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EXECUTIVE SUMMARY

1

During the past two years, the Ministry of health, with the assista 
nce -from techical specialists and from other government ministries 
and departments, has undertaken a comprehensive review of the health 
sector in Malawi. This document is the National Health Plan _for 
Majl_awi_ __ for 1936-1995^which has resulted" from that review. ft HT 

'"The" result of a systematic planning process in which the plan was 
built through a series of steps. These steps and the corresponding 
chapters of this plan are shown below.

PLANNING STEP

Analysis, of the current situation

Identification of problems and 
constraints

Setting of goals, overall objectives, 
strategies, for the 198&-1995 Plan

Setting of tasks and activities for 
the 19S&-1995 Plan

Resource' implications of the National 
Health Plan over the plan period

Re-organization of the Ministry of 
Health to achieve the Plan 
objectives

Determining the role of the private 
sector in tne 19S6-1995 plan period

Description of the implementation of 
the plan

CHAFTER<S> 

1,2,.: 

4

10

This Health Plan is 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 Plan has been prepared in 
such a way that it creates a better balance in health status between 
regions, age groups, and income groups; increases local participa 
tion; and is based on eliminating dependence on foreign finance for 
recurrent government budget expenditures. The Plan is directed at 
helping achieve the National Health Policy of Malawi: "to raise 
the level of health of all of its people through a sound services 
delivery system capable of promoting health; preventing, reducing, 
and curing disease; protecting life; and fostering general well-



being and increased productivity." The Health Plan recognises the 
progress made in the health sector since Independence, the impor 
tant role played by other government departments and non governmen 
tal organisations such as the Ministry of Local Government and the 
Private Health Association of Malawi.

Chapter 1 describes the country and its general state of develop 
ment. Malawi 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 achievements, Malawi remains one of less developed 
countries. Steady progress in all sectors during 
this Plan period must continue.

Chapter 2 reviews the current population and nealth situation in 
the country. Due to declining death rates resulting from Malawi's 
gains in development, concomitant with stable, high birth rates, 
the population of Malawi is growing rapidly. The current population 
is about 7 million, with over 6 million in non-urban areas. The 
population is likely to double by the year 2007 under moderate 
forecasts. The age structure is young, with over ^6/i under the age 
of 15. Given this age structure and the rapid population growth, 
the dependent population may strain the country's resources, adver— 
sely affect savings, and increase the difficulty in raising per 
capita income.

While overall mortality is decreasing, the mortality in children 
under age five years has remained much higher than in many of 
Malawi's neighbouring countries: about 57X of deaths in Malawi are 
estimated to be in children 0-4 years of age. Infant mortality is 
now estimated to be about 150 deaths per 1OOO live births. While 
urban infant mortality rates have declined significantly, rural 
rates have only minimally declined.

For children under the age of five, five causes account for more 
than one-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 the age of two years. Even though Malawi 
has an adequate food supply'overal 1, 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 Private 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 1906-1995 
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 service's when people are ill, in pain, are afraid, or need 
ipalth advice. As 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 the 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, disability, 
and productivity: in Malawi, at this stage of development, the high 
mortality rate' is the top priority health problem.

Although significant progress has been made to improves coverage, the 
problem of access to health services is greatest in the rural areas 
as compared to urban areas. The problem of unsatisfactory hsalth 
status, as exemplified by high mortality, is greatest in children 
under the age of five in rural areas. 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- also affect the over-five population. These five - respira 
tory diseases, diarrhoeal diseases, nutrition related diseases, 
malaria, and immunisable diseases — plus skin and eye infections, 
are identified as first priority problems for this Plan period. In 
addition, five health conditions - parasitic and helminthic di 
seases, hepatitis, general trauma, venpreal diseases, and selected 
.chronic disease- (including malignant neoplasms and hypertension) - 
are key causes of low health status in the general population (in 
cluding children 0-4 years). These are identified as next priority 
problems for this Plan period.

Chapter 4 identifies a number of constraints that underlie and 
aggravate the health problems and could impede implementation of the 
Heslth Plan. The main constraint in improving access is financial. 
The development budget is 99"'. financed by external sources, but the 
recurrent budget for the Ministry of Health remains relatively 
limited at about K23.7 million in FY 84. PHAM also has a limited 
budget.

Other important constraints are in management, where lack of 
staff experienced in planning, day-to-day management of the delivery- 
system (especially targeted child survival programmes), hospital 
management, and construction monitoring could hinder the progress 
of implementation; in manpower where there are problems in maintai 
ning establishment 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, a heavy workload of cura 
tive activities, and not enough specificity of skills to carry out 
planned and targeted child survival programmes.

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



•for the 1986-1995 plan period. The overall goal for the health 
sector .is the National Health Policy quoted earlier. The 1985-1995 
health goal is "to achieve the overall goal by increasing access to 
modern health care services for the population; improving health 
status, with an emphasisis on survival for children 0-4 years of 
age, through core health services" To achieve the 1936-1995 health 
goal, si>: overall objectives have been set.

Overall Obiectives of the 1906-1995 National Health Plan

1.

3.

4.

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.

6. To improve the 
children as a 
goals.

nutritional status of mothers and young 
basic strategy for achieving the medium term

For each overall objective, a number of strategies are described. 
The e;;p&cte?d outcomes of these OD je?ct i ves in 1995, shaped by the 
•financial constraints, current health and population situation, and 
implementation capability within Halawi, are as follows: a cost— 
efficient h&alth services delivery system with greatly expanded 
peripheral health services at the community and health centre level, 
supported by an improved, but only modestly expanded hospital sec 
tor; a health services delivery system where workers and managers 
s.r e focused on a .limited number of priority diseases, with special 
attention to rural children 0-4 years of age; and a delivery system 
better managed by strengthened central, regional, and district orga 
nisations whose? staff will have been trained in a wide variety of 
management areas through improved training and manpower management 
procedures.

Chapter 6 describes in detail the activities that will 
for each of the tasks listed in Chapter 5.

take place

Chapter 7 describes the resource requirements (facilities,*
wer, and financial) for achieving the objectives of the Heal
The estimates given show that a considerable increase over
It-val of resource.-!* is necessary. Since it is. very unlikely that th'e-''
riOK c£n be? allocated enough money by the Treasury to finance all the
pi£r,r,ed activties, the need for assistance from donors as well as



exploring 
out

means o-F using resources mc|re e-f f' ciently has been spelt

Chapter 8 describes a modi i led organisational structure for the MOH 
which will -^aci 1 itiate the MOH's abiljity to continue making progress 
in the health sector during the plan jaeriod.

Chapter 9 draws detailed attention to the non-ministry service 
providers (PHAM, 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 PHAH, which 
is the major provider o-f services in Malawi after the MOH. PHAM 
received about one-third of its revenues from the MOH. PHAM hospi 
tal facilities account for over one-third of total admissions and 
in-patient days. Among just rural hospitals, PHAM facilities ac- 

half of total admissions and in-patient days. PHAM 
a significant capacity to provide basic and in— 
of many categories of health staff, a capacity from

count for almost 
also exercises 
service training
which the MDH continually benefits.

The need for continued cooperation between the MOH and 
noted, with discussion of some of the areas in which the 
PHAM will attempt to further their cooperation.

PHAM i s 
MOH and

Chapter 10 dc.-Ecribi.'G how the Flan will be implemented. The Chapter 
is divided into two sections: the firet deals with the most urgent 
aspect of the implementation, the organizational changes and impro 
vements necessary to provide the framework for implementation of new 
technical programs. The s&cond section provides the salient features 
of a continuing planning process, a process which will not cease on 
completion of the Plan document, but which will permit constant 
planning evaluation, and re-planning, on the basis of new descus- 
EJons on Chapters 5, 6, and 7.
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CHAPTER 1 : BACKGROUND

1.1 THE .NATION OF MALAWI

Malawi is a landlocked country in 
Equator. It covers an area o-f 1 
estimated population of seven mi 
north by the United Republic of 
southwest by the Republic of Mo: 
Republic of Zambia. Geographies 
Lake Malawi, Africa's third 1 
largest lake. Lake Malawi covers 
about 460 metres above sea level 
the deep Rift Valley.

east central Africa, south of the 
18,500 square kilometres and has an 
11 ion. Malawi is bordered to the 
Tanzania; to the east, south and 
zambique; and to the west by the 
lly, the country is dominated by 
argest and the world's thirteenth
about one-fifth of Malawi; it lies 

and occupies the greater portion of

Malawi as divided into three administrative regions which are very 
different in topography and climate. The Northern Region consists 
largely of high plateaus ranging from about 1,5OO to 2,500 metres. 
The temperature ranges between approximately 15 to 18 degrees 
centigrade. It IE the least densely populated area, with a density 
of 24 people per square kilometre. The Central Region has a popula 
tion density of 60. Along the lake the terrain is rolling and 
grassy, rising to highland plateaus ranging from about 1,000 to 
1,200 metres. The average annual temperature is comparable 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 annual average temper atur e/ i s about 27 C; the highest 
mountain in the country; and the cool, fertile Shire Highlands. 
This region has a density 87.

Variations an rainfall are as striking as variations in topography 
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 climatic variability and generally fertile soil support a wide 
range of tropical and sub-tropical crops. The main food crop is 
maire. Tea, tobacco, cotton and groundnuts are prominent cash crops, 
generally grown on private estates. This estate agriculture ac 
counts for about T/. of Malawi 's GDP and for more than SO'i o-f her 
exports. The Government is committed to the development of smallho 
lder and estate agriculture alike, with the realization that diver 
sified crops 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 
schools, so that linguistic divergence is not a constraint to effec 
tive government. In general the people of Malawi have been succes-
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in welding their desperate ethnic groups into a functioning 
state. Since Independence in 1964, the Malawi Congress Party, under 
the leadership of His Excellency the Life President Ngwasi Dr. H. 
Kamuzu Bands, has guided the country in its efforts towards econo 
mic and social progress.

1.2 GENERAL INDICATORS OF DEVELOPMENT

At the time of Independence, the prospects for development were 
not promising. Malawi 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 and tobacco plantations, -nd the Northern and 
Central Regions lagged far behind the south in most important 
respects. Transportation was extremely limited, particularly in the 
Northern and Central Regions.

The massive efforts o-f the government during the past twenty years 
have resulted in some impressive achievements. The GDP grew at an 
annual average rate of 5.57. between 1967 and 1979, with the rate 
since 1970 averaging 7V.. Per capita income has grown at an annual 
average rate of about 3/1; and the unemployment rate is 5.3/C. 
Malawi has been generally atle to maintain self-sufficiency in food 
production, and even to e:;port food to drought-ridden neighbors. 
The network o-f roads has been ,-adically improved, and virtually all 
parts of the country are accessible most of the year. The establis 
hment of Lilongwe as the country capital in 1975 has helped address 
the imbalance among regions. Along with these economic indicators, 
the government must be credited with important educational gains: 
from 1973 to 1982 the primary school enrollment rate rose? from 52X 
to 70''. and the literacy rate from 18X. to 26%; secondary school 
enrollment has quadrupled since Independence.

Despite these impressive achievements, Malawi with a SDP one of the 
twenty least economically developed countries in the world. Roughly 
90'/. of Malawi ans are farmers. The great majority of these are 
smallholders engaging in zub.si stence farming. Industrial develop 
ment has been sluggish for a number of reasons including lack of 
nuriereil resources, limited access to ports, and shortage of trained 
persomel. Concomi tantl y, urbanisation lags somewhat behind the 
level in comparable East African countries. The economy will 
undoubtedly remain largely agricultural in the foreseeable future.

Biven a large agricultural sector, it is important to recognise that 
most indicators of development are substantially lower in the rural 
areas. Some examples:

Percent of Population

Index
o Literacy rate 
o Mothers with some

education 
o Protected water source

Rural
23

35
25

Urban
45

64
73
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o Households with radio 
o Qualified teachers

Lilongwe
81antyre
Zomba

11

74
57
67

16

89
89
86

Along with the. urban/rural discrepancies as shown, disparities 
continue among regions 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 women in the Northern region is 
about 33X, in the Central region 15%, and in the Southern
region 147..

o The pupil/teacher ratio is 87:1 in the North, 91:1 in the 
Centre, and 76:1 in the South.

o Access to improved water similarly ranges from 84X in 
the North through 7SK in the Centre to 70% in the South.

Within each of the three regions, differences among districts can 
striking, due to colonial circumstances, geography, and varying 
population density.The Government is intensifying its efforts to 
equalise conditions across Malawi through a policy of balanced
development.
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CHAPTER 2 CURRENT POPULATION AND HEALTH SITUATION

2.1 INTRODUCTION

This summary of population and health data is synthesised from various 
source documents including those prepared during the preparation of 
the Nat^~,nal Health Plan.

2.2 DEMOGRAPHY

2.2.1 M2r.tal.itv. and Fertiiitv.

Mortality is high in Malawi, especially among infants and children.
However,
the crude death rate has fallen -from approximately 30 in the
period 1950-1955 to a current estimate of 22. Over the same period,
life expectancy rose front 33 to 43 years.

The official Infant Mortality Rate (IMR) for Malawi is 151 deaths 
•for every 1000 live births. Reports on the survival of children 
indicate that the IMR declined from about 200/1000 in the mid-1960s 
to about 190/1OOO in the early 1970s. These reports also indicate 
that about 150/1000 children died between their first and fifth 
birthdays in the mid-1960s and that this rate had declined to around 
140/1000 by the early 1970s. Hence, about 35% of children died 
during their first five years of life in the mid-1960s and about 33% 
an the early 1970s.

Compared to other east and southern African countries, Malawi's 
infant and child mortality rates are very high. For example, 35"' of 
all children born alive to Malawian women aged 3O-34 in 197O, were 
reported to have died. In neighbouring Zambia and Tansania, the 
proportion dead was reported as only 22"/. and 25% respectively; in 
both Zimbabwe and Botswana 16%. These comparisons suggest the 
urgency of an improved health information system for Malawi and the 
need to isolate the factors which account for high mortality in 
Ma.! swi.

Fertility is high. Based on the 1977 Census, the current 
birth rate is estimated at 54 births per 1000 population. Currently, 
the average number of births per woman during her reproductive years 
(fertility rate) is approximately 7.6. Rural fertility (about 7.6) 
is somewhat higher than urban fertility about <7.2). There are also 
significant regional variations, from 5.8-9.6 in the Central 
Region through 6.8-8.3 in the North, down to 7.1-8.3 in the South.

2.2.2 {jarriaggj. International. Mi2C§iiSDj. §.££•! Urbanisation

Female marriage is almost universal throughout Malawi. Nationally, 
the median age at marriage is 17.4 years, ranging from 16.9 in the 
Southern Region to 13.3 in the Northern Region. The lower fertility
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rax.e in the Northern Region may tie 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, 12% of all 
women aged 30-34 in the South were divorced or separated, compared 
to 57. in the North and 5'/. 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 25X and 33X of enumerated males over age 40 
reported more than one wife.

The levels and trends of international migration can be estimated by 
determining the ratios of males to females. These ratios show a 
gross deficiency of adult males (15-49 year) throughout Malawi from 
1966 to 1970, with some lessening in 1977. These ratios confirm the 
findings of the 1966 census, in which 244,000 males were reported as 
working abroad, as opposed to 22,000 females. Approximately 200,000 
males were reported at work outside Malawi at the time of the 1977 
census.

Between these two censuse 
numerically and proporti 
doubled from about 202 
increased from 5.0"/. to S 
increase is attributed to 
people annualy. Recent d 
urbanisation continues, 
population now living in 
lower than the 15X urban

s, the urban population of Malawi grew both
onately; in absolute numbers, it more than
,000 to 464,083, and proportinately it
.5''. of the total population. Most of the
in-mi grati on of between 14,000 and 13i,000

ata suggest that the trend toward increased
with approximately 12V. of the total

urban areas. This figure is still somewhat
population of East Africa as a whole.

2.2.3 Age Distribution and Child Degendence

Malawi's population IE young. As shown in Table 2.1, 19.EX of the 
population i s under the age of 5, over 47/C is under the age of 15, 
and only 13.IX 45 or older. This distribution is characteristic of 
countries in which higher fertility exists for a long psriod of time.

Table 2.1: Demograghic Statistics of Malawi

Population (1985 estimated)
'/. of population urban (19S5 estimated):
Crude Birth Rate (19S2-19S5, estimated):

Crude Death Rste (1982-1935, estimated):

Infant Mortality Rate (1982-1985, 
estimated):
7. natural increase (1932-1935, estimated) : 
Total fertility (19S2-19S5, estimated): 
Life expectancy (19S2-1985, estimated):

Population distribution (1985 estimate):

Age Total '/. of Total

7.058 million 
11.97.
54 per 1000 
populati on 
21.8 per 1000 
populati on 
151 per 1000 
population 
3.27. 
7.8
41.1 (males) 
44.6 (females)

Cumulative 
Percentage



0-1 year
1-4 years
5-14 years
15-44 years
45 or more

317,646
1,104,754
1 , 940 , 900
2 , 326 , 700

S6S , 900

4.5
15.0
27.4
40.0
13.1

4.5.
19.5
46.9
86.9
100.0

Source National Statistics Office

Along with this age distribution, Malawi is burdened with an 
unfavourable child dependency ratio (i.e., population ratio of 
children under 15 years to adults in the economically productive age 
group, 15 - 64 years). For every 100 adults there are 95 dependent 
children. By contrast, most Western nations typically have two or 
three adults in the economically productive ages for each dependent 
child. By the year 2,000, if current trends continue in Malawi, for 
every 100 adults there will be 101 dependent children.

2.2.4 E<?E.k<Is!ii9Q

The population of Malawi is estimated at about 7 million people in 
1985. Given current fertility and moderate decline in mortaMty, 
the population could double by 2,000 given a moderate decline in 
both mortality and fertility levels, the population in 2000 will be 
between 11.6 and 11.7 million. Based on these projections, it can 
be assumed that with stable fertility, the target population for 
maternal and child health services (women aged 15-49 years and 
children under 5 years of age) will grow from the current (1985) 3.0
million persons to nearly 5 million by 
fertility, this target population will s^ill

2,OOO, 
be 4.5

with declining 
million.

Reduction in the mortality rate without a corresponding reduction in 
fertility will increase the already high annual population growth 
rate to 3.7% by the end of the century. Such an annual rate of 
increase would defeat any effort at. increasing the standard of 
living of the general population.

2. 3 HEALTH STATUS

.3.1 Age — and Disease— §geci.fi_c

There exists no official requirement in Malawi for the reporting of 
births and deaths. Government and non-government facilities in 
Malawi regularly report the causes of death among in-patients to the 
central statistical office of the MOH. Impatient, facility-based 
vital statistics are inherently limited and must be used cautiously 
in making inferences about the health of the general population. 
This is especially 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 disease 
conditions are less likely to be reported than others. However, as 
long as these limitations are kept in mind, this information does
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provide some indication of health status and trends.

Since the vital statistics system does not report deaths completely, 
the age and cause-specific death rates are uncertain. 
It is possible to estimate percentages of all deaths for children 
under age five. This age group, about 20% of the population, 
accounts for at least 57% of all deaths in Malawi. This age group 
is clearly at highest risk of death in Malawi.

Data regarding age-specific mortality within the O-5 age group are 
limited at present. The data that are available strongly suggest 
that about one-fcurth of 0-5 mortality occurs in the first month of 
life, another jne-fourth or more between the second and twelfth 
months, and the remaining one-half in the first through fourth year 
of life. Regional analysis indicates that rural infant mortality is 
twice urban infant mortality. Since nearly 90X Of the population is 
rural, this means that over 95% of all infant deaths are in the 
rural areas. If this ratio hold true for rural children aged 1—4, 
then rural children under five years of age accounts for more than 
50% of total mortality in Malawi. For children under age five, 
data a-e uncertain regarding regional variations in mortality.

It is uncertain how the age of the mother at first 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 
15-19 age group and mothers having children less than two years 
apart have much higher child mortality rates.

Using in-ps.tient data, the cause-specific mortality for the high 
priority 0-4 age group is shown in Table 2.2.

Table 2.2 : The Ten Leading Causes of Death in Children
0-4 yearj. 1983^ from 6028 Reo.orted Hospital

Disease Total Reported %

1.
2.
3.
4.
5.
6.
7.
8.
9.
10

Msasl es
Pneumoni a
Nutritional deficiency
Mal ari a
Anaemi a
Diarrhoeal diseases
Tetanus
Disease of Nervous system-
Accidents and Injuries
T.B.

Deaths

975
7B6
673
611
549
504
256
96
89
28

Deaths

16.2
1 3 . 0
11.2
10. 1
9.1
8.4
4.2
1.6
1.5
0.5

Deaths

Accumul at ion
Percentage

16.2
29.2
4O.4
50.5
59.6
68.0
72.2
73.8
75.3
75.8



Table 2.3 : Jhe Ten kgadkia Causes si Bgafch in Jhose 
than 4 in 1983 from 3534 Reegrted HosD.ita.1 Bgaths

Di sease

1. Pneumonia
2. T.B.
3. Accidents
4. Malaria
5. Anaemia
6. Diseases of
7. Nutritional

Total Reported
Death*

273
; 2,^8

222
208
206

nervous system 2O4
deficiency 114

8. Compl i cations of pregnancy 111
9. Measles
1O Diarrhoeal

83
diseases 78

7.
^Deaths

7.7
7.6
6.3
5.9
5.8
5.8
3.2
3.1
2.4
2.2

Accumulation
Percentage

7.7
15.3
21.6
27.5
33.3
39.1
42.3
45.4
47.8
50.0

Table 4.3 : The Ten Most Freguent Causes of Outpatient Visits for 
Age O-4 in i?82 from 4..B £QiiIiDQ~yisitg

Di

1
2
3
4
5
6
7
8
9
1O

sease

. Malaria

. Respiratory infections

. Diarrhoeal diseases

. Inflammatory diseases of the e

. Skin diseases

. Abdominal Si GI symptoms

. Trauma !< Accidents

. Measles

. Nutrition deficiency disease

. Hookworms & other helminthiasi

Percentage 
of Total

35.6
19.8
8.7

ye 7.9
5.6
5.2
3.1
2.3
2.2

s 1.6

Accumulative 
Percentage

35.6
55.4
64.1
72.0
77.6
82,8
85.9
SB. 2
90.4
92.0

Table 4-4 :J.he Ten Most Freguent Causes of Outgatlent Visits for 
£lSg 2y.gC 1 years in 1983 from 7..S million vj—a.— ————— — i. ————— —— ————— ————— . ——— „ ————— .__ ———————

Di sease

1.
2.
3.
4.
5.
6.
7.
8.
9.

10.

Ma 1 aria
Respiratory infections
Abdominal & SI complaints
Traumatic conditions
Skin diseases
Eye diseases
Diarrhoeal diseases
Venereal diseases
Diseases of limbs and joints
Dental diseases

Percentage 
of Total

26.8
15.8
8.0
5.7
5.0
4.7
4.6
4.2
4.0
2.5

Accumulative 
Percentage

26.8
42.6
50.6
56.3
61.3
66.0
70.6
74.8
78.8
81.3

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% 
oi deaths in in-pationts 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, and diarrhoea are very important causes of death in 
children under age one month. Such deaths consistitute one-forth of 
tinder-five deaths. For children one month to one year, pneumonia, 
diarrhoea, under-nutrition, and malaria are likely to be most 
important, with measles 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 O-4 years of age make up about 20% of the 
population; estimated deaths among this group account for 
57% oi all deaths in Malawi.

o Estimated deaths among children 0-4 years of age from six 
leading causes account for more than 35% of all deaths in 
Malawl.

o Five conditions - nutritional deficiency, pneumonia, 
malaria, measles, and diarrhoeal disease - account for at 
least one-third of all deaths in the country and are 
either mostly preventable or treatable using a primary 
health care approach.

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

Table 2.L. shows that ten reported causes of death account for 50% 
of mortality in in-patients aged five and over. With the exception 
of "diseases 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 immunisations, improvement of nutrition, and early detection and 
treatment in respect of diarrhoeal, and pregnancy disorders.

