide extra environmental
manpower. Thus, in order to address the cbjective of accessibility,
sub-centres will bke sited on purely geographical criteria, and
staffing levels will be the variable which will be set according to
oemand levels: but in order to carry out these intentions, a consi-
derrable amount of worlhk needs to be done.

The activities descraibed in chaptere S and 6 have particular
implications for the job descriptions of cadres working at almost
&ll levele of the health care delivery system, and there are clearly
turther implications for the training curricula of many cadres.
Cuwrrently, no review of curricula in some of the training institu-
tions has  been undertaslen, but in recognition of the fact that
etudente ghould be fully prepared for the new types of work
cdescribed in chapter 6, <ome changes waill inevitably be required.
Similarly there may be implicaticne of new programmes for the
continued training of esisting staff, One example is the child
SpAIINGg Rrrogramme. Clearly some basic training is required rnot
only +or students but for gualafied staff as well, for the prog-
ramme to spread successfully to all districts.

Mutrition as & fundamental determinant of infant mortality
has been i1dentified as a prime 1ssue. It ho- been targeted also as a
critical actor 1in maternal mortality ano in  premature birth.The
attach on malnutrition will be made on a multisectoral basis. The
Interministerial Committee on NMNutrition will be briefed on the
Naticnal Hexlth Flar in general and on the Nutrition Initiative
(ohiective &) 1n particular. The MCH Section through a senior offi-~-
cer will prepare a critical time frame to carry out the activities
set forth 1n Chapter 6 for Objective 6. Liason will be established
and mairtained by the serior officer with the minictries of Agricul-
ture and Cammurity Services. Field Supervision of this program will
be acccmplished through Regional Health Offices while the CHSU will
be assigned progranm i1mpact assesment., The technical assistance of
the Centre for Social FResesrch will be sought for impact assessment.

A great deal of technical work will also be undertaken during
the early stages of the plan period for example in the area
of Maternal and Child Health Care, including in particular Child
Spacing and Under-Fives programmes. Detaile of this work were given
in particular in section 6.3 of Chapter 6, but the key elements are
as follows., Firet of all, & number of sets of protocols are to be
developed for both prevention and intervention of priority diceases,
for mcthers, infants, and children up until the age of S. Secondly,
the MOH <=hould, as & matter of priority, develop- the S~year
Child Spacing plan: in view of the fact that this is & relative-
1y new programme, little detailed research has been carried out to
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date, and ihere is clearly a need to press forward with implemen-
tation as soon as poseible. Thirdly, in the same context, it is
necessary to review MOH activities with respect to Traditional Rirth
Attendants, particularly in the area of training. Currently, the
MOH offers basic training courses for TEAs but there may be further
potential i1n the area of cooperation with THRA's. As a firzt step,
the MOH should evaluate the possibility of an expanded role for the
TBA, and should review the curriculum for THA training accordingly.
There 15 & great deal of work toc be done in the area of malnut-
rition. The plan has identified malnutrition as a key priority
problem, but toc date information on the type and prevalence of
malnutrition iec fairly sparse, and preventive and curative protocols
are relatively undeveloped.

Finally, further work 1s required on the subject of research
into hospital coste and ways of improving the utilisation of resour-
ces. Chapter 7 referred to some detailed work carried out in early
1935 which identified the key problem areas in cne of the central
hospitals and offered concrete recommendations as to how considerab-
le savings can be achieved. This important theme was also discussed
in  the first section of this chapter, in the context of MOH planc
for aentitutional change. Clearly similar work should be carried
out 1n the other maior cost centres, including the MOH headquarters,
1¥ the potential savings are to be realiced early in the plan pe-
riod. In the same context, there iec clearly also & need to study
hoepital practices concerning e&dmiscions and discharges. In view of
the fact that 1t ie inpatients, especially long-term inpatients, who
abeorb large volumes of respources in the hospitals, there is clearly
a need to evaluste the feasibility and likely impact of some formal
admicssione policy measures. It is likely that patient loads might
be reduced fairly significantly as a result, thus reducing further
the level of hospital costs throughout the country.