2.3.2 Morbidity.

Morbidity statistics in Malawi are drawn almost exclusively from out 
patient facility reports (see tables 2.4 and 2.5). They have the 
same limitations as mortality statistics when extended to the total 
population. Used with caution, they provide an indication of morbi 
dity status and trends. Based on these statistics, the leading 
causes of morbidity in Malawi parallel to the leading causes of 
death. Out-patient statistics suggest that the leading causes of 
morbidity are: malaria, respiratory diseases (including tubercu-
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losis), diarrhoeal diseases, skin diseases, inflammatory eye 
diseases, general trauma, venereal diseases, hookworm and other 
helminths, dental diseases, and other combined childhood infections. 
Schistosomiasis and leprosy, while not among the ten leading causes 
of morbidity, reported by outpatient centres are significant public 
health problems in Malawi.

Among children 0-4 years, malaria accounts for 307., tuberculosis for 
21 '/., and gastro-i ntest i nal problems for 17 7. of out-patients seen 
in 1979. Lye diseases <9.27.) are more significant than in 
adults, and schi stosomi asis (157.0 has significance as a morbidity 
cause in children. A household survey- conducted in 1974 found 647. 
of rural children 0-5 unwell on the day of the 
this burden of illness in the growth, 
Malawi 's children.

survey, 
development, and

demonstrating 
well-being of

F'rom the.- morbidity data 
tc.nt conclusions:

presented here one can draw several impor—

len leading causes of morbidity account for 007. - 90V. 
of all out-patient visits.

Childr&n aged 0-4 years accounts for 407. of 
There utilisation rate is thus twice that 
popi.i 1 ati on.

all
for

visits, 
general

The- first five diseases (malaria,
cli or rho&al diseatc-s, diseases of
of the si.in; account for about
visite for children aged 0-4 years.

respiratory diseases, 
the eye, and diseases 
737. of all recorded

While large 
i mmuni 2 ed , 407.

portions of the child population are 
are unprotected from one or more of the

major, preventable childhood diseases.

2.0.3 A Closer Lpgh at jGJEQCtant Diseases i_n Mal_awi

C-alSClsjL the leading cause; of out-patient treated morbidity, is 
highly prevalent in all age groups and in every part of the country 
except at the highest altitudes. In 197B, WHO conducted malari- 
metric surveys of 369 people in four localities - one at Rumphi, 
two at l.aronga (both Northern Region) and one at Sucoma (Southern 
Region). The crude parasite rate* varies from 267. to 507., about 
7^. of all positive smears being accounted for by PI as/nodi urn Falci- 
parum. The most common vectors in the localities surveyed were 
Anopheles gambiae and Anopheles funuEtus, the most commonly seen 
African vectors. It was confirmed that both species are suscep't 
to DOT. Most recently (July - December 1984), over' SC^Vef" 
parasite in two sample districts showed some chloroquine resist'

* The number of positive slides per 100 individuals surveyed.
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Diarrhoea is an endemic problem in Malawi with high rates of 
mortality (ranked 5) and morbidity (ranked 3) in young children (O- 
4). Diarrhoea also causes significant problems in older children 
and adults (within the top ten leading causes of morbidity and 
mortality). Diarrhoea has a seasonal variation, with peaks 
occur ing 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 disease, 
meningitis and other infectious diseases. Any infection may cause 
diarrhoea, especially in children. Repeated episodes of diarrhoea 
or starvation therapy for treatment are recognised causes 
of malnutrition. On the other hand, undernutri tion determines the 
capacity of children to survive in the presence of diarrhoeal.

Cholera was first seen in Malawi in 1973 and since then has been a 
consistent health problem, particulary in the Southern Region. Since 
1974, the number of cases of cholera and the number of deaths from 
cholera has declined, possibly because of the control programme 
which consists of environmental control, surveillance, and health 
education.

The incidence of diarrhoea and cholera is related to the availability 
of safe water and proper sanitation and waste disposal. Given 
current fertility and 5 moderate decline in mortality the population 
could double by 2000. Water-borne sewerage sytems are available 
only to a very small proportion of the populations of the cities of 
Zouba, Blantyre, and Lilongwe. Nearly 277. of urban popuJation? use 
septic tanks and E3V. use pit latrines for excreta disposal. Similar 
dsta is not available for the rural population.

In 1979, ffiE3Si.es. acccounted for 27. of total reported morbidity for 
all ages and 3.6M for children aged 4 years and under. Measles is 
usually under-reported because mothers tend not to seek assistance. 
In 1975, 24V. of measles cases admitted to hospitals 
were children under 1 year of age, 53'/. in the age group 1-4 years, 
and 23"/. in those agrd 5 and over. In 1977, of 20,517 reported 
in-patient cases there were 1,547 deaths (7.5%); in 1978, 2,171 
deaths (9.4V.) of 23,048 inpatient cases; and in 1979, 1,521 deaths 
(10.5"/.> of 14,527 inpatient cases. Since 1979 immunisation against 
measles- has become an integral part of MCH Services, and field 
impressions indicate that the nuber of cases seen in hospitals, and 
health centres is decreasing.

§Ebi§£.gsgrr!ias:i.s accounts for only 27. of total morbidity of all ages, 
and 1 . "57. for children age 4 years and under. However, this is a more 
serious health problem than the data - suggest. It was believed 
earlier that it was not a problem outside irrigated areas where 
schi stosomi asi s 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 42V. were infested with S. Mansoni on arrival; 35V. had S. 
Haematobium. Similary, a survey of Standard 1 pupils from 12 primary
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schools around Lilongwe (not an irrigated area) showed that 50% had 
S. Mansoni and 15'/. had S. Haematobium.

The pattern of the morbidity and mortality of infectious 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. Anklyostomiasis (hookworm) 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 
Northern Region, there were 232 attendances for every 100 people, in 
the South 209 and in the Centre 147. It is difficult to determine to 
what extent this difference reflects a higher morbidity rate as 
opposed to the higher standards of education in the North and thus a 
greater tendency to make use of facilities, or to better outreach. 
in terms of specific diagnoses, the only marked regional difference 
in 1978 and 1979 were that the incidence of respiratory diseases, 

berculosis, was about twice as high in the North andng
that the Central Region had fewer cases of gastro-intestinal and 
diarrheal diseases. No epi demicl ogical investigations into the 
environmental determinants, of morbidity bave been carried out. For 
in-patients, a higher admission rate for all ten leading causes of 
morbidity seen in the Northern Region in both years.

2.3.4 Child Nutrition
______M.«WB_»«M — _ ___ .~. . j

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

While there may be adequate production of food in national terms, 
problems facing individual families can counteract this 
advantage. Surveys have shown that pre-harvest shortages are 
frequent. Non-seasonal factors leading to lack of adequate breast 
feeding supplements and poor intra-f ami 1 i al food distribution in 
some families need further investigation.

Clinic records and surveys such as the 19S1 National Sample Survey 
of Agriculture ^NSbA) show that between 25X and 60V. of children 
under the age of five are below the correct weight for their age, 
depending on time of the year" and location.

Most of the children in this category are underweight because of 
their lack of weight due to previous episodes of undernutri tion 
combined with illness. While they are now 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 
normally. The N5SA data shows that about 65"/. of Malawi an children 
are so stunted, but there may be need of downward readjustment of 
this figure by a few percentage points in the light of further
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statistical analysis of the figures.

Remaining children who are underweight far thc-ir" ago, aro GO bc-causc 
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 NSSft data suggest 
that these number up to 20K of children, depending on time of year 

'..location. :

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

In the light of the above, a locally-produced infant weaning and 
child — rearing food composed of a mixture of maize, beans and 
groundnuts is on sale and is also being distributed to nutrition 
rehabilitation clinics and health centres as pai-t of WFP assistance.

While there may be some impact by increasing the availability of 
such foods, and of providing, preparing and giving food in general, 
problems faced by some families may prevent them from making 
maximum use of such advic&. It is there-fare- -felt that reduction of 
the impact of dice-ase (especially those-, pri on ty di sc.-.:-i?o£ that are 
the focus of the plan) will be important in ensuring the continued 
growth o-j those with inadequate food intale.

ThE' Mcil awi approach to Primary Health Core focuses.-. on
the problem by emphasising the growth monitoring of all children,'
the detection of families who have problems in caring for their
priori ty 
feeding. 
1eaders 
approach

diseases, and the provision of appropriate education on
In addition, .discussions will be held with community

on how btsEt to overcome the problem uncovered. As the
is multisectoral the various sectors can also contribute

their advice and action on these problems.

2.3.5 M&ternsl Nytri.ti.Dn

Very little is Known about maternal nutrition in Malawi. UNICEF 
reports "anaemia" to effect 15V. to 25X of pregnant women. Poor 
maternal nutrition ic a factor in low birth weight, which in turn 
is strongly associated with increased peri-natal and infant 
mortality. Poor maternal nutrition probably is a factor in maternal 
infections and a contributing factor to Malawi's high maternal 
death, some evidence of which is seen in Table 2.3.
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CHAPTER 3:. THE HEALTH SECTOR IN MALAWI IQDAY

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 
organisational and administrative framework, the services and prog 
rammes offered, the systems that support service delivery, the 
resources that are? available: and the many achievements that have 
taken place to date.

3.2 PREVIOUS DEVELOPMENTS AND PLANNING ACTIVITIES 

3.2.1 The First Years of Independence.

Under the first 5-yesr plan, from 1965-1969, resources were 
devoted primarily to curative services, with the emphasis on con 
struction of 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 Nursing, E-ilantyre: and 
the- training of Registered midwives, which began in 1970. As the
D-ye «-,r pi an was implemented, it became clear
endeavours could net alone achieve the desired 
health status. Thus, in 1971, the government requested 
from WHC in drawing up a plan to improve the impact 
services in the country. In 1974, this plan 
ted by government and became the official framework 
devel opcient.

that these
impact on
assistance
of health

was adop-
for health

3.2.2 The 1973-19BB Health Plan

Ths priorities established under this plan included: 

o the reorganisation of the MDH 

o the development of basic health services 

o the control of communicable diseases

o the improvement and extension of existing hospitals, con 
struction of new hospitals, and creation of a training 
school for paramedicals

o manpower development.

Shortly after approval of the 15-year plan, a "mini-pian" 
was designed to strengthen maternal and child health c.-are services, 
specifically with the following objectives:



o increase immunisation coverage to 907. of children under 5

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

o promote -family life education.

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

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

D considerable reduction, by 199O, of mortality and morbidi 
ty from malaria, diarrhoea! diseases, schistosomiasis, and 
tuberculosis:

D improvement in the provision of safe water supply and 
sanitation by increasing the coverge of the urban water 
system, assisting the rural population to dig boreholes and 
protected wells, providing more urban water-borne sewage 
systems, promotir.o sanitation through health education and 
trr.nni csl advice, and offering advice for construction of 
tstter housing: -

D promotion of nutrition by integrating nutritional activi 
ties into family services and by introducing relevant tech- 

is improvement of maternal and child health by providing 
adequate antenatal and postnatal care to ell pregnant women, 
reducing mortality and morbidity among pregnant women and 
children, and increasing vaccination coverage against meas 
les, pclic, diptheria, pertussis, tetanus anrJ tuberculosis.

Since 1973, as an addition to the existing plan, the gover 
nment has endorsed the concept of primary health care (PHC) as the 
bcisis for the strategy to achieve "Health for all by the year 2000".

Primarily, the PHC approach aims to improve health by impro- 
ving the effectiveness and efficiency of existing services and 
programmes through community involvement. However, in order to have 
maximum impact on health status, PHC activities in Malawi focus on 
four priority 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 corperatior,.

The 1973-1988 Plan is being revised because of a recognition 
of delivering and developing health services
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The 1932 Plan for Primary Health Care.

In 1931 the MDH initiated a p'ilot programme to train thirty 
Primary Health Workers (PHW's) in three districts. Evaluation a 
year later showed that if the programme were expanded to cover the 
entire country, the MDH would not be able to afford to pay the 
PHW's. Difficulties in supervision and support were also identi 
fied, largely attributable to insufficient orientation of area-level 

"Jiers and of the communities in which the PHW's were working.

on this evaluation, a modified' plan was developc?d and 
1/81! document, "Plan of Work -for the Primary Health 
in Malawi." The key feature/ of this pltin was the 

of volunteer Village Health Workers (VHW's) for pa.id 
was to introduce greater flexibility with regard to 

vi 11 agp health worlcrs or volunteers who might perform service's -for 
the community for support of PHC.

Based 
set out in a 
Care Process 
substituti on 
PHW' s. This

The? plan strr- c sect the- importance.1 o-f rominum t:y o" i r-ntnl ion 
and participation, the training of support staff, and multisecLoral 
collaboration. Each VHC, with the assistance of the area PHC team, 
identifies health priorities within its community, and then decides 
which problem:; it can tad le alone, and which nppd to be- deal I: with 
by individuals with training in special skills.

The plan also proposed to add three districts a year until 
1990, by which time the? entire? country wisi'ld bo covered, and since 
1932 great efforts have beer: m<-de to orient, people at all IcveJs to 
the PHC approach. This has included training sessions for health 
sl.af f , for tutors from training institutions, and for othi?r staff 
from other Ministries ---it national ar,d r c r|i oned 1 t.-vc I E and indivi 
duals from the nine districts in which PHC activities havu HO far 
commenced.

3.3 POLICIES, STRATEGIES, AND PLANS

3.3.1 Current Health Policy

The ovrall MOH policy is to raise the level of health of all 
Malawians through a sound services delivery system which will pro 
mote health by preventing, reducing, curing disease, by protecting 
life, and by fostering general well-being and increased produc 
tivity. Tnis is to be fulfilled by adopting PHC as the major philo 
sophical underpinning of the health services delivery system: by 
maintaining hospital services as an integral part of the total 
system: by promoting the concept and practice of child spacing: b/ 
encouraging coordination among all partners in the health sector: 
and by assisting non-governmental organisations involved directly or 
indirectly with the health sector in ways consistent: with MDH goals 
and objectives.

3.3.2 Strategies to Effect Health Policy

Since 1930, these policies have been implemented 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 
Health Centre for every 50,000 people, a health sub-centre 
for 10,OOO and a health post for 2,000 as well as health 
services at the community level to be provided by PHWs

o the strengthening 
education

and expansion of MCH services and health

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

a the strengthen!ng 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 diseases

G the training of health personnel at all levels and the 
orientation of health manpower to meet the needs of the 
rommunitites in which they work. Unfortunately, the train 
ing of adquate and appropriate personnel has lagged behind 
because of inadequate facilities and changing trends in 
health delivery.

"..3.. 3 The Private Hospitals Association of Malawi

The second-most important provider of health care is the Pri 
vate I \a<-.\- 1 tftl E. Association of Malawi, PHAM: this group is made up of 
missionary groups which run hospitals and clinics. PHAM was 
organised in 196? and now represents fifteen Catholic and Protestant 
denominations. Its executive offices are situated in the MOH head- 
quart err,, 3 n order to foster close cooperation and collaboration with 
the MOH. PHAM does not have its own health policy but operates 
within the framework of the Government health policies. PHAM'5 
major objectives:

o to improve end expand health carp facilities through
xnterdsnomi nati onal cooperati on

G to cooperate with and complement government health agen 
cies

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

o to provide? medical and health services.

PHAM' s strategies and activities have been 
oriented to hospital-based care, although PHAM has recentl 
expanding its efforts in clinic-based and outreach care. ''{f' 
following MOH policies and strategies toward PHC.

PHAM is financed from three sources, government, fees for



services, and donations, each of which contribute roughly equal 
proportions, but since PHAM units are independently financed, some 
are relatively well off, while others have financial problems.

3.4 ORGANISATION 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 quality of that care through monitoring and evaluation. 
Details; of current organi sati on its problems, ways of monitoring 
and evaluating to increase efficiency are given in Chapter B. Day-to 
day decision-making in the MOH tends to be centralised. Although 
health services 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 services <nut- 
ration, EPI, diarrhoea, etc.) and other special programmes such as 
leprosy and bilharsia control.

Other government departments involved in the health sector 
include, for example, the Department of Personnel, Management and 
Training, in the Office of the President and Cabinet (OPC), which is 
responsible for both policy and administration of internal and 
external staff training. The OPC provides the chairmanship for the 
national coordinating committee on preventive health services, nut 
rition activities, and integration of health education, established 
in 1969, which coordinates the policy and -Financial aspects of the 
Bureau of Health services in the MOH. In addition to using exten 
sion staff to bring about improvements in family nutrition, child 
care, and hygiene, the government has been including health infras 
tructure in its rural development schemes.

3.4.2 The Private Hospital Association of Malawi <PHAM)

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

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

PHAM facilities manage themselves though with,some guidance 
from 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 PHAM facilities.

PHAM facilities are integrated with MOH health services 
from the perspective of management and administration, 
and MOH supervisory staff do undertake supervisory visits to 
PHAM facilities. The frequency of visits appear to be infrequent 
and the quality, of supervision uneven.

3.4.3 Other Service Providers.

Local Government and other agencies such as the Army, Po 
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 practitioners, traditional healers and birth atten 
dants (TBAs) do not have any strong national organisations. 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 urban areas, of whom about 400 belong to the 
herbalists association. There are also more than 5,OOO TBAs in 
Malawi, of whom about 600 had been trained as of July 1985. It is 
planned to train another BOO within the next four years. With the 
exception of the trained TBAs, none of these practitioners have 
formal links with the MQri health system. There i s- a growing neec' for 
the formal health care system to work more closely with this tradi 
tional health sector, in view of the limited resources fundable 
through government.

3.5 CURRENT SERVICES AND PROGRAMMES 

3.5.1 The Ministry of Health

The MDH offers a wide variety af services to the public. 
Expansion of the range of services has been 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 
tions between services at various levels of the system. In Chapter 
B, organi sational issues are covered.
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The services of the MDH are currently provided at five 
levels within the context of PHC

D community 

;.-p. ,, health centres and rural hospitals
a,.*) v " * '

district hospitals 

central hospitals 

special hospitals.

Services at the community level include outreach activities 
conducted through mobile clinics 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 cut-reach activities include health 
education, discussions regarding environmental sanitation, informa 
tion about treatment of diarrhoeal diseases. Immunisations, pre 
natal and postnatal care: under fives services such as weighing'-am^ 
screening. Postnatal services are limited. With the introduction 
of Child Spacing, postnatal services vail be expanded at all health 
facilities. Children's weights and immunisation records are reco 
rded on "Road to Health Charts" which are retained by mothers and 
monitored at the clinics. In addition, modest curative care is 
offered, but these services are limited by the fact that few of the 
workers at the community level have clinical training. Children 
in need of curative treatment are generally referred to a fixed 
facility.

Health centres and rural hospitals offer similar services, 
except that rural hospitals were originally established 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 nutrition clinics atten 
ded by children who have been identified as underweight at under- 
fives clinics. Nutrition clinics offer nutrition education, food 
preparation demonstrations, and free food supplements.

are the referral centres for health cen- 
local town populations. They offer outpa-

District hospital 
tres, and also serve the 
tient and inpatient services, including maternity, paediatric, adult 
female, adult male, and 
disease patients. They 
services, both medical (e 
dry;. In addition, all 
tres and through outreac 
hospitals.

often irQlation facilities for communicable
also provide all the necessary support

g. laboratory) and non-medical (e.g. laun-
preventive services offered at health cen-

h activities are also offered at district
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Central hospitals act as the district hospitals for their 
own districts. They are distinguished from ordinary district hospi 
tals 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 -services, and inpatient care for leprosy and tubercu 
losis cases. A summary of health facilities is shown in Table 3.1.

The MDH has often recognised the need to strengthen a 
particular aspect of its services, in response to which it has 
initiated special programmes to develop, organise, and oversee the 
effort to change or improve health care. Some programmes are on 
going, other are intended to last only until the changes are fully 
institutionalised and integrated into the regular health service 
delivery system. Still other efforts 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 Child Spacing

o Combatting Childhood Communicable Disease (CCCD)

o Expanded Programme of Immunisation (EF'I)

o En 1 ham a 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 health services of the MOH. 
Child spacing services are very recent, but will undoubtly become 
even more important in the future. Currently they are available at 
all the district hospitals and the two central hospitals. Prepara 
tions are now underway to extend services and to expand the range of 
services available.

The CCCD programme was initiated in 19B3. It focuses 
upon the problem of reducing child mortality and child morbidity 
especially in the areas of diarrhoea and malaria. Its key elements 
are as follows:

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

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

o the expansion of the EPI programme (discussed below).

The EPI 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 5 
years of age began. The programme currently offers full courses of 
measles, DPT, polio, and BCB vaccines to children under 5 years. 
Good coverage rates have been achieved among target groups. The 
programme's current emphasis is on improving these rates.

The Bilharzia control programme was initiated in 1981, and 
concentrates on selected large rural population. Earlier activities 
which centred around irrigation schemes throughout the country, 
People 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 bilharsia and to determine the optional 
length of time for treatment regimens, and to train existing health 
staff in schistosomiasis control technology.

The leprosy control programme began in 1964 as a mobile 
service concentrating on the southern region. Its main objective 
was the reduction of the incidence of leprosy to a level at which 
static clinics could care for all those afflicted. The programme 
was privately operated (by LEPRA) until 1975 when it was 
to the MOH. In 1973, LEPRA to established a nationwide mobile 
treatment network, which was completed in 1978 with the help of 
other private groups.

The existing tuberculosis control programme was launched in 
19&4. It puts emphasis upon case finding, treatment, and immunisa 
tion. It is centrally organised and administered by a medical 
officer and a health inspector. At the regional level, Regional 
TB officers are in charge of the programme, while at the district 
level, health assistants function as tuberculosis officers. The 
programme stresses health education activities. BCB is given as 
part of the EPI programme. District hospitals serve as in-patient 
units and out patient review centres, and health centres provide out 
patient treatment. One maj^r concern is the follow-up of defaulters: 
this will need to be addresst-cJ in the coming years as the programme 
is strengthened.

The enviromental health programme is an on-going joint 
effort between 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 Mater testing, food 
inspection, public education, and encouraging the construction of 
pit latrines and proper waste disposal. Although the provision of 
water has proceeded at a fast rate, the sanitation aspects have 
lagged behind because they were started only about 3 years ago.

Other ,MOH activities are "programme-like" but are not offi 
cially designated as programmes. Primary Health Care and Health 
Education fall into this categroy, and have been afforded a special 
and significant emphasis by the MOH. PHC is viewed as a multisecto 
ral approach to health care delivery and is sponsored through a 
coordinating body referred to as the PHC core group, 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 a Malawi-specific PHC approach to health services 
delivery at the peripheral level. PHC is currently being implemented 
in nine districts. Its current activities are based on several 
years of work in community-based services.

Health education occupies a special status within the 
MOH. It is promoted through, or associated with, many of the speci 
fic services of the health system. In an effort to coordinate the 
health education activities of the MOH, a special office for health 
education was established. So far, curative and preventive measures 
taken to reduces or eliminate the priority health problems have 
yielded only modest results, partly due to inadequate participation 
of individuals, families and communities. Among other causes, it 
is believed that inadequate information and education is an 
essential factor.

Efforts have been and continue to be made by many individuals, 
services and organisations to bridge this information and knowledge 
gap but so far these efforts have not been as effective as desired 
becauss of the following:

- inadequate mastery of the skills and techniques of information 
and education for health by a majority of those involved;

- inadequate 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 qualified health educators at different levels to the 
tasks of organising promoting and directing health education 
programmes and activities to reach the target population;

- 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, economic, 
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 .status 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. 6)

3.5.2 The Private Hospital Association of Malawi (PHAM)

PHAM operates 20 hospitals,39 primary health centres and B5 
other health units, making & considerable contribution to the health 
sector in Malawi. PHAM hospitals account for just over one-third of 
all admissions and in-patient days: PHAM rural hospitals provide 
about half of all admissions and inpatient days, but PHAM facilities 
see less than 145i of total out-patient first attendances. PHAM 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 Primary Health Care.

The range of specific services offered by PHAM is similar to 
that of the MOH: full curative services are offered at most PHAM 
facilities, and in recent years there have been successful efforts 
to establish some preventive services, usually MCH services, and 
mostly facility based. Most preventive services are free of char 
ge. Sick children presented at under—fives dines are either treated 
or referred to the nearest appropriate health facility,, In addition 
to thcr environmental and maternal health services, child spacing 
advice and assistance is available.

3.5.3 Other service providers

Local government, agencies other than PHAM, and' private 
practitioners, also provide significant health care service to the 
public. Services provided by local government authorities are in 
the form of health centres and focus upon maternity services. Other 
agencies such as the Police, Army, estates, etc, also provide a 
varying range of curative services to selected sub-populations. In 
the case 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 a variable range of mainly curative services, though 
TBAs often provide some preventive services.

3.6 MANAGERIAL PROCESS 

3.6.1 Supporting sections
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Clearly the functions 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 discussed at length in chapter 
8 although some specific activities are also presented in Chapter 6. 
for that reason no analysis of these systems is presented here.

3.6.2 Personnel Information

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

The Department of Personnel, Management, and Training of the 
Office of the President and Cabinet is setting up a computerised 
personnel 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 froiti each Ministry, the MOH will need to improve its own perso 
nnel records system to benefit from the new central system.

The establishment control system in the records office is 
manually controlled and accounts for units only as far down as the 
district hospital level. No details regarding health centres are
recorded.

As for individual records, the source of information is 
the standard Malawi Government record care. Each individual com 
piles his/her own records, and there is no provision for regular, 
methodical updates. The record cards are stored in boxes which are 
not constructed to protect them from damage or loss.

3.6.2' Health information.

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

o Mgrbi.di.ty. and Mortality,

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 required to 
provide morbidity and mortality information monthly: the
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emphasis is on infectious diseases* Non communicable 
diseases aru reported for planning purposes. 
Special ad hoc surveys such as the EPI evaluation studies 
and the Nutrition surveky of the Ministry of Agriculture 
are additional important sources of health information.

The Ministry required monthly statistical reports on ~'H, 
regional, and district activities. The MCH form is fau, ly 
comprehensive in terms of curative care but provides no 
information on the incidence of diarrhoea, tetanus toxoid 
immunisations, or preventive activities. The regional and 
district summary forms include a wide variety of informa 
tion.

fromThese -figures derive from the MCH monthly forms and 
hospital discharge sheets and inpatient censuses.

Adnii.n^Etrriti.Dn nnd Fi

The MDH has a comprehensi ve system of vouchers for use in 
assuring accountability and control of expenses, but this 
system does not generate sufficiently detailed management 
information on a regular basis. However, the planning 
unit has used the voucher system to analyse ways in which 
the MOH might reduce its operating expenditures.

The hOH has a considerable capacity for collecting infor 
mation regarding drugs ana medical supplies. The informa 
tion system of Central Medical Stores (CMS) attempts to 
control inventory, keep track of drug demand, and monitor 
accounts.

Information on supervisory activities will soon be colJec- 
ted in one area. Health Education Sanitation Promotion 
(HESP) has developed and is now testing forms to delineate 
the activities of HSAs. Otherwise supervision informa 
tion is not standardised or tabulated on a regular bc.sis.

S£ 2f

,,-•., The information generated in the categories listed above 
.flows from the reporting unit upwards through the MDH hierarchy,

•,, t usually to the office of the chief statistician at the central 
y.^ ; level. Selected information collected is tabulated and published
-'--' Periodical lY SE an MOH statistical report. Currently the MOH does 

have a data analysis capability to match the need for health
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statistics analysis. The time span from the occurrence of a statis 
tical event to its publication is a minimum of five months.

3.6.4 Supervision

Supervision of field workers is currently the responsibility 
of the DM0 end, others at the district hospital. In most districts, 
it is only from the hospital that transportation is available to 
enable any supervision to take place. Existing guidelines for the 
relationship between supervisor and supervisee do no't clearly define 
the interaction or set targets for the frequency with which any 
worker should be supervised.

Nevertheless, supervision does occur. Either the DM0 or 
ether district level staff visits most health centres at least once 
every 6 weeks, and often more frequently. This supervision is 
apparently useful for improving the supervisees' motivation and 
performance, but no objective data exist to corroborate this impres— 
si en.

Supervision of this district by regional and central person 
nel occurs, but not systematically. From the centre, separate 
lines of authority exist for overseeing the activities of medical, 
nursing, and preventive health workers. In addition, the different 
categorical programmes maintain their own lines of authority. Coor 
dination among these separate supervisory lines is weak. Private 
practitioners, traditional healers, and traditional birth attendants 
practice without MQH supervision, with the exception of trained 
TBA'5. A more detailed discussion of existing supervision is given 
in Chapter 8

3.6.5 Drugs and Supplies

The organi sati on which supplies drugs to the health sector 
is known as Central Medical Stores (CMS). CMS is part of MDH and 
has been receiving a subsidy until April 1984. Since then it has 
been required 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 is a temporary advance from the Treasury. 
Annual turnover was in the region of K3.5m in 1983-S4. Pricing of 
drugs to hospitals is currently fixed at CIF value plus 12. 5"/. to 
cover all operating costs, and to enable CMS to operate on a no-loss, 
no-profit basis.

Overseas manufacturers and suppliers form the largest source 
of supply to CMS: the majority of items are purchased through inter 
national tender. Procurement lead times can range from 
seven to fourteen months for consignments coming by sea, because of
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long tender procedures, 
transport into Malawi.

delays in clearing at seaports, and road

Local manufacturers of pharmaceutical s also participate in 
CMS tenders and are offered a 20'/. price advantage against foreign 
firms as a means of encouraging local production. Unfortunately, 
their contribution so far has been very small.

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

iP.y.§Q£ory. control, and storet.gggin.2

The inventory control systems provides for an inventory 
review once every nine months for each class of product. 
and is the basis 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 cards. There is little or no use of mi mi mum/maximum 
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 control is however 
qui te good.

Drugs and supplies procured from overseas and items manufac 
tured by CMS are stored centrally at the Blantyre facility, though 
new facilities are to be constructed at Mzuzu and Lilongwe.

Drug 21§£2;fely.4 CgES-ElisSIDSj. ISQd distribution

Drugs and medical supplies are assembled and shipped in bulk 
to major health facilities. Repackaging is carried out at the local 
facilities to create packages of quantities suitable for distribu 
tion to the public. The stages of the distribution system are as 
f cl 1 OWE:

o Each government hospital IE given an allocation by the MOH 
to purchase supplies from CMS for its own use and that 
of its peripheral units. Usually this allocation is made 
in two instalments within the fiscal year to represent six 
months' requirements. Orders tend to be heavier at the 
beginning of a budget period.

o District hospitals- complete drug requisition forms to 
order different drugs and supplies. The basis for orders 
varies among districts, 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 
uacy of inventory control systems at district hospitals.

3-16



In the event of a stockout. »t 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 next 
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 district 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 requisition request will 
be sent to the peripheral unit is made by the pharmacy assistant. 
Drugs and supplies are then distributed each month, concurrent with 
the distribution of salaries.

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

CMS is currently engaged in the manufacture of certain 
pharmaceutical products at its Blantyre facility. These products 
includes simple liquid medicines for oral and external use, creams, 
ointments, and oral rehydration salts. In addition, small quanti 
ties oV simple preparations are manufactured at pharmacies of the 
general hospital at Zomba, QECH in Blantyre, and KCH in Lilongwe. 
Lack of technology, quality control, pharmacists, and good produc 
tion management, have precluded further expansion of the current 
manufacture capability or manufacture of more advanced products, 
including tablets and sterile preparations.

3.6.6 Training.

The MOH currently has four training schools: 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/Midwi ves. In addition to the MOH training 
schools, there are a number of other institutions training health 
personnel in the country. The university trains SRNs at the 
Kamuzu College of Nursing in Lilongwe and Health Inspectors at the 
Polytechnic in Blantyre. The majority of EN/M training in the 
country is carried out by PHAM at a number of schools attached to 
their hospitals. A summary of the categories trained by the gover 
nment (MDH 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 57.5 
full time teaching staff.
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Curri.cyl.a

Each training institution has a curriculum and other trai 
ning materials which are used as the basis for conducting each 
training course. Their depth and quality vary, with Borne 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 institution 
provides basic training. Each institution has developed its qWn 
curriculum, although a standard examination partly constrains the 
possible divergence from a common training programme. In addition 
to examinations there is need to find ways of evaluating the quality 
of training.

Facilities for a training institution include: training 
equipment, libraries, classrooms, offices, student and staff accomo- 
dations at field sites. The Blantyre School of Nursing has hostel 
ancomodation for 110 students. As intakes increase to 35 per annum, 
by l^B? a further 30 student rooms will be required. In addition, 
the school requires at least three classrooms, a large hall which 
can be used for both large and small groups, more office accomoda- 
tion, and an adequate library, all of which are to be? provided under 
a current ADF financed project.

The medical assistants school at Blantyre shares accomoda- 
tion with the nursing school. Currently, there are 56 students at 
the school, projected to increase within a year to 80. The school 
currently has 26 hostel rooms which house not only the second years 
students but also other students coming for attachments. Thus even 
now, three students are being forced to share a room, and this 
problem will become even more acute with the projected increase. 
Attempts have apparently been made to convert an unused garage into 
student accomodati on , but this project had to be postponed because 
of a lack of funds.

There are currently four staff members teaching, supervising, 
and carrying out all the administrative duties of the school. There 
•is accomodati OR, available for only one staff member and at present 
one of the other members of staff lives near the school. Students 
are therefore totally unsupervised outside normal working hours. 
The school currently has one classroom only, requiring the third- 
year group to borrow a small classroom from the nurses. The single 
practical room on the site is also shared. Again, office accomcda- 
tion is limited to one single room plus a second office shared with 
the nursing staff.

The Zomba school of nursing also has difficulties with 
hostel accomodstion and office space. There is a maximum student 
hostel capacity of 7O students, to accomodate the general nursing
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students, the midwifery students, and those on psychiatric training, 
as 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 MDH is aiming for greatly increased 
intakes at the school, current accomodation simply will not suffice.

'*• 't '• In comparison, the Lilongwe School for Health Sciences ap- 
pea'r.-well endowed, although there is still pressure at the school 
fto accomodate the full time students and provide rooms for those 
participating in refresher courses.

Similarly the Kamusu College of Nursing certainly has much 
better facilities than its counterpart in EU an tyre. Student accomo 
dation is adequate, with 204 rooms. However, office space is short, 
and the school is using 16 bedrooms and one whole classroom for 
office and storage space.

Finally, there is the question of accomodation at the perip 
heral units. Available housing exists in insufficient number to 
house staff; the lack of suitable housing is quoted by staff as one 
of the major factors in the reluctance of staff to work in the rural 
areas. According to a recent survey, the MDH currently provides an 
average of two staff houses per existing peripheral unit, although 
the distribution is not even. Clearly this situation means, that at 
most peripheral units, accomodations for visiting trainees do not 
e::i st.

Z.7 RESOURCES 

3. 7. 1 Manpower

The types and numbers of personnel currently working in the 
MOH service deprived in part from the? various uncoordinated programs 
which ejiisted prior to Independnce, and in part, from the efforts 
since Independence to consolidat programmes into a national health 
system. In the 1973-19S9 National Health Plan, a five-tiered health 
service system was envisaged, .containing health posts, health sub- 
centres, primary health centres, district hospitals, and the cen 
tral, general, and specialist hospitals. Standard staffing patterns 
were developed for each kind of unit.

The system which has evolved since 1973 
from the planned pattern in three respects:

however, differs

Health posts staffed by a single MCH assistant have proved 
to be untenable, primarily due to the isolation felt c/ 
these female workers, most of whom have married and left 
their jobs;

Rural hospitals, which had originally been expected to
play referral, supervisory, and administrative roles

health sub-centres, have not significantly



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

Due to shortage of -funds and of trained personnel, most of 
the planned staffing pattercs - especially below the hosp 
itals level - have not been achieved.

As a result, the system which exists today is three-tiered. 
lower end are the health centres. These are further sub 
into complete (i.e. comprised of both a maternity and 

nsary) and incomplete (comprised of either 
ry). Currently the? mast common 
unit with one MA, one
levels according tn the establishment ought to be 2MAs, 2EN/Ms and 
1HA.

At the 
divided dispe

a maternity or dispensa 
staffing pattern at this level is a 

EN/11, and one HA or HSA although the staffing

At the next level is> the district hospital, of which there 
is one per district, and which serves as a primary health care unit 
for its nearby area and as a referral, supervisory, logistics, and 
administrative centre for the remainder of the district. Actual 
staffing patterns differ significantly from one district hospital to 
the next.

Finally, at the pinnacle of the system, are the three large 
hospitals in Blantyre, Lilongwe, and Zomba, plus the specialist 
mental and leprosy* hospitals.

Staff posts are established officially by the government to 
reflect a combination of the desired staffing patterns and a realis 
tic expectation of filling them. 857. of the 4962 established posts 
arc- filled as seen in table 3. 'I.

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, to 
marry, and to retire. Because the health system as a whole is 
relatively young, average staff ages are also young. As a result, 
average loss rates - at least from MDH service - are fairly low.

There is, however, considerable lateral movement in certain 
categories of staff between institutions 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 single 
women to work in the urban centres. Future expansion of posts 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 pre-reti rement losses for certain groups of staff will 
increase unless the posting of staff is 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 future stu 
dents in MQH, PHAM, or university training institutions. In addi 
tion, a few people will enter <or re-enter) the service through 
other channels,-such as shifting from PHAM to MDH 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 pharmacists, the numbers of new staff coming from these 
sources are small, and their importance is slight. Malawi has been 
effective over the past decarit- in training fairly large numbers of 
most categories of personnel for the health system.

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

o irregularities in student admissions, including some years 
with no new admissions for certain courses-, and

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

3.7.2 Facilities and Equipment

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

So far as buildings are concerned, there is considerable 
variation in quality. Some are in excellent condition, while 
others require considerable improvements. Few include adequate 
staff accomodation. The total number of health centres which are at 
least partially developed is 569. All facilities which are curren 
tly dispensaries or maternities are to be upgraded to full health 
centres.

The distribution of total existing health facilities is sli 
ghtly irregular, ranging from 0.6 units per 10,000 population in the 
Central Region to 0.8 in the Southern Region, to 1.5 in the Northern 
region. However, the apparently much higher figure in the North is 
explained by lower population density: a health service unit must 
be reasonably accessible, and fewer people live within reach of each 
unit.

The quality of existing facilities varies, although the 
majority are very good. A national survey disclosed that 2B of the 
MDH health centres are in need of major repairs or replacement, 
and that an additional 15 require substantial improvement in their 
water systems. Housing is required for 137 staff at the existing 
health centres.



3.7.3 Finance 

.Income

Financial resources are available to the health sector 
through the MQH, PHAM, and other local government bodies. Of these , 
the financial resources of the MOH are the largest, making up over 
85% of the total of these resources.

MOH income is derived from three sources. Government reve 
nues (originating from income tax , profit taw, surtax on goods and 
service, and import duties) which are allocated by the treasury to 
the MOH are placed into the MOH recurrent account. This allocation 
constitutes about 7','. of all government expenditure, and about 97% of 
MOH recurrent funds. "Appropriations in aid" derived from income- 
generating activities of the MOH constitute about 3V. of recurrent 
income- (2.57. from medical fees alone). External assistance to the 
government in the form of foreign loans and grants and some local 
contributions make up the MOH's "development account", used primari 
ly for capital expenditures. Development account income was sche 
duled in 1983-84 to be 57. 5% of the total income of the MOH. Actual 
income from external assistance is not available, but is unlikely to 
have equalled the? scheduled income?.

Income to PHAM IE derived principally from government allo 
cations, fees, and overseas donations. Income to PHAM was approxi 
mately K3.3(Ti in 1981, the last year for which data is available. 
Government contributions (primarily for Malawian staff employed by 
PHAM and for selected drugs) amounted to approximately 34.7% of 
total PHAM income. Fees and donations from overseas made up about 
33.7% and 2b.8% of revenue respectively.

Local government income to the health sector was K250,000 or 
about 1.1% of the total health sector income in 19S3-B4.

Tota.'l income to the health sector in the form of fees to 
private practitioners, healers, etc, is not known. However, it is 
known that licensed doctors in Malawi had an income of approximately 
K4m in 1933-S4.

The MOH, PHAM, and ether local government bodies spend their 
resources in similar patterns. MOH and PHAM expenditures are the 
focus of attention here.

The MOH

MOH recurrent expenditure represents over B5% of the com 
bined recurrent expenditures of the MOH, PHAM, and other local 
government service providers. MOH expenditures are described from 
two perspectives: by delivery system components and by sub-headings 
of the MOH budget.
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Figure 3.4 shows the distribution of MQH recurrent expendi 
tures by sub-head. While salaries make up the largest single item 
in the listing, (31.5%) this is an underestimate due to the fact 
that staff pensions ars.> 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.IX) of total recurrent expendi 
tures. Medical 1 equipment and drugs took up 15.87. of the recurrent 
budget in 19B3-S4, well below the average (227.) share they absorbed 
in earlier years. This is due to the effect of German commodity aid 
during this period. Otherwise, trends in MOH 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 337.). Health centres are thus more labour-intensive than 
hospitals, their only costs apart from staff being drugs, supplies, 
and transport.

The recurrent expenditures by the MDH by programmes are not 
readily available?, and a description of the distribution of recurrent 
expenditures is complicated tor several further reasons. The distin 
ction between various types of expenditure 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 MDH. The categories do not clearly 
circumscribe the costs of what have now become operational sub 
systems: clinical services versus preventive services. And this 
extends to the components within each of these areas: expenditures 
for supervision, transport, facilities, etc.

Total development expenditure for the 1984-S5 financial year 
was scheduled to be approximately K27m. Most of the development 
programmes are related to curative services, with most scheduled 
allocations being for physical infrastructure. District hospital 
improvements are scheduled to absorb the highest proportion of the 
19S4-8EJ expenditure, although development of MCH programmes is sche 
duled over the 3-5 year life of all programmes to absorb the grea 
test portion of all total development account expenditures.

PHAM

The reporting of expenditures by PHAM is incomplete, and the 
information that is available is derived primarily from & 1931 
survey of PHAM 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 made to expand outreach and preventive activities, espe 
cially in the area of under-fives clinics and primary health care, 
though PHAM still spends a larger proportion of its recurrent budget 
on hospital services than the MDH. 657. of PHAM expenditure goes to 
hospitals, and of the remaining 357., a considerable proportion goes 
to rural hospitals.

3-27



PHAM units, with the exception of health centres, also spend 
a significantly higher proportion of their resources on staff costs 
compared with the MOH. Only part of this higher ratio reflects the 
higher cost of expatriate staff. Medical supplies take up about the 

share as in the MOH, while transport is considerably lower, 
the absence of area-wide responsibilities for many units, 

,nd,possibly a more efficient allocation of resources.
i^iPat<a?.'-i"
•9E'Siv @2Y.§CQS3§2£

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 
low, and buildings and equipment are mimimal. Total recurrent 
expenditure on these units was estimated in 19B1 to be approximately 
K372,000. 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 MDH to build rural 
units, these units are usually subsequently built on self-help. For 
many years 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 MDH.

Other

Other Ministries and Departments such as the Army and other 
agencies, such as estates, provide health services for their empl 
oyees. In the case of private companies and estates, 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 to emerge. The MOH will need 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 are approximately 35 
private doctors, largely in Blantyre and Lilongwe. In 1981 their 
income was estimated to be around K2m. Tnis figure is now probably 
closer to K2.5m: the insurance scheme <MASM) alone pays out K1.2m 
per year 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 K5BB,000 was estimated for the year_J9Bl, but 
this is probably on the low sids. Similarly, information on private 
purchases of drugs is unavailable beyond the estimated K2.7m spent
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on purchases of drugs from Malawi Pharmacies in 1981. Expenditure 
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 necessarily 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 1979-80 
found that on average, low income groups spent about IV. of cash 
expenditure on health care. However, it also found that the lowest1 
income group (under K20 per month) spisnt 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

As stated in 3.2.2, the five priorities Established under 
the 1973 health plan were:

1 reorganisation of the MOH

2 development of basic health services

Z control of coirimui cable diseases

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

5 manpower development.

If viewed as major objectives, 
basis for discussion of progress to date. 
been made during the current plan period. 
to each priority are di scribed below.

D Sf the MOH

these priorities form a
Overall much progress has
The achievements related

With regard to this 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 divisions 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 sections at the centre.

As to decentralisation, some decentralisation of activities 
to the regional level has taken place, most notably in the areas of 
MCH and Environmental Health. An integrated regional office cannot 
be said to have been established. The MOH recognises that the whole 
region/district public health netfcw;k remains weak and anticipates 
continuing to press for further strengthening of decentralisation.
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Bgy.elop.ment of basic health services

Basic health services comprise elemental medical and preven 
tive services: it Mas proposed to develop them in the -following 
ways:

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

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

o pilot wcsrk for future extension and expansion through the 
creation of a community level of health services.

The MOH' e first efforts to extend the system and expand 
services simultaneously has had mixed results. Access has been 
increased by the extensive construction programme, and the range of 
services offered has been broadened by the strengthening of the MCH 
programme. But increasing accessibility has not been able to keep 
pace witn the demands for services.

Extension of basic health service institutions occurred 
initially in the form o-f additional primary health centres, sub- 
centres, and health posts. However, experience with manned health 
posts was net entirely sstiEfactoryi and development of additional 
health poets and primary health centres was set aside. In their 
place, emphasis is currently placed on development of a facility 
serving stout 1O,000 p&ople and referred to simply as a "health 
centre".- New health centres have been built, and sub-centres are 
being 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 establishment of posts at all levels. 
The programme encompasses 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 mothers 
and children are provided through both fixed facilities and mobile 
clinics. While significant additions to health services havs been 
made through the MCH programme, staff shortages, erratic funding, 
and heavy workloads have inhibited these services from achieving a 
maximum impact.

EPI began in 1973. 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 
results based on field sample surveys, have been positive: of the 
target population, 727. has received BCG, 68% a third dose of polio 
vaccine, and 66% a third dose of DPT vaccine. About 55% of the 
target group has received full immunisation for all—EPI- designated
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immunisations,,

No significant expansion of the existing broad range of cur 
ative services, has oc cured with the exception of the District 
hospital replacement programme.

In addition to achievements in extending the reach and the 
range of basic 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. These efforts have included the training of 
new cadres of health workers, including MCH assistants, and 
and Health Surveillance assistants. All these cadres have been 
engaged in some limited aspect of primary health care work.

2f cgmmyni_caDl.e

Apart from the EPI programme noted above, effort in this 
regard has focused on programmes to control diarrhoeal diseases, 
malaria, schi stcsomi asis, and leprosy. These programmes have 
met with mixed results. Smallpox has been eradicated from 
Malawi. The control programme for diarrhoeal diseases has been 
sur.cess-f ul in its initial development stages. With diarrhoea a 
leading cause of death, major emphasis on implementation is now 
needed.

Current policies on malaria control provide for the 
presumptive treatment of fevers; continuous monitoring of anti- 
ir.al an al efficacy; selective anti mal an al chemcprophyl a;;is; vector 
control: and health education.

Tne program for the- control of malaria in Malawi is 
hampered by proolems of s management/administrative nature, as well 
as these involving the progressive development of resistance by the 
parasite to existing chemotherapys. Certain steps have been taken 
to address these problems with the result being a series of very 
excellent recommendations on the case management and epi demiol ouical 
as. siiasmGnt of malaria in Malawi. While these efforts have addressed 
certain critical technical aspects of the malaria control problem 
other a s sues remain to be resolved.

Central management of malaria control activities through the 
National Malaria Control Committee has been a crucial factor in the 
successful monitoring of antimalaria treatment and chemoprophyl axi s 
efficacy. However , this activity has failed to serve the basic 
management needs of the program. Two areas where the committee 
structure has net been effective have been with service extension 
problem?., such as the supply of malaria drugs, which are generally 
available commercially. At health facilities, drugs are frequently 
poorly utilized, mal di stributed , misused or unavailable because of 
logistical and planning difficulties, and comprehensive community 
health education.

No mechanism exists for the routine assessment of practices
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by h&^lth caro personnel, othtr logistical factors that impede the 
extension and utilization of services, or to measure the extent of 
coverage or utilization of services. These are generic programatic 
concerns tnat require.- regular and intensive managerial attention 
even though a committee may have a clear role to play in the 
eventual resolution of such problems.

The commit tc-o structure has proven to. be an excel le?nt tool 
the establi snment of effective policy but inappropriate for 

day to day management issues involved in the establishment, 
plementati on and monitoring of a di cease control program; such a 

committee would probably improve EPI activities as well.

Schi stcso.-M aci c control had a positive influence: however, 
enderf.icity appears to Le £. fact of life in Malawi, and will require 
an ongoing control programme., as will leprosy,

In a brocdtr content, the plan proposed communicable di 
sease control through expansion and t": tension of sanitation and 
water rupply E.v&tDt;.!i. These systems have ind^c-d been expanded and 
extended uricJ^r thi^ current plan, but large portions of the popula 
tion arc still without adequate facilities. The MOH and other 
Ministries are no;-; in the- earl/ stages of implementing yet another 
ir.cijar Ue.tcr and sanitation project which re-presents a mul ti -sector 
effort to prov-idt t^.cilitics and ccmasunity education.

The 1973-33 pl<*n proposed twa improv-urn^ntE to the hospital 
system: the e:: tension of the physical facilities, to nau areas, and 
expansion ot hospit&l system Bervictt, (i.c-. the referral ne-tworl.).

The physical plant of the- hospital system has grown during 
thi= existing plan pcrriod. The- sy&teir. has seen this addition of 
district hospitals, and comii additions to central hospitals.

An e-'pandcd r ef t-rr^.l services has bc-en e-rtabl i she>d covering 
all districts; ^>nd the central hospitals. This has been made po;;sib- 
lo, in pc.rt, by the addition or re-novation of physical facilities. 
While the- referral process IE net fully t.£ taL 1 1 shed , it is in fact 
operating to a greater or lesser e.itc'nt throughout the country. 
Further development IE required.

In the area of manpower d&v-cl opmc-n t , the current plan pro 
posed significant increases in trained staff at all levels of the 
health system. The production of Key cadres by training institu 
tions wul 1 be greatly enhanced. As a result, the growth of staff 
in the service has largely matched or exceeded the rate of popula 
tion growth, with the- exception cf medical assistants who have 
suffered from a stop-start approach to thfeir training. In the ten 
years from 1973 to 1923, MOH stiff have increased by 70'/. , with much



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 comparison to service staff.

The supply of new doctors, dentists, and pharmacists conti- 
ues to pose problems to the MQH. These professionals will continue 
to be trained abroad, in the early years of the plan and the number 
of qualified 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 still required to meet the minimal requirment£ of the MOH. As 
an important step in confronting these problems, feasibility and 
technical studies for a new medical school have been initiated and 
decisions have in principle been made to establish a centre for 
higher learning which will initially serve to upgrade eKisting staff 
(clinical officers) to doctor level and later train fresh candidates 
to be doctors, dentists, pharmacists etc. During Plan implementa 
tion, resources to establish this centre will be sought.
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CHAPTER 4: HEALTH PRIORITIES AND MAIN CONSTRAINTS FOR THE

1986-1995 PLAN PERIOD

4.1 INTRODUCTION

The first three chapters have describee! Malawi, its current popula 
tion and health situation, and the status of the health sector 
today. This chapter begins to focus on the future by defining the 
priority problems and constraints faced by Malawi during the 1986-
1995 period.

4 -2 ItiE HEALTH PLfi.NHJ.ljS APPROACH

The overall process -followed by the Ministry of Health in preparing 
the plan hs?, been to systematically build the plan through a series 
o-f steps. These steps and the corresponding chapters are shown 
below.

6.

7.

B.

LBL'-ylUg' &IIC& CHAPTER (S)

Ana.lysis o-f the current situation 1, 2, 3

Identification of problems and constraints 4

Setting of overall goals, objectives, and 5 
strategies, for the 1986-1995 Plan

Sr.tr ing of specific objectives and 6 
activities for the 1936-1995 Plan

Forecast of resources requirements to 1995 7

Re-organisation of the Ministry of Health to S 
achieve the Plan objectives

Determining the role of the private sector 9 
in the 19B6-1995 Plan period.

Description of the implementation of the Plan. 10

The Government of Malawi has limited human and financial 
resources to devote to the health sector. As health care costs 
continue to rise, and as other evelopment sectors must be served, an 
essential element of Ministry of Health planning"" is priority 
setting: deciding which health problems are most serious 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's current and projected levels of human, financial 
and facilities resources. Once the most important problems are thus 
identified and placed in priority order,it is 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 priority 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, and/or need health advice. The average family wants 
this care to be as c]cse to home, available as many hours per week, 
and at an affordable cost. They want this care to be culturally 
sensitive, and be appropriate to the severity of the problem. These 
desires may be summed up as maximum accesibility to appropriate 
health care.

Other expectations of the health system are defined by the state of 
technical knowledge rather than by the average person. Health 
status is usually defined in terms of mortality and morbidity le 
vels, and often, depend on the general state of development of the 
country and on disability and productivity levels. Governments want- 
to reduce mortality anc morbidity and disability in their population 
and raise productivity through planned services and programmes invo 
lving all relevant segments : the public sector, non-government 
organisations individual providers, community and the family. These 
services and programmes are most successful when they are targetted 
on the portion of the population having the problem, are often based 
on preventing rather than merely reacting to problems, and are as 
cost effective as possible.

These expectations and the five critical underlying factors 
discussed above — existing technology, finance, manpower and 
infrastructure including the intersectoral approach - must all be 
considered when priority health and population problems are selected.

4•3 EBIQBUY HEALTH AND POPULATION PROBLEMS

The following list of priority health and population problems which 
have been chosen from the above lists of leading causes of death 
and disease, are amenable to the technologies that exist 
and are within the financial, manpower and infrastructure 
limitations of Malawi. Others, which are not among the leading 
causes of death and disease, have been added to the list of priority 
health and population problems because effective techinology for 
control exists and with few additional resources, they can be 
controlled along with the other priority diseases and problems.



Figure 4.5 : Priority Diseases for 19B5-1995

1. Respiratory Diseases (incl. TB)
2. Diarrhoeal Diseases
3. Nutrition-related Diseases
4. Malsria
5. Communicable childhood diseases including tetanus: 

Measles, Whooping Cough, Childhood tuberculosis, 
Neonatorum,Diphtheria and Polio

6. Skin and Eye Infections
7. Parasite and helminthic disease
S. Hepatitis
9. General trauma
10 Veneral Diseases
11 Chronic Diseases including!

Malignant Neoplasms and hypertension
12 Complications of pregnancy

Tetanus

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

o Children under E years cf age make up about 20K of the popula 
tion; they account for 577. of all deaths in Malawi.

c DFiths among children under 5 years of age from six leading
r.ausss account for more than 357. of all deaths reported by
Malawi Hcspitals.

D Five- conditions - nutritional deficiency, pneumonia, Malaria, /( 
measles, and d:arrhoeal diseases - account for at least one-,7 
third of all deaths in the country and are either mostly 
preventable or treatable using appropriate technology in the PHC 
context, and by an emphasis on improved nutrition among mothers 
and young children.

o Ten leading causes of morbidity account for 807. -9O'/. of al out 
patient visits.

D Care for children under 5 years accounts for 40% of all visits.

o The first five diseases (malaria, respiratory diseases, diar- 
rhoeal diseases, diseases of the eye, and diseases of the skin) 
account for about 787. of all recorded visits for childre under 5 
year&.

o The ten leading causes of morbidity account for B2"/. of all out 
patient visits for persons 5 years or older.

o While large portions of the child population are fully immu 
nized, 657. are unprotected from one or more of the major, preve 
ntable from childhcod diseases.
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These findings suggest that sub-groups of the population at large 
require additional and differing kinds of attention from the- health 
Services.

The Ministry of Health will target more resources toward a 
set of health services for treatment and prevention of 
priority diEsases as they occur in children under 5 years 

of age?.

Improvement of maternal health by strengthening ante-natal, 
natal, and post- natal preventive and curative services.

selected disease when associated with the population over 5.

. MAIN CONSTRAINTS IN SOLVING HEALTH PROBLEMS

4.4.1 ConEtrai_nts I_Q Imgrpving Acress to Modern Horal_th Services;

During the lasL ten years, the Govern.T.int uf Malawi has tried to 
improve access tc: modern health services in a nun.ber of ways. The 
1973-1933 Health PI an stressed expansion of health centres, sub- 
ce-r.tr e-E , and health posts in rural areas; improvement and extension 
of hospital service's including centre's for family health and train 
ing of paramedical and nursing staff. In 1932, the Ministry of 
Hr.-alth apf.rc.VHd a plan of wort' for primary health care in Ha] awi 
which stressed ths us=& ot volunteer village health committees at. the 
community level, assisted by Health Surveillance Assistants', paid by 
the Ministry oi Health and based at a health centre base. These 
policies , strategies, and plans are appropriate for improving access 
and have been effective. During this Plan period, significant 
gains will be made in access, especially in remote rural areas, with 
an understanding of the constraints inherent in the management of a 
p or i p h e r ,:, 1 n c a 1 1 h E y '_ 1 1 ;;. .

Increased access to mcdern health services; is limited by 
constraints. The development budget is 997. financed by 
sources and is nearly entirely for construction. Given i

and development policies, inclu-

f i nanr.i al
external

the coun-

diture with PHAM contributing _..__ ___._._ _j — __..__.____ __

xisting hospitals (SP'O and manage-
1 ori'..'-i r-.n 1 dr.rr^ 4- K =i n "-ti'l"/ t~,-f C3 ' n tti r( H i —

are heavily committed to e;:
ment and training systems 
ture for rural services,

(ll'O, leaving less than 30" 
including government health



' prevention (2T/.) , and grants to PHAM and composition of the 
, recurrent budget limit the amount of internal financing of the 
^•development budget. Accordingly, there are a limited number of 
;*. health centres and they are rathr-r distant for the average rural 
^family to visit easily. Seme existing hospitals are inadequate, 
^'dilapidated and have a heavy demand. Moreover, with the introduction 

" /Child spacing, the need for facilities to provide mothers with 
^spacing services is urgent. Many cases at hospitals are of a 
Vely simple nature that could be treated at health csntres if 
were more accessible,

increase access, therefore, the recurring and development budget
•«•-. 11 rise proper ti onal 1 y in favour of the peripheral health system,
•for health centre and community-based, services, and to impact on 
health status priorities.

Management of the health services delivery system is also a key 
constraint to access. Within this general constraints, the specific 
issues are : lack of enough e:;peri ericed staff in na;_i sonal planning,
•financial planning, budgeting and control; day-to-day operations 
management; drug management; and information system's at central, 
regional, district, and health centre levels. The Ministry of 
Health is consistently over£pending its recurrent budget due to 
various pressures and insufficient financial planning and control 
systems,. Day-to-day operations management, especially manpower 
management, including supervision - affects the vacant post rates. 
When drugs are lacl'ing, utilisation of health centres drops 
dramatically. These constraints adversely affect access to the 
health system by lowering the reliability end quality of services 
provided to the population. They will be addressed during this Plan 
per i od.

Problems in bS'SEJltt;! £g_'a9£S)£:D£ contribute to overcrowding in hos 
pitals. The heavy dEir.and at the hospital out-patient departments 
means that patients have on average less than one minute with the 
health provider. For this and other reasons, inappropriate cases 
are often admitted to the hospitals end patients stay in the- hosp 
ital too long, using up bed space and scarce drugs, supplies, end
•food resources. Hospitals are often managed by physicians who have 
heavy responsibilities for patient care are essentially clinically 
oriented and lack experience and interest in hospital administra 
tion. Hospital management and administration will receive priority 
attention during this plan period.

Mangowgr

A special constraint IE. in the area of manpower. Health posts 
staffed by a single MCH assistant have proved untenable, primarily 
due to the isolation -felt by these female workers. Vacant post 
rates are high for a number of categories of workers, especially 
medical officers, medical assistants, pharmacists, radiographers, 
dental technicians, and health inspectors. There is also a drift 
from peripheral health centres toward district towns and hospitals,
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leaving the rural centres only partially staffed and with high 
turnover, and contributing to the over-utilisation of hospitals. 
The productivity of the health personnel is hampered by low sala 
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 shortages have been compounded by difficul 
ties in reaching training targets due to irregularities in intake 
levels; shortage and frequent turnover of trainers; lack of dormito 
ry space; and higher loss rates during training Manpower manage 
ment problems will potentially increase due to the considerable 
expansion of the health personnel in rural areas during this Plan 
period due to the already existing housing problem and that of 
married nurses. All these problems will receive 
priority attention.

4.4.2 Constraint.*. i_n id'ECSi'iDQ Chi.l_d

Morbidity and mortality cists cited in Chapter 2 clearly justify a 
need to focus on child survival in the effort to improve health 
status. During the last ten years, the Government of Malawi has 
tried to improve child survival in a number of ways. The 1973-1983 
Health Plan stressed expansion of basic health services. In 
addition, the "mini-plan" which was developed as pert of the plan 
focused on maternal and child health services with specific 
objectives for immunization coverage; health and nutrition education 
for children and pregnant wcm&n; ante-natal and post-natal care; 
diseases control activities that would focus on malaria and 
diarrhoeal diseases, among others; and improvements in safe water 
and sanitation through improvements in urban water supply and 
protected wells for rural areas. These policies and strategies are 
appropirste for improving child survival but have had only limited 
success thus -far.

's development and the 
a culture. So fa-, 
about MCH and the 
as desired. This may

The main constraint in achieving improvements in child 
survival has been the lack of access to modern health services as 
rioted in ths previous section. The key underlying constraint is the 
lack of knowledge and skills of families, especially mothers, about 
child rearing for child survival. This is due to the levels of 
education of families at this stage of Malawi 
child rearing practices found in traditional 
education of families and communities 
priority problems have not been as successful 
be in part because families and communities have generally been 
passive recipients of services from a centrally planned system, 
rathsr than involved participants being responsible for their own 
health. As such, there has not been effective collaboration for 
mutual education and improvement of ths health of communities. The 
limited success of the Ministry of Health education services may 
also 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 a viable 
adjunct to facility-based, practitioner-oriented 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 highest priority health problems among children under 5 years 
of age.). During this plan period there Mill be considerable 
efforts to improve family knowledge, attitudes, and practices
relating to health care.

Another important constraint has been the inadequate focus of the 
current health services on prevention of mortality in the most 
vulnerable age groups within the broad under 5 years age 
group. It is likely that 25'/. of all rural under 5 year age 
group deaths occur in the first month of life (the neonatal period) 
and another 25X. between 1-12 months. For the neonatal period, health 
services must focus on the main contributors to neonatal mortality: 
pregnancy before the age of 20, successive births less than two 
yecirs apart, low birth weight, malaria leading to prematurity, 
maternal malnutrition, neonatal tetanus, birth injuries, and other 
early childhood .infections. Many of these conditions are influenced 
by the health of the pregnant mother. For a 1-12 month-old child, 
the focus must be or. the main contributors to mortality in the age 
group and include prevention and early treatment of lower respirato 
ry diseases, diarrhcesl diseases, malaria, and vaccine-preventable 
diseases. In the 1985-1995 period, there will be increased efforts 
to reduce mortality in these critical age groups, with the requi 
site attention to the health 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 enough time and attention to affect child survival. 
Even where services are targeted to the 0-4 age group, they do not 
focus adequate!" on the first priority health problems of these 
children, especially in rural areas. For respiratory diseases, 
public education and early case finding and treatment are not yet 
satisfactory. For diarrhoeal diseases, use of oral rehydration 
therapy is low. For nutrition-related diseases, growth monitoring 
and feeding practices remain inadequate. For malaria, prevention is 
far from satisfactory and the treatment regimen for those children 
affected by drug resistance is only just now being adequately deter 
mined. For immuru sable childhood diseases and ante-natal tetanus, 
there has been progress in promoting immunisations, the challenge is 
to maintain and improve this progress. Levels of eye and skin 
infections remain high in rural Malawi. During this plan period, the 
service activities for children 0-4 will concentrate on these prio 
rity diseases in the context of a set of core curative and preven 
tive health services.

Yet another key constraint is that the knowledge and skills of the 
workforce in dealing with the first and second priority diseases is 
not satisfactory. At present, the workforce has reasonable clinical 
skills in treating some, but not all, of the maternal problems and 
first priority diseases. However, there are not enough workers or 
cadres of workers trained to assume clinical responsibilities. Fur 
ther, most, if not all, workers need improvement in the pTanning and 
management of services to actively influence families and communi 
ties about these problems. Managerial staff at the health centre,
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district, regional, and central level do not have enough specific 
knowledge about management and supervision of these kinds of eer— 
vices and related programmes. The basic training programmes do not 
yet adequately address the clinical aspects of priority health 
problems. Pre-service and in-service training programmes will focus 
more specifically on popularizing the available technology through 
PHC so as to more effectively address priority diseases during this 
Plan period.

A further constraint tc improving 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 
diseases. There is a dearth of staff, both in actual numbers and in 
experience, able to plan technical programmes for maternal health 
and priority diseases; to manage day to day operations, with an 
emphasis on technical supervision; to manage drugs effectively; and 
to develop health information systems for monitoring at central, 
regional, district, and health centre levels. The focus of manage 
ment is -coo broad and diffuse to maximise impact on child survival. 
During this plan period, tecnnical programme improved, organising 
activities through periodic work plans for priority problems. More 
e-f-fecti/o day-to-day operations management, especially supervision, 
will ensure that workers carry out assigned tasks for priority 
diseases. This implies that job descriptions will be reviewed 
and/or established as necessary. Drug management for priority di- 
seaE&is will be improved to ensure that critical drugs are regularly 
available throughout the health services. Better information sys 
tems for tho priority diseases will make it possible to monitor 
progress in reducino rvcrtslit,' from these diseases and improving 
child survival. E'y strengthening management, i mprovements in child 
survive,.! will be greatly enhanced during the Plan period.
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CHAPTER 5 ; GOALS, OVERALL OBJECTIVES AND STRATEGIES, 
FOR THE 1986-1995 PLAN PERIOD

5.1 INTRODUCTION

In the previous chapters an analysis of the health problems and the 
existing patterns of health services of Ministry of Health and other 
health providing agencies are presented. The development 
initiatives by the Ministry of Health -for the next decade are out 
lined in the context of problems and constraints to progress in the 
health sector.

During the planning process, a number oi service options were 
considered by the Ministry of Health. For planning purposes, a 
•for EC set -for the projection cf financial resources assumes:

o B 2'/. per annum real growth rate in Ministry of Health 
budget after 1970. This figure is conservative and 
tr\'.c=, into account past trends in allocations to MOH;

D savings from increased efficiency;

o some additional income from raising existing fees;

o no new fBE=. It should be noted however that the 
qi/sstion of ccst recovery will continue to be studied 
during this piar. period.

eased on this forecast, the Ministry of .Health budget will be K26.2 
million in 199S expressed in 19S3/19S4 prices. The resource 
availability forecasts suggests that the Health Plan must be modest 
in its re-sources requirements and, in many ways, in its 
expL-ctsti ons. The chosen option is a cluster of services which 
etcnievas a near balance- between felt health problems and projection 
of available health system resources. Expected outcomes are based 
on this option. and objectives, strategies, and targets are framed 
within it. Within this chapter, five overall objectives are 
identified. For each objective, relevant strategies are detailed.

5.2 GOALS AND OVERALL OBJECTIVES

The overall health goal for Malawi, stated as the National Health
Policy is:

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. -~~~ "~*
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•or this 19S&-1995 Plan period, the following medium-term goals 
11986-1990) are set:

To achieve the overall goal by: chieving a drop in early child 
mortality of 33.3X over a five year period; achieving an 
imprvement in maternal health; and impacting on the extent and 
(severity of illness due to major causes of morbidity among 
jersons 5 years of age and over through the Primary Health 
sre approach and/or core health services.

5.2.2 Overall. Objectives

;^ To accomplish the 190:1-1995 health goal, si >: overall objectives cire- 
set:

V*jpjJ'"v<"l- To improve coverage through a rational network of available and
••••*.»' acceptable facilities and services.

2. To estaolish effective mechanisms for Ministry of Health man 
power development and deployment.

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

4. 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.

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

6. To improve the nutritional status of mothers and young 
children BE . basic strategy for achieving the medium term 
goalt.

For escn c-t the-: si;: objectives, there is given be-low, thE 
appropriate- strategies.

f.3. STRATEGIES TO ACCOMPLISH THE OBJECTIVES 

5.3.1 Strategies to Accomplish Objective 1

1.1 Further establish the community rolo in Primary Health 
Cs.re.

• 1.2 E;:ttnd the presence of health centres find rurel
hospitals

1.3 Strengthen the hospital system

1.4 Strengthen the integration of services at district 
1 evel



5.3.2 Stategies to Accomplish Ojective 2.

2.1 Strengthen Ministry of Health program of personnel 
development

2.2 Establish responsibility in the health planning 
section -for manpower planning. D

5.3.3 Strategies to Accomplish Objective 3. 

Strategy 3.1 Review drug pel icy and legislation

3.2 Strengthen the management processes -for drug production 
and delivery system.

3.3 Introduce improved management systems and programs of 
training to strengthen personnel management and

3.4

supervision throughout the health delivery syte.Ti.

Strengthen the planning process of the Ministry of 
Health.

3.5 Strengthen financial planning and control procedures

3.6 provide information basis adequate for effective 
planning, management and evaluation.

3.6 Strengthen information basis adequate for effective 
planning management and evaluation.

5.3.4 Strategics to Accomplish Objective 4

4.] Strengthen family health services

5.3.5 Strategies to Accomplish Objective 5

Strategy 5.1 Strengthen selected disease control services through 
a complementary community and facility-based approach

5.2 Strengthen Envi.romental Health Services

5.3 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 counrty

5.3.6 Strategies to Accomplish Objective 6

Strategy 6.1 To improve the nutritional status through a 
multisectoral approach
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5.4 EXPECTED OUTCOMES .' .;V--•' ',?>•:••'. •
In Chapter 4, the main health and population priority problems were
.•numerated and discussed. They include a limited accass 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 o-f
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 o-f 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 » 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 as is consistent with established safe preventive and 
curative interventions.

The second variable, the current health and population situation, 
leads to a focus on the priority diseases and the 0-4 age group 
(especially of the families at risk) as identified in chapter 2. The 
health services of 1995 clearly should have improved health status by 
decreasing 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 o-f- Health in 1995 should have improved through 
the efforts of this Plan 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 ••r)y treatment 
interventions appropriate to the priority diseases *nd problems in 
Malawi 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 health services
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delivery system in 1995 can be described in terms of the following
components:

o Community-based health services; ""'•!•'.

o Health centre-based health services;' ; ' .

o Hopital-based services;

o Special hospitals;

o Central Ministry of Health functions

o Overall management approach.

In 1995, 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 increased access by extending services to 
new levels, serving as an interface between the community and health 
system. Health Surveillance Assistants (HSAs), in conjunction with 
the PHC area teams will be tested for effectiveness as agents 
working with communities in two major ways: helping villages 
identify their health problems and monitoring the work of Village 
Committees trained during the Plan period.

HSAs training and supervision of village committees will be for a 
set of core health services that will have met the goals and 
objectives of this plan. The community-based approach, supported by 
HSA's, if found effective and the area PHC team will have greatly 
expanded the range of services available to people as well as 
extending services to many more people.

In 1995, a comprehensive 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 Assistant and three 
servants. These manning levels will however be determined according 
to specific needs of health centres. The health centre will be 
providing all the clinical services currently provided, but will 
have been reorganised, focusing on the delivery of core health 
services which emphasise priority problems and diseases. Selected 
core §srvi.ces will have been strengthened through special programmes 
such as the CCCD, Child Spacing, and others. Health Centres will be 
'serving as referral centres for community-based services and will be 
effectively coordinating all outreach services. '" '•'

Hospital-based services, including referral/tertiary and district 
hospitals, will be offering a similar range of services as they 
currently do. ACCESS 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
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hospital facilities, by establishing a referral centre for family 
health in the Northern Region and by constructing an urban centre 
for family health in Lilongwe. The hospital-based 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 centres for health centres, with central 
•hospitals at the top of the referral chain.

In 1995, special hospitals will have been renovated and appropriately 
staffed. 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 categories of a restructured 
central Ministry will have been expanded. Planning, 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 statistics; epidemiological 
investigations; and laboratory reference and support work. 
Specialised information systems 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 been de-central.j.sed.. The regional and district 
levels of the system will have been strengthened to enable intesive 
supervision and administrative decision-making. Accounting systems 
will have been overhauled, and regional and district accounting teams 
will have been developed. At all levels clear job description, 
including service and supervisory responsibilities, will be in place 
and operational for all 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 significantly decreased, especially among 
children under 5 years of age, and the National Health Policy of 
Malawi will be closer to realisation.
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CHAPTER TASK'S AND ACTIVITIES FOR 1936-1995 PLAN PERIOD

1-tfVj,.- , TWTRnnilCTIQN"W •
•jjywn.-t-i=r fi. the overall obiectives. strategies and targets of the 

199?; National Health Plan were outlined. This chapter sets 
•ffirth thp t«=.k^ anrl activities throucih which each overall objective 
anr) ifc =.trateqies can hp achieved.

A.? flRlECTIVE
NETWORK OF 
SERVICES

: TO IMPROVE COVERAGE THROUGH A RATIONAL 
AVAILABLE AND ACCEPTABLE FACILITIES AND

St-ateav 1.1 : Further Establish the- Comrgurutv. Bslg ID Eb£

A model of primary health care organisation being developed builds 
nn the Droqran-jmeE and activities already underway to extend and 
•iir.orove all services, (including health) into the community. The 
model /strategy aims at expanding access and strengthening existing 
programmes to improve child survival, as well as improving service 
coordination, relevance and management. The range of activities 
that should eventually be carried out within the community will, in 
general be determined by the perceived needs of the community. The 
rhythm of adoption of different activities will vary from village to 
village according to problems identified and available resources. 
It should be emphasized that the tasks for this plan are provided 
for the health sector only. Similarly, detailed objectives for the 
support of primary health care will have to be drawn up by the other 
sactors and organisations involved. Four specific tasks have been 
identified for further establishing the community role in PHC.

Four tasks have been identified for this strategy.

leSll iiiii : Clarify links with community leaders and groups 
through PHC area teams

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 task oriented training to improve their existing support 
of communities,

In the first phase of expansion of core health services, 
will be need to identify community leadership and 
established structures with the fallowing characteristics:

there 
other

receptivity to the idea of a modified approach by the services
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to the support of FHC;

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

demonstrated leadership capabilities and 
structures in the community.

relevance of

willingness to extend support -for those •families most at risk.

Ls§l= iiiiS.l Clarify the community liaison role of HSA and 
possibly one or more female workers or volunteers.

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 as a link 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 
visit programme as well as by coordinating with and 
participating in mobile underfives clinics and other 
village health activities.

Alerting 
nition of 
treatment 
ments.

the family to its role and responsibilities in recog- 
selected diseases, awareness of prevention and early 
interventions, and administration'of selected treat-

Task iiii3:. Develop methods for setting community health priorities. 

Activities

o Members of the area team <including health personnel) are to work 
with community leadership and members in the process of 
identifying problems facing the community - especially those most 
at risk.

o To establish within each sector short-term and long-term 
objectives with the community in addressing those problems.

o 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

6-3



<e.g ORT, drug handling, deliveries, disease recognition, matei— 
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 illness 
most frequent in that area is being achieved.

Vepsre Plans for Community Action

ActiV3 ti es

Determine crit&ris for implementation, taking into account the 
health centre development plan, information about, facility deve 
lopment, training schedules (if possible), and knowledge and ex 
tent of cooperation of individual communities. These criteria 
will include:

— adequancy of support structures at the community level, a 
evidenced by:

a supervision and management system to support community-
b..-s£d activities;
a medical and technical supply system that provides for
uninterrupted service to the community.
re-feral mechar.ism for patient problems too difficult for
community level health care.

- willingness in the community to assume responsibility for and 
actively participate in support of primary health care.

the Presence of Health Centres .and Rura.1

I§Sk i^2i.i ' "To prepare 2-3 months after the completion of the
plan, a detailed health centre and rural hospital extension
plan that includes siting, upgrading and/or replacement of these units
by District and by year. This planning activity will continue
regular basis 
finalised.

after the plan on physical facilities will have
on a 
been

Acti vi ti E>S

Obtain from the district health team a priority listing of needs 
for hes.lth centre renovation and repair, staff housing, and 
health centre? expansion, including conversion of maternities and 
dispensaries into health centres.

Analyse the need for new health centres, by distrinct, using 
criteria which include catchment population, distance from the 
nearest health facility, local health problems, geographical 
terrain, and local community support. The criterion of 10,000 
population per health centre and 5 mile radius as catchment area 
will still be used in order to develop a national priority ran-
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king for health centre expansion, based upons

-district differences in health statue indicators (if 
*vai lable) ;

-comparison of current health centre expansion activities among 
districts;

The Planning Unit, which will have been reorganised and stren 
gthened, Mill play an important role in coordinating the establis 
hment of national priorities for allocation of resources for 
facilities.

iiSig : Carry out an analysis of service workloads leading to 
revised staffing standards and job descriptions (note that 
activities of this objective are closely related to those to be 
carried out under 1.4.1)

o 

o

Prepare a written job description of the new role and responsi 
bilities of Health Assistant (HA), as a member of the area health 
team, emphasizing support and supervision of HSAs arid provision 
of specialist environmental health services within communities.

Prepare a written job description of the new role and responsibi 
lities of the Enrolled Nurse/Midwife (ENM), emphasising provision 
of maternity and child health services through the direct MCH 
care and by directing and supporting MCH activities of the 
HSA and TBA. These new responsibilities include: 
-provision of facility-based maternity and child related health
services (ante-natal, obfctetrical, post-natal, neonatal,
under—five clinics.);

participation in outreach clinics;

visiting and treatment of individuals referred by the HSA, 
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.

Is ii2i.S • Establish a program to ensure availability of all 
categories of staff.

6Eti.vi.tigs

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

o Ensure correct timing of intakes to training institutions, 

o Reduce the drop-out rate in the training institutions.
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ii.2i.S : Clearly define the management structure, the services 
to be provided and the supervisory system for health centres and 
rural hospitals.

structure are covered underThe activities -for the management 
section 8.3.4 of chapter 8.

o The services to be provided at health centre and rural hospital 
level will be more specifically defined. It is envisaged that in 
addition to tntir existing general services, there will be 
priority services to improve child survival amongst those fami 
lies most at risk in the community. Health centre staff, inclu 
ding ccrr.muni ty r,,fc<nbors, will havs responsibilities in the communi 
ty to carry out direct interventions through outreach visits.

o Improve specificity of definitions of the scope and role of 
outreach services <for example r.obile clinics and home visits) in 
the? improvement of acce&s to health services, especially priority 
services:
-outreach cervices will continue to be undertaken jointly by 
hospital and health centre outraach staff. These services will 
be extended. Existing manned and unmanned health posts will 
be included as outreach posts inhere this has not yet been 
done;

-horns-visiting will be extensive}y developed. Area team 
members and community leaders will devote much of their time 
to home visits. Further study is needed to determine how ENMs 
and MriB ccn be brought more actively into home visiting 
acti vi ti DS.

§ir.§t§Si! 1^3 i i£r.§Q9tbCQ tt>= Hog.Qi.ttil. System

Cern.T.itmsnt to improving access through extension of peripheral 
hyalth services does not imply a dismantling of the hospital system. 
In fact, hospital services and staffing will expand modestly, with 
ftiotissrni sati on of existing district hospitals and provision of addi 
tional psripheral health units. The role of the hospital in support 
of improved access and improved child survival aims at increasing 
quality c. r life at a cost the community and government 
This will be done by improved use of hospitals. Four 
been identified for strengthening the hospital system: 1. 
urgent needs for limited renovations and expansion ; 1.3.2 clarify 
hospital roles and introduce admissions and discharge procedures to 
strengthen their referral function.; 1.3.3 review and redefine estab 
lishment staffing levels; 1.3.4 establish a program to ensure avai 
lability o^ categories of staff in numbers specified above.

can afford, 
tasks have 
.3.1 speci fy

Specify urgent needs for limited renovation and
expansion.

Acti vi ti es

Develop guidelines for the replacement ov hospitals that focus on
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procuctivity and efficiency and not necessarily on expansion of 
bed capacity.

Evaluate each proposal for a new or replacement hospital by 
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.

Ii3j.2 : Clarify hospital roles and introduce admissions and 
discharge procedures to strengthen their referral and supervision 
function.

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 not overloaded with problems that could 
be dealt with within' the community and through the health centre 
•ervir.es. Develop a proper system for the referral of patients 
back from the hospital services to those Mho 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 ftjrther 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 discharge 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 discharges;
to maximise use of existing bed capacity in hospitals through 
regular monitoring of in-patients and establishment of a follow- 
up system for covering patients.
investigating hospital system problems that lead to delays in 
diagnosis, treatment and discharge of patients, beginning with a 
patient flow analysis.
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C§§is iiSiS : Review and redefine establishment levels

^Review staffing patterns in relation to productivity and efficiency.
i«*i.' **. - i '

Slew staff work schedule with a view toward maximum practical 
fef hospital facilities in the evenings and weekends.

wij-jrtfr'Task 1.3.4 : Establish a program to ensure availability of all 
]:.' •£* categories of staff.

The specific activities here are the same as those in objective 1.2.3 
except that they apply to hospital based staff.

ii.5 L i£rennthgn the Integration of Services at District
evel

Four tasks have been identified for strengthening the intergration 
of s&rvices at district level. These are:

Ja^ii li.Si.1 : Complete functional analysis.

c Carry out a complete functional analysis to include (a) district 
health needs; assessment, (b) enumerate on of services currently 
delivered (including FHAi"! facilities), <c) appraisal of 
apprcpriacy of services provided and mode <clinic or outreach); 
and (d) dosignation of priority service gaps.

T.§Si£ JLifli3 : Specify the composition and roles of district and 
regional health teams.

The activities for this objective are covered in chapter S.

ii5i.S : Establish procedures for preparing annual work plans 
with collaboration with all interested parties (including PHAM) 
within the district.

Refine the district PHC team so that it becomes an effective 
machinery for preparing annual work plans, not only of PHC
activities, but other health related activities.

Continue with tiiS reorientati on seminars and workshops so as to 
ensure that both politicians and civil servants agree on what 
health activities ought to be implemented in each year.
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6.3 OBJECTIVE 2: TO ESTABLISH EFFECTIVE MECHANISMS FOR MINISTRY OF 
HEALTH PERSONNEL DEVELOPMENT AND DEPLOYMENT

Strategy. 2-.1 i Strengthen £hg MOH Program of Personnel DevglgQmgnt

Each community-based worker must be capable; of offering both clinical 
and preventive interventions. Without access 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 not 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 
diseases) and for whom a simple treatment can be provided is often the 
most effective vehicle for bringing preventive or early treatment 
information to the family members and the community. Although house 
hold visiting is time-consuming, it is feasible in Malawi, given the 
MOH's decision to use Health Surveillance Assistants (HSAs) as the 
most mobile member of the area health 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 tasks, rolee, and responsibilities, and stan 
ding orders must be elaborated for each category of staff. Both basic 
and in service training programmes will be strengthened by expanding 
the practical aspects of training (e.g. role-playing, demonstration, 
and direct experience). In reality, practical training everywhere 
tends to be less 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 continues traning by supervisors.

In order to guide, manage, and support large numbers of peripheral 
workers, supervisory practices will be strengthened. Supervision 
systems are needed to cover "not only staff working within the health 
facilities but also 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 development of training and assessment skills in the super 
visors themselves. This is dealt with in chapter 6 of this plan.

In addition, the MOH intends that there be a direct link between 
supervision and in-service training. Part of the supervisor's role is
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the assessment of the; strengths and weaknesses of individual health 
workers and the idefiTif ication of the training needed to help indivi- 

improve their skills and psrformance. Such in-far mat ion is a 
'vl'tal guide for the development of relevant in-service training prog- 

~frames.. . Experience els&where has shown that it is advantageous if 
i£Drs assume a prominent role in training programmes.

nate
ties

in

and plan for 
This need 

g the specific 
the discussion

'•issues discussed above give rise to still another element of this 
"strategy: the need to strengthen the capability of the MDH to coordi-

the desired expansion (both manpower ^nd facili- 
is recognised by the Ministry, and is addressed 
objectives of this objective, in Strategy 2.2 and 
of thtr re-structuring of the MOH in chapter 8 of 

this document. Issues regarding manpower development, particularly, 
nave been studied at great length by the MDH. While minimum staf 
fing standards have been developed, the Ministry needs to study this 
further. Nonetheless, several manpower development issues have been 
discussed by the Ministry and general policy formulation initiated. 
These issues include the following:

c In the past, training in certain categories within Malawi has 
bst'n somewhat irregular, with cancellations occur ing through 
administrative delays. The MOH will make every effort to ensure 
that training schedules are not disturbed. Students drop-out 
rates from training havfc? been very high, with losses of as much 
as 417. in some programmes. Better information on health ser 
vice jobs and careers, improved selection, and good discipline 
at the training schools all need to be pursued to reduce was,- 
tc,ge. In addition, current accommodation and training facilities 
and student/teacher ratios r.t all the MOH schools need to be 
improved; this effort should also have an impact on the retention 
cf students.

o Curricula require revision, particularly for those cadres concer 
ned with primary health care services, (Medical Assistants, 
Enrolled Nurse/Midwives, and Health Assistants). There is & 
recognised need for detailed task analysis for each of these 
cadres from which ne-w curricula can be developed, ensuring 
relevance? of training to the needs of the communities.

o Current training intal.es for the training cf Registered Nurses, 
Clinical Officers, Medical Assistants, Health Assistants, and 
Public Health Nurses, appear adequate to meet, proposed minimum 
1995 staffing requirements. The enrolled Nurse/Midwife situa 
tion is more camp IF.-:: because of the flow of such staff from PHAM 
to iv;OH. Efforts will be directed toward increasing the number of 
authorised posts to make use of the existing pool of labour 
before increases in MOH training capacity are considered.

o Following the graduation of Health Inspectors from 1962, 1933 
and 1984 intakes (i.e. after 1987), the MOH will have suffi 
cient staff to meet all its currently identified 1995 require 
ments. The MOH will have to decide whether to withdraw entirely 
from the Polytechnic for a number of years or to utilise this 
facility for for the training of other cadres such as dental,
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pharmacy, or radiography technician*.

o An annual manpower planning process, inter grated '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 of -finals.

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

k 2..1..JL s Expand and Strengthen the Training Section to include 
competence in management training.

Establish a strengthened and capable Training Section as an 
integral part of the Planning 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 central trai 
ners and assistants, as 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 encourage training institutions to undertake their own 
evalautions.

i
Task 2..J...2 ^ Develop an overall strategy for pre-service and in- 
service training covering all categories of service and managerial 
staff.

Activi.ti.es

o 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 coot — 
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 full time coordinator).

- Selected supervisors (district level) will participate as 
trainers in district level in-service training after they them 
selves have been trained. Not all supervisors-will qualify as 
trainers.

6-11



In—service re-orientation will be designated a= ''
needed by staff in post whose new roles, responsibilities, and
standing orders will require re-orientation.

In-service training will bs on-going and have two major 
^ctives: to transmit new information and 'skills to staff, 
,improve/strengthen existing skills and knowledge. Trainers

•to trainee ratios at any level of the system will not
exceed 1:5 to 1:10.

- Training sessions will consist of less didactic instruction,
£,nci more 
ty, along 
training.

rcl e-playi ncj, demonstration, and participatory activi- 
'h practical, WE.-I 1 supervised on-site experientialwi

-In-service training and supervision will be directly linl.ed. 
Kej.lt h categorical supervisors (Clinical Officers, Public 
Health Wuirsis, and Health Inspectors) v\ii 11 participate in deve 
lopment of in-service training. Information from supervision 
rcunds will be? inccrpcratir-d into crc-ation of training sessions. 
District Training officers will provide the global view of 
training, including topics established by the central MOH 
,-/h;ch will havo had contributions fro.Ti other sectors.

District training officers will also provide ;he technical 
and coordinating effort for each in-service training prog-

r ^.

-Au full productive.' level, District training teams will develop
-chr-iii to four in service training programmes per year. Until 
wcssic training is adjusted, each graduating class of each 
cadre of health staff for health centre level and below will 
undergo a pro-service training programme to enable them to 
introduce/teach the core health services.

-Senior level 
der.'.sn strata to 
r arr..

trainers (possibly including consultants) will 
trainers how to develop their own training prog-

-Ali trainers will be identified from among groups of candidates, 
witn tha understanding that not all candidates will become 
•£..'£in^rs. Trainers will be trained and then some selected as 
vull-cirr.e tralnsrs after damonstrating ability.

-Existing basic training will be modified to meet new MDH objec 
tives. As an interim measure, a pre-service programme will be 
developed to orient ne^ staff each year immediately after gra 
duation. Staff alrealdy placed in the system will undergo some 
form of training from which the pre-service programme may be 
drawn Staff turnover can ts dealt with through a combination of 
required pre-service and in-se>rvice programmes.

-Supervisors, who must be proficient in all the skills and 
Knowledge required of the staff whom they supervise, will be 
trained before the cadres of health staff they supervise.
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Identify basic, pre-service, and in-service training facilities 
for both temporary and long-term needs.

Identify training resources (apart from facilities) 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.

Sii..?:. Prepare curricula and conduct training courses 
following the above strategy

Activi_ti_es

o Develop curricula to train central, regional, and district level 
trainers.

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

o Develop curricula for the training of trainers at each level.

Task 2..1...4 :_ Design procedures to ensure supervisory systems 
will flag specific training needs

Design a supervision form that is appropriate for assessment of 
staff skills, Knowledge and attitudes vis a vis the roles and 
responsibilities of each cadre of health staff at each level. 
This form will:

- be a guide for the supervision visit

- provide a record to assist the supervisor in follow-up activities;

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

Assess the potential for routine analysis of the results of a 
nationwide sample of* supervision forms, and design forms 
accordingly. Analysis of such a sample could help the Central 
Training Section determine in-service/basic training programme 
topics, and serve as a periodic indicator of programme activity.

Strategy 2._2 i Establish B§5EQQ§i.bility, in the Health 
§g££isn for QaDEOwer

Two tasks have been identified for this strategy:



I*Sii 2i.Si.ii Establish a system 
development of MOH pesonnel.

for mor

Activities 

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

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

- current staffing situation in the MDH.

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

Work with the Personnel Section so that it can undertake the 
following activities which will provide information for manpower 
pi anning:

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

-develop strategies for career advancement.

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

Task 2-.2i.2j. Develop analytical capabilities for assessing 
patterns and problems in career development.

Ensure that certain members of the Planning 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

Strategy, 3..1. :. Review d.ryg ESliE^j. iQd !§ai§L§ti,on 

One Task has been identified for strategy 3.1

2iiii s To redefine drug needs, rationalise the manufacture, 
importation and use of drugs.
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Maintain an active advisory committee with membership •from both the 
MOH and CMS which Mill:

- periodically revise the drug list.
- help the MOH decide on packaging and distribution of supplies 

below the health centre level.
- produce a national drug formulary, not merely a drug list.
- periodically revise the national drug formulary.

Review the drug legislation with the aim of establishing a 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 assistants whenever 
possible is recommended.

E'CBfluction
3Qd Delivery. System

Proposed changes 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 
(as discussed in Chapter 3) place new demands upon CMS to be more 
responsive to MDH needs at the lowest cost, while the CMS Treasury 
Fund exercises full financial independence. In addition, CMS must 
therefore re-establish the drug needs , of the nation's new health 
system and revise its 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 needs.

Five tasks have been identified for strategy 3.2:

Task S^g..! : Improve cost efficiency in Procurement Procedures.

o Classify products handled by CMS according to different suitable 
methods of procurement required in line with their nature and 
source of supply and depending on standard lead times established 
for each method.

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

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

ISiJi 2i2i2i Improve stock control procedures _ _ 

Activities
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o Implement a r . i 
of two months; specify the placing of an order only if the 
inventory position at the time of review is less or equal to a 
predetermined minimum stock level.

o Implement a new inventory control card to record information 
relating to daily transactions, outstanding orders, unmet hospital 
requirements, and controls necessary for the management of 
inventories.

o Classify all drugs handled by CHS into very high value, and low 
value items, with predetermined procurement periods. The very high 
value items to have the shortest procurement period.

o Maintain a buffer stock of three month's consumption for all very 
essential drugs and for drugs frequently required in epidemic

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

Igsk 3..g...3:. Improve storage and storekeeping procedures.

o Replace existing drug stores having inadequate facilities in a 
phased manner at esch government hospital by using standard 
specifications to be determined by senior pharmacy staff.

a Establish regional depots at Lilongwe and MSLIZLI to serve the 
central and northern regions, respectively.

o To review the career structure in drug Supplies Management.

Isgil Si.Si.3 '• Establish an effective production and distribution 
system.

Acti.yi_ti_es

o Construct a new manufacturing unit at the proposed stores complex 
in Lilongwe and carry out modifications to the existing manufa 
cturing areas at Blantyre.

o 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.

o Train and deploy suitably qualified staff at all levels especially 
with emphasis on pharmacy assistants and technicians to undertake 
production, quality control and packaging operations at the two 
units mentioned above.
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2i=i=i 1 Ensure the -financial viability of the supply system 

A£ti.vi.ti.es

o Establish working capital needs-currently estimated at K5.million. 
This -figure should be reviewed periodically so that it reflects the 
changing circumstances.

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

o Reduce average stock on hand or its value by approximately 50% 
during a four year period 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.

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

o 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.

o Review procedures intended 
association with other tasks.

to reduce wastage as discussed in

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.

Strategy. 3^3 i_ Introduce IffiErgved Management Systems and Programs 
P.£ Ic.ai.ni.ng to Strengthen Personnel. Management 
and suD,ervisi_gr) throughout the health delivery
system

Four tasks have been identified for strategy 3.3

Task S^S^ii Achieve a sense of organisation purpose and team work 
within the MOH through a program of motivational education.

Acti.yi.ti.es

o Continue and finalise the study on the current management struc 
ture so as to identify the strengths and weaknesses.

o 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.

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

the

6-17



facilitate at each hospital the establishment of institutional 
goals and objectives 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.

iSi2 s Achieve operating efficiencies and cost reduction at 
all levels through the introduction of management improvements and 
training in their application.

Acti vi_ti_es

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

o Review the internal organisation of patient/bed allocation and
doctors/spec! al i st teamwork.

o Establish a supervisory system which incorporates work plans
and personal accountability.

o Establish a managerial climate which fosters co-operation and 
peer raview.

I§SiC 3..3..3 : Strenghthen and Develop collaborative arrangements 
with PHAM and other private and community groups to ensure the overall 
effectiveness and efficiency of management of all health services in 
the general interest of the citiaens of Malawi.

Activities

o Most of the activities for collaborative arrangements with 
PHAM and other non-government and community groups are discussed 
in chapter 9.

IsSii 3.^3^4 : Attain increased worker effectiveness and producti 
vity through a program of selectively supportive supervision and in- 
service training

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

o Establish effective and efficient supervisory practices fcr all 
key health personnel.

Strategy 3^.4 i Strengthen the Planning Process of the MDH

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



the formation uf regional and district levels of management so that 
these can coordinate and manage operations in the field, direct and 
support the extension of primary health care through cor* health ser 
vices, and help relieve administrative loads on the central level. 
This Mill 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.

!s§k Si5il • Strengthen the analytical and evaluative capability of 
ths health planning section.

Acti.yi.ti.es

o Continue to provide appropriate long and short-term training to 
all staff of the Planning Section. Training should emphasise deve 
loping skill in the planning process and the analysis of informa 
tion. This will help the planning unit staff's capabilities 
programme budgeting and monitoring of the Plan. ''

I§§il 3i.5i2i Strengthen MOH capability in and authority to commission 
health systems research.

Acti.vi.ti.es

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

Is§b jStSiS? s Increase planning capability throughout the MOH mana 
gement ranks.

Activities

o Establish through the Planning Section a long term strategy to
expose all central and key regional and district managers to the
planning process as applied to health.

o Identify appropriate external assistance to support multiple in- 
country planning exercises. This is likely to occur after 
appropriate researcn indicates the need for modification of the 
19S6-1995 Plan.

o Identify and implement ways of focussing donor assistance on 
objectives of MOH. This effort will include clearing proposed 
projects with vhe Planning Unit and some MOH body which can de 
termine if the proposed assistance meets objectives of the P3H 
and does so with the minimum impact on recurrent costs.

lask 3^.4^.1.;. Expand and Strengthen the Staffing of the Health

i
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Planning Section.

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 
project management.

Planning Unit, the capability for

relevantEstablish an effective flow of information with other 
government departments.

lisfiStrengthen MOH Financial. Pl.ann.ing and Control Proc§dy

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 projected financial needs of the 
Ministry cannot be met. Projected savings through improved efficie 
ncies will help to close the gap between the financial resources 
needed in 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 areas of health concern.

At the same time, it will be necessary to review the distribution 
o-f 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 
ensure that the substantial capital development resources available 
are utilised to support MOH service development priorities and that 
the recurrent costs of commissioning the facilities thus provided 
can be absorbed and maintained.

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

!§§[• 3i.5ii Extend accounting staff tc. district level and stren 
gthen capcity for financial analysis and cost control.
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a Establish the post of senior assistant accountant, and create 
the new post of Budget Section Leader, who Mill, under the Chief 
Accountant be responsible for budget formulation.

o Specify functions of the district accounting staff and establish 
» 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.

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

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

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

Task S..5..2 : Improve budgeting procedures to include program and 
performance budgeting systems.

o Re-design the MOH oudget to reflect more accurately the new 
pattern of desired services. Curative and primary health care 
services are viewed as essential major budget categories. 
Further breakdowns within these major -categories, by services, 
type of facility, district, programme, etc. will be useful.

o Development of a programme and performance budgeting system.

o Establish cost centres at general and central hospitals and use
computers for costing data.

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

o Modify the procedures for accounting and control regarding 
expenditures so as to obtain more useful budgeting information.

o Develop a set of technical manual s detailing all procedures to 
be followed by the new Budget Section.

o Establish a link for effective communication and flow of- in 
formation with the Planning Section in order to help both sec 
tions, to be responsive to changing circumstances.

o Establish a strategy for generating district interest- and input 
in the budgeting and accounting activities of the MDH.
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o Develop/strengthen all procedures regarding revenue, expendi 
tures, and budgeting with an eye toward essential computerisa 
tion dur\/ig the ten-year Plan.

U..X3I& Si.5i2 i Identify ways to improve fee collection.

''Establish and execute a scope of work for the Planning Section to 
undertake relevant studies.

_„,_,__„ 2i2 : Strengthen Information basis adequate for effective 
planning management snd evaluation.

MOH n&eds information for two different purposes, to assess the 
ef fecti veness of major programs and to assess the efficiency of the 
use of resources. Additionally, information is needed to guide 
broad policy relating to the appropriateness of the MOH priorities 
in the use of limited resources.

In addresEsing health information and health management information 
r&qisi re/Tisnl s MDH must concentrate on data acquisition specific to 
the goals and objective set forth by the National Health Plan. In 
this way pertinent data is the product sought, aggressively analysed 
and turned into information which can guide valid decisions to 
ttrmi nate, alte-r or continue programs.

Current data on infant, child anc! maternal mortality is cased upon 
inpatient reports. This is neither a complete re-port of the 
•frequency of these events nor a satisfactory basis for a statement 
of the proportionate distribution of deaths by cause in the 
population.

The exceptional power of a vital registration system to produce 
clear understanding of the force of morxality in defined age groups 
and in major g&ographic areas is denied i.c- ch|ef executives in MDH 
due 'CD the absence of a statutory requirement 'for the registration 
of births and deaths in Malawi. However, tHis limitation can be 
overcome by recently developed survey methods. }•

i
Health management information serves the purpose of cost,, coat 
effective and benefit-cost analysis. Managers of significant ,'riealth 
programs require skill in the use of management data,, as well as a 
knowledge of the state of art and science of ">the technical 
disciplines involved in their programs.

£r.i QgY.f!SB £b§ 
G52Cfei£ii£y..i. natai

'! -i£y f2C scc2uisi.ti.on of data on morta- 
and' ^dt rational, status E§c£iD§Qt to the 3

Two options (1) a biennial sample survey of the population
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(see appendix 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 on*. 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.

o Assign 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.

o Complete the physical facility for CHSU to include basic 
laboratory space and equipment sufficient to perform 
surveillance on common communicable diseases e.g. 
tuberculosis, leprosy, schistosomiasis, diarrhea.

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

Task 3./;i2 Dgvelgg a formal, health management information sy.st.em to 
LDElyde iEeci£i.gd rfEerts to management echelons.

o Identify content of periodic and ad hoc reports; e.g.

- Annual compilation of facilities in place and under 
construction to include sine with ratio of beds to
population by district.

- Annual admissions by hospital according to age and 
discharge diagnosis.

- Persons served and No. of visits by Outpatient Facility for 
each district.

o Design data acquisition, for each periodic report, to assure 
maximum use by district and central office staff.

Maximize employment of state of art data storage and analysis
equipment.

o Assure processing and analysis and distribution on a
management relevant time frame. This will require 2 
additional professionally qualified analysts adequately 
trained in computer data management.

o Provide short term training to district and regional staff on 
management information use and in the acquisition of valid 
data.
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6.5 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 a positive impact on child survival. A health system 
which waits for mothers and children to come to a fixed facility for 
services generally finds that these people arrive too late for 
interventions to have maximum effect. Those who do seek preventive 
services are generally only a small proportion of the population and 
often those least likely to need preventive advice. In order for 
the health services to have a more significant impact on child 
survival, 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, skills and means of effective prevention and 
early treatment as close to the family as possible. This will be 
accomplished through the PHC 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 
to the target population, efforts will be made to introduce the 
delivery of integrated MCH services within the PHC approach. With 
this, approach mothers 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.

§tr.§tegy Q._\_ :_ Strengthen Family Heal_th Services

Seven tasks have been identified for Maternal and Child Health 
Services in the plan period.

Tas(_ S^l^i i_ To introduce integrated MCH services

In this plan period, the present Antenatal and Underfive clinics 
will stop to e-iist as separate entities, but will 
be combined to form daily integrated and comprehensive MCH clinics.

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

o Antenatal and postnatal mothers will be attended to as 
outlined in Task 4.1.2 below.

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

o Integrated services will be introduced nationwide following a 
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trial period in a •few centres.

o Health personnel Mill 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).

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

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

Task 4._l.t2 i_ To Strengthen Maternal. Care Services so as to ensure
that mothers are kept healthy throughout pregnancy and delivery so
that they produce normal and healthy babies.

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

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

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

o Strengthen materniry services:

- strengthen maternity facilities by expanding health centres;

- open up new outreach antenatal clinics services;

- continue the training of more TBAs, using a revised 
syllabus, with added roles, so as to extend services to 
more people in the community.

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

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



Strengthen in-service training of all staff involved in 
delivering maternal services.

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

fJiiili To expand and strengthen Child Spacing services in the 
whole country.

The Objectives of this programme are:

1. To provide; bath technical and managerial skills, in Child 
Spacing, to all cadres of health personnel.

2. To introduce the delivery cf Child Spacing services to the 
family and community as an integral part of MCH services.

3 To introduce to tne community and its local leaders the 
concept of Child Spacing as it relates to maternal and child 
health in Malawi .

A. Tc conduct research into the current knowledge attitude and 
practices (KAP) of the community with respect to Child Spacing

S. To establish an inbuilt monitoring and evaluation system for 
the smooth running of the programme.

o

o 

o

Formulation of a five year National Child Spacing Plan of 
action.

Development of curricula for the training of trainers and 
service providers.

Procurement 
material.

of child spacing commodities and training

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 
availability of child spacing services.

Initiate and conduct KAP 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. _— —•
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J
5.-.ii5i To strengthen child cars services which are aimed at 

reducing infant and childhood morbidity and mortality by keeping 
children healthy throughout the first five years of life.

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

Malaria
Measles and other EPI diseases
Diarrhoea diseases
Respiratory diseases
Nutrition disorders (including Anaemia)
Eye anc1 skin diseases
Parasites etc.

Establish prevention interventions 
diseases listed above.

protocols -for priority

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

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

which

- Neonatal clinic service - 1st month of life. Baby to have 
weekly physical examination weighing, BCB and to provide 
information and education to mothers on baby care.

Establish with the overall MCH programme underfives services 
in all new health facilities and those old health facilities 
which do not at present provide 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, 
drugs, records and food supplements needed, to provide proper 
child care services.

Strengthen in-service training of all MCi-l personnel in 
management of all priority childhood diseases.

Establish 
programme

an ongoing 
activities.

monitoring and evaluation system for

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

l£§ii 5iii§ • To Strengthen the EPI Programme.
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Activities

D

O

o

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

To increase public awareness and participation about prevention 
of EPI diseases in close collaboration with health education 
and community participation.

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

To train and motivate all levels of staff regarding KP1 
management.

To integrate immunisation services in 
delivery within the Primary Health Care.

the total

To strengthen surveillance of EPI diseases through monitoring! 
and reporting at all levels in close collaboration with the 
CHSU.

Establish morbidity and mortality data for all 
through specific studies.

EPI diseases.

Establish sentinel 
diseases, by 1987.

sites for reporting arid monitoring EPI

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 cpld chain equipment and spare 
parts by 19S6.

Conduct courses for mid-level managers and peripheral staff in 
EPI managemtnt every year.

Ensure availability of immunisation services to lOO'i of fixed 
and outreach facilities by 1989 through provision of necessary
equipment.

Improve supervision of EPI activities through development of 
check lists and feedback mechanisms by 1987.

Prepare/adapt EPI modules for use by peripheral staff by 19£ii>.

Districts to identify and arrange periodic visits to 
inaccessible areas (every 3 months) to give immunisations.

Develop communication materials and channels for public 
information about immunisations by 198&.

Include EPI in curricula of schools and Health Training 
Institutions by 1989.
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o SO'/, of the elligible target population fully immunised by 1990 
through increased outreach approach and maximised use of 
mothers and child's contact with a health facility.

o Immunisations available to all elligible target population by 
1995 through the above described activities.

!§§k 4...1...6: To Strengthen the Control of Diarrhoea Diseases. 

Acti.vi.ti.es

The -following activities will be implemented, o's an integral part of 
the nCH/PHC programme, during the first 5 years of the Diarrhoeal 
Disease Control Programme (1935-1989).

o Assign the manager appointed for the malaria program for the 
coordination of the diarrhoeal diseases (see malaria section).

o Promotion and Development:

- procure DRS packets according to national requirements;

- establish the use of ORB at all levels of the health system;

- produce DRT health education materials for use at all levels
and in schools;

- study feasibility of a National QRS packet production plant.

o Distribution:

- establish and implement an QRS packet storage and 
distribution system for all levels of the health system.

o Training and Health Education:

- conduct training for «11 cadres of health personnel, village 
health workers and TBAs, on DRT;

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

- disseminate information to mothers and the general public 
about use of ORT.

o 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 ^capability of 
mothers to prepare SSS in the home.
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6.6 OBJECTIVE 5 : TO IMPROVE THE STATUS OF THE GENERAL POPULA 
TION BY STRENGTHENING RELEVANT PROGRAMMES

Chapter 5 identified three strategies to achieve Objective 5. 

§±.1 i §tCgQ9then Disease Control. Services

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

5iliii L "T° reduce the mortality from malaria

6Eti.vi.ti.fB 

o

o 

o

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

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

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

Ensure that pol i cy 'devel opment and program implementation for 
malsria is coordinated with existing and planned disease 
control activities to ensure the effective practice and exten 
sion of services.

Ensure easy access to anti-malarial drugs fdr the public. 

Provide chemoprophyl axis to high - risk groups.

Train health personnel 
prevention of malaria.

on the diagnosis, treatment and

Appoint a centrally located manager for malaria and diarrhoeal 
with specific responsibility for the daily coordination and 
monitoring of disease control 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 identification of problems that require 
specialised inputs.

Ensure proper coordination of membership on the malaria and 
disrrhcjeal committees so as to improve integration o-f the 
planning and implementation of the programme services at 
central as well as at delivery level.

§ilii • Improve the Control of Acute Upper Respiratory Infec
tions

Activities

o Educate the public and family members to be alert to risk



factors and early signs and symptoms of respiratory infections

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

Promote the follow up of cases to 
resolution of the disease has occured.

ensure that complete

§Eg£i£J.£ Qfej§£tiv§ §tii3i Improve the prevention and control of 
major causes of blindness and make essential eye care available tc 
all; and improve the control of skin infections.

for Sp.eg.ifi

o Carry
least

out
50V.

programmes

baseline
of the

in euch

assessments
di stricts

districts.

of
by

bl inding
1990 so

disorders in 
as to plan

at 
eye

o Operationalise national programmes for the prevention of 
blindness in the country including the development and 
application o-f mechani si/ns for evaluation by 1990.

o Expand the implementation of the training schemes in eye care 
for personnel at the primary and first referral levels so 
that 50% of the districts are covered by 1990.

o Strengthen the institutional capabilities to allow for 
research on improved technologies for the prevention and 
treatment of blinding disorders, particulary within health 
care systems based on primary health care.

o 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.

Promote early 
starting at the

recognition and 
village level.

treatment of skin diseases

5iii.5 1 
onchocerciasi s,

To expand control programmes for schistosomi asis, 
trypanosomiasi s, leprosy and tuberculosis.

Review the schi stosomiasi s control programme during the early months 
of Plan implementation so as to decide the best strategy for con 
trolling schistosomiasis. Meanwhile however, the following activi 
ties Mill be undertaken:

o Take steps to ensure that drugs for treatment of
schi stosomi asis be available at all 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 techniques 
introduced at all health centres.

are

Since schistosomiasis is a community based problem, steps will 
be taken to integrate the program., e within the PHC approach 
because this problem can most successfully be tackled through 
community participation. The communities will be mobilised, 
as for other helmilitK ^ infections, to supply themselves with 
safe water and sanitary facilities and also help implement the 
environmental and behavioural modifications that eliminate 
or reduce the intensity of transmission.

There will be need to carry out operational research.

Onchocerciasis

Onchocerci asi s is endemic and known to be a public health 
problem in the Shire Highlands, especially in Thyolo district 
where a control programme started and should be strengthened

Finalise tht prevalence survey currently being carried out in 
Thyolo District to delineate the geographic distribution and 
intensity of inf ec'c^nn. The studies on the biology of the 
si.fflyl!y.ffi vectors to determine breeding sites, fly distribution 
and transi mi ssi on potential and also the Laboratory studies to 
be carried out to determine the best larvicides for control 
should be finalised so that active control of the simulium 
vectors in Thyolo by 198S by which' time biological studies 
will have yielded enough information.

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

While in terms of numbers trypanosomiasis is not a significant 
public health 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 similar to the ones 
that occured in the 1920s. A three year preparatory phase will be 
implemented to :

o 

o

Conduct epidemiological 
tsetse infected areas. ,

surveys of populations adjacent to

Carry out episootigical surveys in domestic animals.

Do studies in tsetse fly bionomics in relation to 
transi mi ssi on potential and therefore evolve., a- control 
strategy.
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A£ this is a regional programme, involving Malawi, 
"tozambi que, Zambia and Zimbabwe. It is anticipated that 
aerial spraying will be a major control tool though within 
Malawi fly traps which are more efficient due to the size of 
the fly infected areas will also be used.

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

o Detection of possible new cases through examination of 
patches, nerves deformities and paralysis and also taking and 
and fixing slit st;in smears and examinations for mycobacterium
larvae.

o Supply of 
servi ces.

Continuous education of patients on prevention 
ulcers and deformities through demonstration.

anti leprosy drugs through mobile treatment

of plantar 

through the cooperationContinuous follow-up of defaulters, 
of the community.

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

Carry out a vaccine trial.

Increase public awareness on early detection and treatement 
1eprosy.

of

The objective of the Tuberculosis programme is to reduce tuber 
culosis to a. level where it is no longer a public health problem.

The basic approach will be more of strengthening treatment, case- 
finding, continuing with BCB immunisation (under EPI), reorganisa 
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 Produce a revised Tuberculosis Manual and make it available to 
all Health Units. This will give guidelines on organisation 
of the TB Programme and on al 1 TB Control measures.

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



importance 
measure.

in •future evaluation of the impact of the control

o 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 TB Programme Coordinator, 
a TB Laboratory staff and a Pharmacy Assistant.

Acti.yi_tigs for the Control, of TE

o Establish 3 posts for Regional TB Coordinator to implement 
and coordinate TB activities in the three regions.

D Train labolatory staff for the "Central" TB Laboratory which 
apart from routine services, Mill act as a quality control 
centre ?nd centre for coordinating in-service training for labo 
ratory staff at other microscopy centres.

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

o Educate- the community in collaboration with the health educa 
tion unit to be aware of the early signs and symptoms of 
Tuberculosis and impress on them that TB is now a curable
di sease.

D Education visits for TB Programme Coordinators to neighbouring 
and other countries to learn from their experience.

o TF< programme coordinators to attend important international TB 
Conference/Seminars in order to keep abreast with the current 
developments in TB management and management of other chest
di seases.

D Strengthening treatment by:

- passive case-finding to be intensified;
- expanding microscopy services and ensure continuous supply 

reagents;
- active case-finding to be encouraged wherever possible.

o Improve case management by:

- ensuring treatment is given to all patients diagnosed
- ensuring continous supply of anti-TB drugs to all Treatment 

Units and ensure that easy access to patients;
- with external assistance gradually introduce short course 

regimens (containing Rifampicin) for both new and previously 
treated patients to cover the whole country by 1988. Ten of 
the country's 24 districts have already been covered with 
the shorter regimens with assistance from the International 
Uninion Aga>.nst Tuberculosis!;

- provide chemoprophylaxis to high-risk group;
- to improve compliance, case-finding and tracing of
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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 L.epra Clinical Attendants;

- encourage community involvement.

Expand prevention activities through EPI by continuing to give 
EiC6 and promote closer exchange of information on BC6 immunis 
ation between EPI and TB Programme Coordinator.

Programme management tools to be used will include:

- regular evaluation of tuberculosis control measures.
- regular evaluation of the impact of the TB Control measures 

on the magnitude of the problem.

Task 5J.1...5 :. Introduce additional disease control programs as resou 
rces permit and priorities dictate.

o S'SilUSlIy IraQ§imitted Diseases:. Establish programme objectives 
and targets directed towards public education, aggressive 
case finding, early treatment and follow-up of contacts.

D £E£id§Q!.§ §Qd Genera^ Irayma :. 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 roads and in the workplace.

° £ESrs§i.ti.c and Helminthic 'Diseases^ Establish programme
objective and targets directed toward eliminating the source 
of infection screening and early treatment of cases.

o Hypertensions. Establish programme objectives and targets 
directed towards early recognition and effective treatment of 
elevated blood pressure.

° Q§Ii9D§Dt D§SEl§§!!!S-- Establish programme priorities objectives 
and targets for neoplasms to determine areas requiring 
development screening and earl. y treatment.

0 dg.E§ti.tis:. Establish programme objectives and targets directed
towards establishment of district-by-district incidence date, 
population screening and immunisation in high-incidence 
di stricts.

Strategy. 5tg 1 Strengthen Environmental. Health Services" 

One task has been dentified for strengthening the environmental



health services in this plan pariod.

JSSli §£.§£.11 Improve waste disposal practices and
increase the availability of potable water to rural populations.

o Review existing plans for environmental health and sanitation 
interventions by:

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

- research into various possible types of excreta disposal 
units using different materials and techniques to find those 
methods that are most economic and suitable so as to satisfy 
local conditions.

o 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 a degree level program at the polytechnic for 
environmental health officers - this will have to be 
combined with the program for health education. There will 
also be need to train HBA so as to gear them to activities 
they currently undertake.

o Train health personnel especially at health centres in 
appropriate technologies on low cost sanitation e.g. pit 
latrines (V1P). To this end, a low cost sanitation unit 
will be established.

Educate the rural communities regarding the 
the provision and use of pit latrines.

improtance of

To improve the availability of water to families both quali 
tatively and quantitatively in rural areas so that by 1990, 
75'/. of the rural population has access to 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 cresting, through PHC mechanisms and a referal system 
for maintenance of water sources by community involvement.

the Health Education QomD.onent so that it
is EsESfelS Sf EC9ffi2feiD9 bg§!£h¥ behaviour which will
make maximum impact on the major health D.rgbl.ems of

strengthening theOne specific objective has been identified for 
health education component.
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Task 5._3..i ^ 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.

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

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

o Reorientate health and allied personnel such different forms 
or retraining programmes to increase their capacity to 
carryout effective health information and education.

o Establish a career structure for qualified health educatiors.

o Carryout a rational programme of training for health educators 
at different levels wi thing the country and abroad.

o Establish and equip health education units at regional and 
district levels by raising the status of the Health Education 
Unit of the MCH to an autonomous division with the MOH.

o Strengthen family and community health education through the 
organisation of appropriate learning, experiences and the 
training of the various community organisations especially the 
leaders of such organisations.

o Mobilisation of communities to effectively participate as 
partners in F'HC activities.

o Undertake operational research.

o Establish a forum for regular exchange of ideas and 
experiences among groups, organisations or institutions 
involved in information and education for health in Malawi.

o 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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6.7 OBJECTIVE 6 i TO IMPROVE THE NUTRITIONAL STATUS OF MOTHERS AND 
YOUNG CHILDREN AS A BASIC STRATEGY FOR ACHIEVING THE MEDIUM 
TERM GOALS

Strategy &s.i Iffier.ey.§ the nutritional, status through myl.ti§gctgral 
ap.Qroach

£iiiil To reduce Malnutrition Rates

Activities

o (a) Develop a new approach to nutrition education based on the 
following priority points.

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

- Supplementation of breast milk i«iith other foods beginning 
from the fourth month.

- Encouraging frequent feeding of underfives 
lactating mothers, and increase amounts of 
each meal.

pregnant and 
various foods at

(b)

- Encourage variety of mixed ingredients per meal and at least 
four meals/day for underfives.

- Promote use of Likuni Phala as a weaning food.

- Increase use of foods rich in carotene (dark green leafy 
vegetables) by young children and pregnant and lactating 
women.

- Increase caloric density by adding sugar and oil to food.

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

- Promote early treatment of malaria, measles intestinal worms 
and respiratory infections which are contributing factors to 
malnutri tion.

- Encourage early oral rehydration and continued feeding for 
children with diarrhoea.

- Promote 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 members through the Primary Health Care 
approach. -""" "~

Promote production of Likuni Phala as a weaning food, using
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the revised -formula and procedure, 
and household level:

both on a commercial scale

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

- arrange with Brain and Milling Company (GRAMIL) to determine 
the market potential for industrially processed Likuni Phala 
in both urban and rural segments;

- assess the acceptability of the new Likuni Phala whose 
ingredients will be toasted before grinding, and to which 
minerals and vitamins will be added to prevent rancidity and 
to combat nutrient deficiencies. Questionaires will be sent 
to hospitals, underfive clinics, nutrition clinics and 
nutrition rehabilitation centre to assess the acceptability;

- if the product proves to be acceptable, popularise it;

- produce posters indicating the merits of Likuni Phala over 
imported weaning foods;

- produce leaflets for wide distribution through the Ministry 
cf Health, Ministry of Agriculture, Ministry of Education 
and Ministry of Community Services;

- conduct seminars or training of staff who give nutrition 
talks in MCH clinics in proper preparation of the Likurii 
Phala at the household level.

Promote the production of Likuni Phala at the household level 
using the same formula but adding vegetables and fruits for 
vitamins.

To control vitamin A deficiency by establishing 
directed towards prevention of Xerophthalmia.

a programme

To institute the long term control measure of goitre by implems 
nting a program of salt iodisation.

Prevention of Nutritional Anaemia by expanding the existing 
services for prevention of nutritional anaemia through proper 
nutrition education and adequate distribution of ferrous 
sulphate and multivate tablets to all pregnant mothers and 
children in 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 a 
mon.h during the first year 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 screening to ensure 
adequate time to examine each child and advise mothers 
accordingly;

- training staff to look for risk factors which may lead to 
nutritional deficiency;

- teaching motners and the community the importance of the 
weight chart and how to interpret it;

- teaching mothers (quoting examples if possible) 
interaction between diseases and malnutrition;

the

- Making available to all health facilities all the record 
•forms required for nutritional services;

- Teaching members of village committees through the PHC
or a child's weight;

sec-toral approach with other agencies.

system how tc. mor.it 

- To strengthen int&r
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CHAPTER 7

THE RESOURCE IMPLICATIONS OF THE NATIONAL 
HEALTH PLAN OVER THE NEXT 10 YEARS

Ztl 1NI6QDUGIIQN

The strategies, targets, and activities described in chapter 5 and 6 
reflect significant shifts in Ministry of Health policy for the next 
ten years, and have equally significant implications for resource 
utilisation in the future. This chapter considers these implica 
tions, with a view to assessing, in an approximate way, the feasi 
bility of the previous 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 specific detailed for those activities to be 
"costed". Where this level of specificity is not achieved, mecha 
nisms 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 
labour has fallen significantly over the period 19BO-1984, but it 
may well rise again. The relative price of medical supplies is 
also unstable, since it depends critically upon the exchange rate, 
which fluctuates considerably, and economic conditions elsewhere. 
Thus, to "cost" future activities in terms of salary costs and 
"other costs", on the assumption that there is some fixed ratio 
between the two, <the relative cost of .labour compared with fuel 
fell by over 327. in the 30 month period between the middle of 19S2 
and the end of 1984) is unlikely to be very useful.

However, this do&s not mean that this chapter cannot indicate 
whether the plan is likely to be overambi tious or not. While it may 
not provide a "10 year budget", i,t can serve at least to indicate 
those shifts in the allocation gf_ resources over the next ten v.ear§j.
which SCS EHitiEEiily. im.ESr.tant j_f the Ministry is to §£higve the 
99si§ E&ntaingd in this El§Di I n 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 
are to come from.

The following sections attempt to synthesise these resourse shifts 
by analysing first the manpower implications of the planned service 
delivery system over the ten year period followed by the cost impli 
cations, both capital and recurrent of the planned development
programmes and finally the current and expected financial 
of the Ministry of Health.

Zi2 MANPOWER IMPLICATIONS of THE PLAN

position

ZiSiJL Current Situation

The successful implementation of the plan apart from other things,
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hinges upon the availability of appropriate and adequately trained 
manpower, who are deployed according to service needs and priorities 
and who are properly supported and supervised.

The MDH had as of June 1984, 4962 established posts of which 739, or 
15'/. 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 numbers of vacancies, the positions of Regis 
tered Nurses (130 vacancies) and Medical Assistants (166 vacancies) 
stand out most sharply. A lack of authorised posts in some cadres 
had forced the MDH to utilise vacancies in other categories to 
employ personnel in excess of established posts.

I6SLE 7ii :. MDH STAFFING SITUATION - JUNE 1934

CATEGORY

Medical Officer
Dent a st
Clinical Officer
Medical Assistant
Registered Nurse
Enrolled Nurse 'Mi dwi f e
F'harmaci st
Pharmacy Technician
Pharmacy Assistant
Laboratory Technician
Laboratory Assistant
Radiographer
X-Ray Assistant
Dental Technician
Dental Assistant
Physio/OT
Health Inspector
Health Educators
Health Assistant
Other Established

ESTABLISHMENT

136
11

184
517
497
907
13
6

26
29
84
17
9

11
12
12

101
-

231
2159

STAFF-IN 
POST

84
8

178
351
367
919

9' 1

32
25
55
9
B
7
9
6

65
5

169
1916

IN POST AS '/. 
OF ESTABLISHMENT

62
73
97
68
74

101
69
17

127
86
65
53
89
64
75
50
69
-

73
89

Total 496; 4223 85

Sixty percent of all trained service personnel are working in 
hospitals and thirty-two percent in the health centres and rural 
hospials. Within the hospital sector, there are large variations 
between the central/general hospitals and the district hospitals in 
terms of staff per unit of service, with the central hospitals 
having twice the number of trained personnel per in-patient than the 
district hospitals.



Zi2a.2 ManEOwer 5'13yiCg£D§DtS Si E!§QQ§d Service Delivery

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 MQH 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 77. for other support services and functions.

ZiSi.2 dSQBowgr Rgayirements of PHAM and other agencies

In the absence of well defined plans for the delivery of health ser 
vices by PHAM and other agencies over the ten year plan period, it is 
difficult to make projections of the levels of staff that will be 
required. In view of the problems being faced by a number of these 
agencies in running their health 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 increase 
in staffing requirements. 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 enrolled 
nurse/midwife situation is more complex because of the flows of 
staff between PHAM and the MOH. It would appear that there is a 
significant number of already qualified enrolled nurse/midwives that 
are not currently employed who would wish to work for the MOH. 
Following the graduation of Health Inspectors from the 1982, 1933 
and 1984 intakes (i.e. after 1987), the MOH will have sufficient 
staff of this, cadre to meet all its currently identified 1995 
requirements.

The MOH is a young service and losses for reason of retirement have
been and will continue to be small at a projected level of less
than IV. annualy over the next ten years. Pre-retirement losses are
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Ti.1 1 MANPOWER REQtnRED 1995 AT MINIMUM STANDARDS

Staff Category

Medical Officer
Clinical Officer
Medical Assistant
Public Health Nurse
Registered Nurse
Enrolled Nurse/Midwife
Denti st
Dental Technician
Dental Assistant
Pharmacist
Pharmacy Technician
Pharmacy Assistant
Radiographer
X-Ray Technician
X-Ray Assistant
Laboratory Technician
Laboratory Assistant
Other Technical
Health Inspector
Health Educators
Health Assistant
Health Surveillance Asst.
Administrative Staff
Other Support Staff

Total

In-Post
1984

84
178
351
37

33O
919

8
7
9
9
1

32
9
—
8

25
55
27
65
5

169
293
486
2562

5674

Required
1995

,154
292
923
87

f.49
2180

31
14
41
70
15
66
11
2

31
27
95
43
81
70

256
674
818

4122

10,652

Existing as '/,
of Required

55
61
38
43
60
42
26
50
22
35
15
48
82
-

26
93
58
63
86
7

66
44
59
62

54

also low. Annual loss rates vary between '27. — 5X with the exception 
of pharmacy assistants for whom private sector employment 
opportunities have been considerable. With the expansion of 
services in the rural areas, however, and the traditional difficulty 
of retaining female staff to work in relatively isolated 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 applicants to training institutions to join the health services. 
Applications for training in health professions within the country 
average 30 for every training place available. There is also a 
waiting list for scholarships for overseas training. The major 
problems however, which need to be addressed urgently 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. _.

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 selection and poor discipline at training 
schools, 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 its staffing requirements, it should not only have 
sufficient numbers of appropriately trained personnel but should also 
have a corresponding amount of authorised posts for each category 
required.

Zi3 CAP1IAL PROJECTS PLANNED OVER THE TEN YEAR PLAN PERIOD

capital projects over the ten year 
both capital and recurrent and a

Table 7.4 gives a list of planned 
plan period, their estimated cost, 
tentative implementation schedule.

Zi-Iii §LLB.sQ§i2Q Si £t!2Qcel_l_or QQ

The capital costs of the envisaged centre for higher learning that 
is to be established at Chancellor College in Zomba, for medical 
personnel in the country, are difficult to estimate at this stage. 
This is largely because the MOH has not carried out any similar 
project in the past. However, capital cost estimates have been 
provided in th& taale based on cost of providing facilities of a 
standard similar to those existing at Chancellor College which have 
been estimated to be in the area of K63,50O per student. The total 
cost of K12.7fii provided therefore assumes a total capacity of 20O 
students per year. The project, which is to start in the second 
year of the plans implementation, is spread over a five year period.

It is assumed that the centre will not start operating until the 
final year of the project, which will be the sixth year of the 
plan's implementation. It is further assumed that only half (100) 
of the intended capacity will be admitted in the first year of the 
centre's operation, moving on to full capacity in the following 
year. The recurrent cost figures given are based on the University 
of Malawi's estimated average recurrent cost per student per year 
of K4,200 (rounded up) that was used for their 19S4/B5 budget 
esti mate.

ZiSi.2 Urban Centres For Family t!g§Ith

For the proposed centres for family health, cost estimates (capital) 
were based on past experience in providing comparable facilities 
(e.g. wards, equipment 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, euch as adminis 
tration block, laundry, kitchen etc, will have to be provided which 
already exist at Kamusu 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 Queen Elizabeth Central 
Hospital though some expansion is needed to bring the standard up to

7-6



I£ilt=I ZiS L EXPECTED !22§ ilSEE BiQUlBidiNI JN Idi tJiALTH SECTOR

7-7



those planned for the North and Central regions, hence the item "expa 
nsion to Queen 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 implications of expansion to QECH are likely to 
La negligible since inpatient numbers are not expected to increase 
significantly.

In Lilongwe, the establishment of the Urban Centre for Family Health 
Mill permit the old maternity to be deployed for other activities, 
and it need no long constitute part of the hospital. The cost of 
maintaining 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 be saved. All together, a total of 
K16,9m 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 implications. Furthermore, the 
establ ishmunt of urban health centres is likely to increase cost 
even more, given that additional staff, etc, are required. On the 
other hand, it is hoped that these units will reduce patient 
demand at the central hospital, and it is therefore likely 
running costs of these units will be offset by savings 
hospital, especially on the grounds that these units will 
"early treatment", and patients who would otherwise be 
inpatients at the hospital can instead be treated as

th«*t the 
at the 
deliver 

admitted as 
outpatients

because clinical intervention will have been made much quicker.

So the determination of the recurrent cost implications of the new 
LJCFH in Lilongwe is not an easy task, because of the conflicting 
factors described above. For these reasons, it is difficult to 
ascertain whether the implications will be positive or negative, but 
certainly their magnitude in either direction cannot be very 
significant. A provisional figure of K'10,000 new recurrent cost is 
provided. Further detailed investigation will be made in the early 
months of the plan period.

The recurrent cost implications of the LJCFH in MZLIZLI will certainly 
be very positive. Even with detailed investigation into likely 
patient numbers etc, it is unlikely that a confident estimate 
can be provided. Here it is assumed that costs of the unit will be 
mora than a standard district hospital, but not as great as the 
central hospital in Lilongwe: thus it is assumed that the resources 
absorbed by this unit will 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 specialist facilities.

Zi.2i3 District Hp.sp.ital. BgEigcement Programme

It has been assumed that the cost of replacing a district hospital 
will not 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 each district hospital replaced 
Mill be, there is likely to be a slight increase, judging from 
experience with other hospitals that have been replaced recently. 
An average figure of K47,000 is given in Table 7.1. In all, Kl&.75m 
in capital cost will be required for the planned replacements of 
district hospitals over the plan period.

An item 'DISTRICT HOSPITALS UNDER CONSTRUCTION' is included in the 
Table. No capital costs are shown because the funds are already 
available and allocated 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 
funds allocated for the Ministry's operations in this period. These 
hospitals are Karonga, Mchinji, Salima where construction is in 
progress and Ntchisi, for which funds are already available though 
construction worl; has not started yet.

The capital cost of replacing Zomba General Hospital is estimated to 
be higher than that of an average district hospital mainly because 
it is larger and offers some specialist services. As such it 
requires more funds for building, equipment and other support 
services,. No significant new recurrent costs are expected to be 
generated because it is basically a replacement of old dilapidated 
bull dines with new ones with no expected increase in patient 
numbers.

Zis'iS Health Centre Construction

The capital cost presented for health subcentre construction assumes 
an average capital cost of K1 170,000 per centre and K100,000 per 
dispensary or maternity. If the criteria of 1O,000 population 
within a five mile radius for each health centre were to be used 
and, leaving out populations within hospital catchment areas, a 
total of 133 health centres would have to be built over the plan 
p&riod. With the Ministry's intention of upgrading existing facili 
ties by adding missing components where only either a dispensary or 
maternity exists, a total of 93 units will have to be upgraded (9 
matenities and 84 dispensaries according to 1983 statistics. The 
total capital cost, if this were to be achieved, would come to 
K32.25m. This does not take into account units that might need to 
be replaced or renovated. • Some more work will have to be done to 
sot some realistic target for this programme. Chapter 1O points 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,OOO per 
year per each health centre — K7,000 for a dispensary and K3,000 for 
a maternity. This take into account staff costs, supplies, 
maintenance but does not take into account depreciation 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 K5.5m , the Zomba School of Nursing 
is to be replaced, early in the plan implementation. This is not 
only because the facilities are poor and in very bad condition but 
also, considering how important the cadre of enrolled nurses is, to 
increase the output which at present is inadequate to meet MQH 
requirements. It has been estimated that this expansion Mill 
generate additional recurrent cost of around K45,OOO per year.

ZiSiZ i;iE§D§12D 9f iflSDtyCg School. of Nursing

The capital cost for this project, which is already in progress, 
has not been given in 7.3.1. Because of the expansion, the project 
is expected to generate additional recurrent costs which have been 
estimated to be around K30,000 per year, bringing the total 
recurrent cost per year for the school to K80,000 from the current 
level of about K50,000.

Zi.3i.i QSQSicysfeiSQ Sf §taf £ Housing

The last item on the list of planned capital projects 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 
targets in the past, largely fcr the following reasons.

First of all, the lack of staff accommodation has created a 
significant obstacle to the mobility of staff around the country. A 
number of existing 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 yet 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 around the country.

The second point is that with accommodation in short supply, and 
what accommodation there is often being in very poor condition, 
staff may well be discouraged to the point of resignation. 
During the background work an estimate of the number of qualified 
nurses in the country who are unemployed was made. The figure was 
found to be very considerable indeed. It is difficult to estimate 
the extent to which the accommodation factor contributes to the 
decision to resign, but it is likely that it plays a fairly 
significant role.

It is therefore intended 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 type houses, will be constructed each year. Capital costs 
are estimated at K650,000 per annum: which would cover cost of
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building 4 class D houses at »n average cost of K2 1,000 each, and 40 
class E houses at an average cost of K14,OOO each. Recurrent costs 
Mill be negligible, and have not been estimated.

Zi4. QltJER RECURRENT COSTS

The extension of programmes such as Primary Health Care, MCH, EPI and 
central organisation developments will have cost implications that 
should be taken into 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 yet. The cost 
given in Table 7.5 is a summary by programme of estmated additional 
MOH expenditure required to fund the recurrent cost of approved Pro 
jects from the year 1985/86 to 1990, that do not fall under the 
capital projects category.

7^5 SUMMARY §Y PROGRAMME OF ADDITIONAL MDH EXPENDITURE
6'iQyiBED TO FUND THE RicyRRENT COSTS OF" APPROVED
DEVELOPMENT PROJECTS

PRQSRAMI'IE/DELIVERV 
SYSTEM

ADDITIONAL MOH RECURRENT EXPENDITURE <1> 

1935/86 1936/87 1887/83 1988/89 1989/90

PHC extension
MCH
EPI
Drug Production
5< delivery
Manpower developments
Central Organisation
developments

85 , 200
12,600
2 , 700

147,650

77,580
72 , 000

49,050
2t>,4QO ,

1 22 , 40O
—

82 , 400
36 , 300

89 , 000
24 , OOO
5 , 200
—

40,000
5 , 300

35 , 700
- -
— -
— -

- -
30 , 000

102,430 316,550 163,500 35,700 30,000

(1) The sum each year represents the additional expenditure 
required over and above the expenditure level of the previous 
year.

Exten£,i.cn§.

The cost of PHC extensions includes costs associated with training 
district staff initial training for VHCs, TBAs etc and refresher 
training for AHC, VHC, TBA and H5A in PHC districts. In addition, 
it includes costs for running 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.
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To sum up, additional costs of about KB5,200 ars expected to be 
incurred in the 1985/86 -financial year in the extension of PHC, with 
other additional costs of K49,050, KB9,000 and K35,70O for the 
second, third and fourth years respectively of the planned 
extension. This comes up to a sum of K2S8,950 in additional 
recurrent cost for the extension of Primary Health Care activities 
by 1990.

7^3 Maternal and Child Health

The cost for the extension of the programme include training of 
TBAs and running costs for vehicles, motorbikes and bicycles. It is. 
assumed that the MOH will take over costs of training TBAs in 
1987/89 and that assistance from UNICEF, WFP and AID for drugs and 
supplies continues.

Tor' the Expanded Programme on Immunisation it is assumed that 
external assistance for vaccines and supplies continues over the 
ne.it ten years and the additional costs presented are the MDH 
contributions specified in project documents. All together, the 
additional recurrent costs for the MCH/EPI extension come up to 
K15,300, K14S,BOO and K!29,200 respectively for the years 1985/86, 
1986/87 and 1987/88. This comes up to a total additional recurrent 
cost. of K193,300 over the current expenditure, by 1990 for the 
extension of MCH/EPI programmes.

7._4 t 3 Drug Production and Delivery.

With the CMS becoming a self financing entity, it is estimated that 
about K295,300, the estimated amount of MOH subsidy to CMS will be 
saved, in the sense that MOH will no longer make this much money 
available to CME. It is assumed however that no net savings will be 
real i std on orug budget.

The cost of the manpower development presented in this Chapter relates 
to the Health Institutions project the Ministry of Health is carrying 
out ir conjuction with Howard University. The additional recurrent 
costs presented relate to the cost of training Community Health Nur 
ses, at an estimated intake of 30 per year, training Health Assistant 
at an estimated intake of 25 per year, Medical Assistants at an 
intake of forty per year, providing counterpart tutors and 
cost of running motor vehicles. The estimated additional recur 
rent costs are K77,5BO, K82,400 and K'40,000 respectively for the 
first, second and third years with a cumulative total of K199,980. It 
is assumed that first intakes will be in 1986/87, except for community 
health nurses for whom training has already been started.

7._4..5 Central. Organisation DeyeioEffients

This category includes costs associated with the Community Health 
Sciences Unit, Health Education and Sanitation, some elements of 
Primary health Care, Disease prevention and control, Health



Education, Diarrhoeal Diseases and Malaria Control. For the 
Consr.ur.ity Health Sciences Unit, cost estimates includes salary cost
for soiTtQ members of stavf plus vehicle? running expenses -for the 

*. ..,-,-; *•unit.

' PC'

on
nr

h'-iir.l 4:n Education and Sanitation programme, the cost provided! 
• -•j> i-.tr«l organisation developments include those for running a 
zl& .^nn suppl in-b, starting -fro.Ti tha year 1925/36. This is based 
r.: c assumption -ui-.at donor funding ends by 1VB5/06. The cost of 
ir.g one vehicle fc,- tno ccrs croup is provided for under primary 
tf. care- c,s well ac. the- cost of running a vehicle for disrc-ase 
c-rri-.t and ct-ntrol - For health education, c-::tra co=ts, starting 
/•J7, r£pr^;irr.t the- cout ot proviciiny o ;t.ra supplic-n, as 
ifieri in the projc-wt dccumt.nt. Dthc-r coots included nre the
cf running two vehicles, one- ej.ch r^cpc-cti vely, for di arrhoeal 

.-^5-. centre.! ...nc, n.j.lu.ria control, Etc1 rting from 19Di./07. 
.v...-.g L.-.C.' Icv.ri OT o,:pc.nd tu,-c- ,;I11 ;-i:\ve reached its ma.: i mum on 
.is F rot,,'t ,'..f,";L-_ cy 1V90, Vv"-1 would c::pcct the e;: p end 11 Lire.- pattern 
to cj-anr,D o: gr.*f iccntl y -for thi- ponoo 1990 - 1995.

irc.a
'i. in thij MwH c/v^r 
tc.nz in real tertr.r. 

,-. ,%cV,.- lie VD yowi

th-- Ic.Lt decade or so has 
Howc-ver , decreasing real 
annual oversp&ndfc since 
Li r.t -f irsar.cial control

ov .-iu--.! -.I r-Cwrrcnt e::p^n^j tu.-c.- can not easily ti&
..wl';r. p,'Cy."cr:.~^. Tnc OuicgDt i ncor^o,' j.tes a crude distinc-
_.v _-,•- r, c.J.T.ir.ic'^ri.tiar. end trair.ir.'j (fiuH headquarters and

irrti tutir,nr ) , prevention and control of endemic and
iiEc-.isc 1: (tl-.t- public health inc^octcrate) and curative

''* i. •- ,_,^vi... >.il-j,v'w' KJJ nLt 'uC:» ;.' into ficcourit t tj cl"ir'iical 
c -."rc.r. rii.'i'L-rc-rt donors. Tool* 7.LJ.1 gives estimated 
o." i..;pi'-.'iwiM!.'.r c on ongoi.-i& health programmes for the

. y ..!-..- ^.'vw'i/Cu, (.-..vinly -func^d frotr. c-.ttern^l sources.

iLi^ v_,."- 1.. -ior, .-•« / a::isl an ixp.'.niiturt1 on externally funded
- c ki»Ou.«-i .oDt.-; c-! -w|-.--.v, c-.'c? ti£-w to particular projects

ow i-unc.'- mi r.ht not be 2 /inly di, utri tuted over the years.
qr<3cP >7ics ccording to the

CiG
:rc

j,r i y
•/::• ^nl^Ow the- cc™l or each progra.TiiTiE.- can bt 

Since- one project n.cy cross cut sever al
L, , tr.z dl c'.ri tuti on of E:;pc-r.citu.,ro by programme is there-

-o::i.r: to. Vol.1 fjtpend.tu.'j on the- child spacing progranime,
alao l;.rr,il/ -.'in^rcrd c-y aor,oru,isi not available. The total
. 'Z~ ,707,i,OC q-v,:-n for cr,^ •ucchnical assistance category is
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TAgLE 7.6: SUMMARY BY PROGRAMME OF ESTIMATED EXPENDITURE ON TECH- __----_ 6ssYsi~~~ "

PROBRAMME 1984/85 ESTIMATED EXPENDITURE (KOOO)

Primary Health Care Extension 
Maternal and Child Health 
EPI
Training Schools and man 
power developments 
Central Organisation Dev. 
Expatriate Medical personnel

1,834.8
3,747.4

643. 1

4,288.7
863.6

2,330.0

Total 13,707.6

ZiS OVERALL FINANCIAL REQUIREMENT OVER THE PLAN PERIQD

On the whole, K96.6m will be required to fund all the capital 
projects planned over the plan period. These capital projects are 
expected to generate new recurrent costs of as much as K3.6m per 
annuni by 1995. Tha present level of recurrent expenditure (1984/85 
filial account) is K2S.m. This, however, does not take into account 
diinor expenditure on technical assistance programmes which in 
1934/85 was estimated to be K13.7m. If this is taken into account, 
recurrent expenditure on Ministry of Health operations and 
programmes rises to K41.7ir.. Planned extension of programmes such as 
PHC, MCH, EPI, manpower developments and central organisation 
developments are expected to generate additional recurrent costs 
estimated at K0.66m per annuir. by the year 1990. Putting all these 
costs together, by 1995, recurrent cost expenditure of the Ministry 
is expected tc be at least h'45.96m per year.

ZiZ E1NB.NCINC IHE PLANNED ACTIVITIES

A large- proportion of the MOH development budget is financed by 
doncrs with the Malawi Government only contributing a small propor 
tion where the project specifies there is a need for some local 
contribution. It is therefore assumed that the bulk of the funds 
needed for De^/el opment activities will come from donors.

It is however, rather difficult to get donors to provide funds for 
recurrent costs arising out of development projects that they 
finance. Tr<e Ministry of Health will, therefore, bear the recurrent 
cost of the development projects that have been planned for the plan 
period. It is however assumed that donor funds will still be 
available for the various programmes financed under technical 
assistance. This assumption implies that of the estimated K45.96 
recurrent cost needed by 1995, the K13.7m currently being borned by 
donors under different programmes will continue to be borne by them. 
This leaves about K32.26m in constant 1984/85 prices to be met from 
the MOH recurrent budget.
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ZiZii §9ynE§§ 9f Recurrent Eynds

The major source of -funds for the MOH recurrent expenditure is the 
allocation from Treasury. As already pointed out, for many years 
now, this has been far below what a realistic allocation for the 
Ministry would hsve been, leading to overexpenditures.

As an example, the allocation for the 1985/86 financial year is 
K21.5m (net) in spite of the fact that expenditure in the 19B4/B5 
financial year was K2Sm. Trends in the budgetary allocation are 
difficult to predict. An assumption is made that real budgetary 
allocation will remain at the level of the 1935/86 allocation. With 
this assumption, a de ; icit of at least Kl0.76m is expected by 1995. 
Means of financing this deficit have got to be identified,

ZiZiS P9t§nti.al For Savings 
\

A breakdown of expenditure by activity in 19B3/S4 is given in table 
7,7.2.

TABLE 7.7

CATEGORY
1983/84 EXPENDITURE BY CATEGORY 
SALARIES OTHER TOTAL.

Head quarters admin
Q.E.C.H.
K.C.H.
Zomba Hospital
District Hospitals 2,
Special Hospitals
Al 1 rural units 1 ,
"framing
Health Inspector ate
Subsidy to Central
Medical Stores
Health Education, MCH etc
Grants to PHAM etc

GROSS EXPENDITURE 6,

413,894 1,
851,635 3,
742,629 2,
333 , 433
412,673 3,
249,429
028 , .1 92
110,617
211,075

109,997
331,919

~ 1 1

800,543 14,

261 ,494
190,948
222,985
696 , 037
323,671
305,171
677,547
520 , 525
360 , 528

372,519
426 , 000
441,928

799 , 353

APPROPRIATIONS IN AID INCLUDING HOSPITAL

NET TOTAL EXPENDITURE

OVERALL SAVINGS ACHIEVED

PERCENTAGE SAVINGS ACHIEVED

1,680,388
4,042,633
2,965,614
1,029,470
5,738,344

554 , 600
1,705,739
631,142
571,603

482,516
757,919

1,441,928

21,599,896

6B3 , 368

20,916,528

It is clear that if the MOH is to effect savings from recurrent 
expenditure over the next 10 years, the focus of this effort must be
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those areas which absorb large portions of the annual budget. Two 
3 nsti tuitions, the central hospitals in Blantyre and Lilongwe, spent 
& massive K'7m in i983/S4, almost a third of total MOH expenditure. 
Other areas of concern were the district hospitals (including Zomba) 
at about 307.: headquarters administration at 8%, *nd rural unite 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.

It has been clear for some rime that savings can be effected in the 
hospitals 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 expenditure analyses carried out 
for the largest spender, QECH in Blantyre. The analyses concluded 
that on the basis of expenditure patterns in 1983/84, with more 
effective local management and a few simple interventions, over 44% 
of all nan-salary expenditure could be saved: and given that the 
work already done has probably failed to identify all the possible 
areas where savings can be made, this figure may be closer to 50%.

It is intended that the MOH conduct similar studies in other areas 
where expenditure is high: headquarters and KCH in particular. 
While it is unlit'ely that percentage potential savings are as high 
in the districts, there is no specific reason why one should expect 
the figure to be any lower at KCH and at headquarters than it is at 
DECH.

The MOH plans to effect those savings discussed above in non-salary 
expenditure through improvements in the effectiveness of hospital 
management and management systems. Already the MOH is poised ':,o 
implement an action plan st DECH which will be under way be the end 
of 1985, and also intends to initiate the same process at KCH almost 
concurrently. On the basis of these programmes, similar 
initiatives will be taken by the third quarter of 19S6 at 
headquarters, the district hospitals, Zomba General Hospital, the 
special hospitals, and the rural units. It is assumed that the 
potential savings for all these categories is 25%, with the 
exception of the sub—centres where sayings on gxist^ng actiyi.ti.es 
are estimates to be 10X. From the detailed work carried out on 
OECH, these estimates would appear cautious, but on the other hand 
there are grounds to argue that potential savings would be lower 
bacause all these institutions are smaller and therefore likely 
to be more manageable.

I There is expected to be a growth of revenue under the 
"Appropriations in Aid" umbrella. Though this category 
contains a large i-umber of different types of revenue, many of which 
represent the reimbursement by donors of activities funded under the 
recurrent budget, in quantitative terms most of this revenue comes

7-17



from hospital fees levied in the paying sections of the three 
largest hospitals. In 1933/84 under K70O,000 Mas raised in revenue, 
but it is officially estimated that this will be raised to Kl.Sm in 
1985/86 on the basis of the new fees which were introducted in April 
1985. 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 secondly the new 
schedule is much more workable, and is likely to assist the 
accounting departments to lower the non-collection rate, which is 
currently extremely high.

In addition to these factors, the schedule will be revised each year 
on the basis of changes in costs, and where demand for services is 
clearly fairly price inelastic these price rises will more than 
re-fleet changes in costs. The issue of cost recovery in areas where 
a ^potential for realising additional revenue exists will be studied 
early in the plan period with the intention of boosting the 
financial position of the Ministry.

The MQH will benefit significantly in financial terms by implemen 
ting the programme of (ranagemtnt strengthening and systems improve 
ment which IE due to begin in the near future; first of all at the 
Key cost centres, 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 a view to maximising 
revenue. These factors will release over 28"'. of total expenditure 
by the end of the sixth year, which can be used to fund the recur 
rent costs of new development programmes. The magnitude of funds to 
be realized from a cost-recovery programme can not be estimated now 
but there seems to be a significant potential for raising additional 
funds.

CONCLUSION

This chapter, en 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 not enough 
only to have sufficient numbers of all the cadres the MOH needs in 
its service delivery. Even when it is feasible to train all the 
necessary personnel needed, the question of availability of funds to 
meet, salary costs should be looked into and if available, questions 
of authorised establishment and deployment 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 expenses. Once donors have been identified 
for various projects, it is assumed that the Ministry of Health will 
bear the necessary recurrent costs 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 savings has been 
identified which if explored, might be one of the major means of
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mobilising resources -for the new as well as expanded programmes the 
Ministry intends to implement within the plan period. Consideration 
will also be given to the issue of cost recovery.
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CHAPTER B 

STRUCTURE RE-ORGANISATION OF THE MINISTRY

8. 1 INTRODUCTION:

The strategies, targets, and activities described in chapter 5, and 
6 reflect a significant shift in Ministry of Health policy for the 
next 10 years. One of the strategies in chapter 6 is 4.7: implement 
structural re-organisation of the Ministry of Health. Because of 
the improtance of this strategy in the implementation of the plan, 
it is given its own chapter.

8.2: THE EX 1ST IS ORGAISATION STRUCTURE

The Principal Secretary (PS) is the most senior Manager and is 
responsible for the overall functioning of the ministry. The techni 
cal branch of the Ministry is under the Chief Medical Officer (CMO) 
who as directly responsible for the 3 Regi onal /General Hospitals, 
the 21 district hospitals and their peripheral health activities 
snown in Figure B.I. He has a Deputy (the Deputy Chief Medical 
Officer - DCMQi who is responsible for the coordination of these 5 
central function- which cover Epidemiology (Public Health Inspecto 
rate arid Laboratory Services), Maternal £<nd Child Health, Nursing, 
Pharmacy and paramedi c^l s.

On the admi ni strati ve side the Deputy Secretary (DS) is responsible 
for the Planning Department and, through an Under Secretary (US), 
for 5 staff departments covering Finance, Personnel, Training, 
Administration and Internal Audit.

Below the? central level the MOH is divided into regional, district 
and peripheral le.'elsi There are 3 regions each having a small 
F.egiorial Health Team consisting of a Regional Health Inspector 
(RHI) and his team and a Regional MCH Coordinator. The Regional 
Public Health Inspector is, :L n charge of the Regional Office and 
reports to the Chief Public Health Officer . The reporting 
relationships of the MCH Coordinators are unclear. Each district 
has a Medical Officer (DMD) who reports to the CMO. Each DM0 has a 
team to run the District Hospital and the peripheral health units 
(rural hospitals, health centres, mobile clinics). Figure 8.4 
illustrates a typical district organisational structure.

§i§il L !sgi.i.£igQEi=i§ s£ £bS Exi.stj_ng Organi_sat i_onal_ Structure

Having analysed the existing organisational structure, the following 
organi s>ati onal deficiencies were identified:

(1) The functionrl roles of the MOH were not clearly defined and 
understood and hence some individual departments could not relate 
their activities to corporate goals and therefore their ability to

8-2

\



act in an effective, coordinated way Mas reduced. In addition, the 
objectives and role o-f some individual departments was not 
adequately defined which detracted from inter-departmental 
coordination. For example, the role of the MCH Department in 
relation to that of the Nursing Department and the District Medical 
Officers has not been adequately clarified. This has led to 
difficulties in defining the activities of the Regional MCH 
Coordinators for example and to a 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 Systems detracts from organisational 
effectiveness. For example, lines of authority were not always 
clearly defined which created a situation where professional rivarly 
and unnecessary conflict could develop.

(2) According to the existing structure there are seven separate 
technical activities : Hospital Services, MCH, Nursing Services, 
Epi demi ol ogice.l Services Pharmaceutical Services, the Health Inspec 
torate and Paramedical Services (figure 8.1). This grouping of 
functions is largely correct given the fact that Hospital Services 
MCh 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 valid. However, because 
there will not be a senior manager looking after hospitals reporting 
to the DCMO in the new organisational structure the Principal Clin 
ical Superintendent should continue to report directly to the DCMO.

(3) Many individual roles are inadequately defined which leads to 
role con-fusion and some role conflict both of which work against 
organisation effectiveness. Clearly defined job descriptions are 
necessary if an organisation is to operate effectively.

(4) There are too many levels of authority in the technical and 
administration branches of ths MDH. In the administrative branch 
for example, under the PS there is a DS who is formally 
responsible for the Planning Department in addition to supervise!ng 
a US who is, according to the organisational chart and his job desc 
ription, responsible for finance, personnel training and administra 
tion. In fact, the Chief Planner largely reports to the PS and to 
the CMO so the OS's role is to manage the US and act as Deputy to 
the PS. The DS-US relationship is organised on a one-on-one basis 
which in this situation cannot be justified. What it does is to 
over-extend the chain of command between the PS and the operating 
levels of finance, personnel etc. which is the level at which key 
basic operations are carried out. It is therefore recommended that 
the role of a deputy to the DS (i.e the US) is inappropriate and 
that the US role should be retitled.

<5) There are many other examples in the MOH of an excess of 
authority levels. Clearly the maximum number of positions that can 
be supervises effectively by a particular manager (that is, 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 
subordinates a manager can handle effectively is between 5 and 8
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depending on the nature of the task. In the MOH headquarters what 
is evident is the small number of positions that most senior offi~ 
cert; are expected to manage. Seven is the maximum but 2 or 3 
subordinates is much more common. Unless the manager has a lot of 
wider responsibilities attempts should be made to give managers more 
than 2 or 3 subordinates to manage.

<6> In the districts, the opposite problem occurs that is, 
managers are asked to control 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 manage 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 Coordinators and Public Health Nurses) requires considerable 
improvement. This is not a. criticism of the people playing these 
roles but a reflection on the lack of role clarity, inadequate 
structure of the supervisory roles <span of responsibility and 
control is too wide), inadequate numbers of supervisors to achieve 
effective control and to some degree inadequate training. These 
criticisms also apply to the Referral Hospitals where control of 
resources needs radical and immediate improvement given the large 
proportion of MQH 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 
on the training of supervisors 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 
lised. This is particularly so in the case of the CMO who is 
inundat&d 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 as budgetary control and confussion over 
authority limits and accountability. A degree of devolved authority 
is called for which should be operated in such a way a& to allow 
line mangers to be called to account for their performance and that 
of their departments. Although in health care it is difficult to 
identify individuals with sole control over resources given the 
large number of interests which interlock, clear lines of accounta 
bility must be defined and appropriate management controls establis 
hed within a system where authority is decentralised.

(S) In the MDH there is a lack of a clearly defined general 
management function. This general management role hc»s to be perfo 
rmed by identifiable individuals who will provide xhe 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 organised around 
clearly defined organisational objectivess and directly related to 
specific centres of authority and responsibility be established.
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(9) Managerial systems are inadequate in the Ministry. Examples 
are the absence of firm establishment control, an ineffective finan 
cial management system, and a weak management information system.

8.3 : PROPOSALS FOR Re-ORGANlSINB THE MINISTRY

The objectives of the National Health Plan as found in Chapter 5 
Mill be used as 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 induction courses, and in 
ministerial publications. This statement will help clarify the 
objectives of each department in particular, the objectives and role 
of their central advisory functions should be clarified. Some of 
the=e functions are advisory e.g. (Personnel, Finance, Epidemio 
logy.) As line managers they formulate, coordinate and propagate 
Ministry policy. These departments should be considered to 
be an integral part of the health care system and should 
not be treated as functions separate from the mainstream of 
activities. That is, these departments are all part of an 
array of health delivery services which should be organised by 
type o-f service (medicine, surgery, obstetrics, paediatrics 
etc) and not by discipline (doctors, nurses, x-ray technicians 
etc) .

In recommending a new Organisational Structure the key points of 
emphasis are, firstly, that the structure should facilitate the 
integration of all health care activities and the administrative 
services and not encourage the separation of disciplines. Emphasis 
on team wort; must therefore be a central feature of the implementa 
tion plan. Secondly, an organisation is only as good as the people 
within it. In Malawi there? is a shortage of local professional and 
technical manpower in crucial areas of the MOH. The need for deve 
loping self sufficiency in these key areas i s of crucial improtance 
and has to be taken into account in the restructuring process.

JL QgQJi.Cs!.

The first recommendation is that there should be six departments 
within the technical wing of the Ministry. These Divisions should 
reflect the seven main functions/activities of the Ministry, namely: 
Family Health Services, Hospital Services, Epidemiology, Nursing 
Services, Pharmaceutical Services, Paramedical Services and Health 
Education Services. The heads of these departments should report 
to a Deputy Chief Medical Officer who should report to the Chief 
Medical Officer whose role should be renamed Chief of Health 
Services CHS (see figure B.2).

The role of the CHS will be largely to provide overall leadership, 
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-looking after 
strategy issues and in particular, to manage the implementation 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 5 regional /referral hospitals. When 
the performance of these hospitals has been improved and effective 
control over resources established the SMS'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 suboi — 
di nates are given 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 
devsl opmE-nt , training, recruitment, salary and wage administration, 
management services and general administration. This department 
will be called the Personnel and Administration Department. The 
role of this Department vis-a-vis the Central Department of Person 
nel Management, and Training will have to be clearly defined.

(2) A significantly strengthened Finance Department re-sponsible 
for e-f-fective budgetting and financial control will be established.

The administrative functions will be headed by the? Deputy Secretary 
<D£>) but without a deputy (i.e. and Under Secretary). In the case of 
absence of the DS, temporary cover will best be provided by the 
nomination o-f an appropriate subordinate in an acting capacity 
either on the basis 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 
nsibility and allocation of duties between jobs and thub make for 
greater accountability. This would also create the need for the DS 
to develop technical skills in personnel and finance rather than 
simply these of an adminstrator .

The Chief Health Planner will report directly to the CHS who will be 
responsible for the Plan's implementation. He will be responsible 
for the planning of health requirements, resources and developments, 
and for the project monitoring and evaluation. The training insti 
tutions will report to the training officer who will be part of the 
planning unit. The Planning Department will be strengthened and 
staffed to 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 incentives will have to be worked out. The posts in the 
planning unit which are not departmental should be made so.

iiSi.3 -. Ihe 5'egi.onal. Structure

The objective of establishing a Regional Health Team will be to 
provide an additional level of authority able to coordinate the 
health care activities of the MOH and other agencies (PHAM and Local
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Authorities) more effectively than is happening at the moment. If 
this abojective is achieved then headquarters staff will be relieved 
of having to make day to day decisions 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 operational queries.

Regional Health Officers will need support staff but these teams 
will be kept as optimum as possible. With the inclusion of a Regio 
nal presence there will be at lesist 4 levels in the delivery of hea 
lth care, namely; Headquarters, the Region, the District and the pe 
ripheral units. Within the general management system advocated here, 
the general managers are to be responsible for managing total resou 
rces in both a technical and administrative sense. Individueals in 
the general team can have functional links with specialists in their 
discplines whcse role is to give advice when'asked and to be respon 
sible for the technical proficiency of those who report functionally 
to them.

figure 8.3 illustrates these and other points given in the 
introduction ot Regional Health Officers (a general manager role). 
And the Regional Nursing Officers, The Regional Public Health 
Officer, the Regional NCH Coordinator and the Regional Nursing 
Officers should be responsible in both a technical and administra 
tive sense to the RriO for their day to day activities. But the key 
point is 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 to day technical 
those in the regional team, 
for keeping expenditure within

and administrative activities of all 
In particular he will be responsible 

budget on a month by month basis.

The decentralisation message is clear. It must not lead to 
unjustified additional overhead costs given the intense pressure on 
the Ministry's recurrent costs. In particular, it must improve 
management accountability, it must lead to quicker response to 
questions and requests for help from the districts and it should 
lead to improved communications and a great feeling in the districts 
o-f being an integral part of the Ministry. In short it should lead 
to improved organisational effectiveness at the minimum additional 
cost. To achieve this there is a need for clearly defined job 
descriptions, clear statements of individual authority and 
responsibility levels, clear liness of communications, clearly de 
fined individual goals and targets, clear cut supervisory procedures 
simple but effective information systems and comprehensive training 
in how to operate the new systems.

The Regional Health Team will consist 
supported by a Regional Public Health 
oinator, a Regional Nursing Officer 
Officer and a small administrative tea 
Officers. At this stage of the Minis 
propriate to include in the Regional 
other Headquarters departments that

of a Regional Health Officer 
Officer, a Regional MCH Coor-
a Regional Health Education 

m plus the District Health 
try's development, it is inap
team representatives of the 

is Pharmacy Services and the
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coordinating role of the Principal Clinical Superitendent. Whether 
these departments need strengthening at headquarters will be demon 
strated following a detailed staff inspection. The reporting prin 
ciples to be adapted within the Regional team are *s illustrated in 
diagram S.3. Three of the four people reporting to the RHD have 
functional linl.-s with Headquarters managers. Only the DHD has no 
functional links.

The South and the Centre have Regional Hospitals each with » Senior 
Medical Superitendent in charge. The utilisation of resources in 
QECH and KCH requires considerable improvement. Both are prime 
targets foi" the implementation programme and detailed studies of the 
way they are managed should be done as soon as possible. Given 
their sizz and importance it would be unwise to attempt to integrate 
them into the Regional structure at this stage.

At this stage therefore, these will be put under direct Headquarters 
control and have their S&nior Medical Superitendents < and that of 
Zomba General Hospital) reporting to the Deputy Chief of Health 
Services. However, when their use of resources is effective they 
could be put under RHDs.

3. "i.3 : The District Structure

The district level is one c-f the two key areas in the Ministry in
terms of improving ths utilization of resources. The other is
ass-ccaated with the control of the two Regional Hospitals by the
Deputy Chief of Hc-alth Services. Because of the need to improve the

of existing resources and the need to strengthen F'HC
resources allocation at the District level should be
a priority. The District Health Services cover the

uti11sati on 
s.cti vi ti es , 
treated as 
delivery 
through 
patient,

of 
the

primary and secondary level health 
provision of the following services:

care activities 
in-patient, out-

and laboratory, 
sanitation and

medical and other curative activities such as radiological 
dental and ophthalmic services; environmental 

hygiene and communicable disease control and out
reach personal preventive activities (notably MCH)

District Health Team should be headed by a District Health Officer 
(DHO) who wall be responsible for all the curative and preventive 
activities pursued in the District including the leadership of the 
health team for PHC . They should have a team consisting of a 
District Hospital Secretary responsible for transport, maintenance, 
and general administration, a matron of the? District Hospital who 
will be responsible for nurses in the District Hospital and for 
maintaining standards of nurses operating in health 
centres with maternity wards and out-patients activities <i.e

a District Public Health 
and a district health

curative activities), a Clinical Officer,
Officer, a District MCH 
educator (see figure S.4).

Coordi nator

In addition, the heads of the Primary Health Centres (rural 
hospitals) should report to the District Health Officer. The heads
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of the Health Centres should also report to the DHD. 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. It may 
be thought appropriate to upgrade this function to have a pharmacist 
reporting direct to the DHO given the crucial need to control drugs 
etc. much more effectively.

At the moment one of the most significant anomalies j s the lack of 
formal authority vtsted in the post of District Medical Officer. 
The success they achieve is largely a function of their authority as 
a doctor, their personality and diplomacy. The majority of the 
hospital staff perceive themselves to be responsible in varying 
degrees to others outside the hospital organisational structure. 
This has resulted in a situation which the District Medical Officers 
often feel 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 a technical sense. His new role will be that of a general 
manager responsible for all resources (people, capital 
and materials). Tnis must include the authority over all members of 
his management team.

2. Kecrui trr.ent, basic training and initial posting of hospital 
staff should retrain the responsibility of the heads of central 
departments and their regional representatives. They will also be 
responsible for the manpower planning activity associated with their 
function so they should be involved in career development and promo 
tion oF their cadres on a national basis. However, since the DHO's 
are to be general managers, members of their staff must not be moved 
without them being consulted. The system adopted should be that 
vacancies should be advertised and coordinated regionally or centra 
lly but no transfer can take place without prior consultation with 
the DHD's.

3. Once posted individuals are to be regarded as being totally 
under 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 a General management 
role. While recognising that any generalised statement about what 
management ought to do is likely to be only partially true for 
particular situations, there is some value in defining general 
management as the responsibility drawn together in one person for 
planning, implementing and evaluating performance.

These general management role should be performed at many levels in 
the organisation not just at the top. It has to be performed by 
identifiable individuals who will provide the driving force to seek
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and accept direct and personal responsibility for developing manage 
ment plans, securing their implementation via appropriate controls 
and monitoring actual achievement. This role therefore involves 
responsibility for the effective use of all resources (people, 
capital and materials), That is, they should be given the responsi 
bility to meet performance targets in all these 3 main input areas 
and given the authority consistent with this responsibility. In 
order to execute these responsibilities general managers 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 his authority 
over all members of his management team.

2. Administrative and professional support. For 
effective District Hospital team and in particular a 
Hospital Secretary.

example, an 
well trained

3. A management budget which relates work load and service 
objectives to financial and manpower allocations, which will sharpen 
up the questioning of overhead costs. In particular, proceduces are 
needed which spell out the role of the Chief Accountant's Department 
in providing management accounting support in the development of the 
budgets and monitoring performance against them and clear rules for 
reporting variation between budgots and performance and authorisa 
tion linits.

4. Other relevant mansgeiTiE-nt information such as up to date 
establishment and compliment figures to enable the DHD to exercise 
tffe-ctive establishment control.

The above role of the general manager may be further illustrated by 
reference tc- issues within hospital administration. The broad 
principles along which the Ministry should supervise and coordinate 
hoEpitsl services include the following:

1. The Deputy Chief of Health Services will be a general manager 
r t-Epcnsible for coordinating the activities of technical services 
and ths curative institutions, providing the CHS with up to date 
information and support in policy formulation, programme 
planning and development, recruiting, assigning 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 Ministry and he will be responsible for a management budget and 
held accountable for keeping within its monthly constraints.

2. Another key general manager will be the Regional Health Offi 
cer (RHD). He will be directly responsible to the DCHS. He will 
be responsible for the effective use of total resources 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 overspending takes place. He— "will receive 
functional support and work closely with the Assistant Chief of 
Health Services, the Chief Pharmacist and the Principal Clinical
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Super i tendent 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 
gets for their hospitals and for all other health care activities in 
the districts which again they will be held accountable for.

4. Each hospital should operate as an integrated management unit 
with a management hospital team which meets regularly to discuss all 
aspects of running the hospital. Each hospital management team 
should have adequate authority delegated to it to discharge the 
responsibilities assigned. Functional heads in the Ministry Head 
quarters or the Region should not issue direct instructions or 
monitor specific functions in a hospital without the DM0 being aware 
of the activities.

5. A key aspect of this general management role is being held 
responsible for controlling total resources and being given the 
authority to execute these responsibilities. This should provide. 
the DHD, for example, 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 
basis by the RHO to ensure consistency of approach and adherence to 
the standards required. The Ministry should introduce an effective 
EAst&.Ti of monitoring performance (technical and administrative) and 
provide direction, guidance and coordination as necessary.

6. Each of the three levels of general managers mentioned above 
(DCHS, RHOs and DHOs) will be assisted in the delivery of health 
care by functional managers at headquarters and in the regions and 
districts. Such functional managers will be be nurses, clinical 
officer, hospital secretaries and others.

§i.2il Management of PgriEbgCs! d§£>ltt

Perhaps the most crucial area of all, yiven the importance of the 
Primary Health Care approach, is to ensure the effective operation 
of the peripheral units and the supervision of the medical' assis 
tants (MAs) , health assistants (HAs) , nurses and the health surveil 
lance assistants (HSAs) operating within them. 
Considerable time and effort should be spent on devising 
a clear hierarchy of supervision, on training supervisors to act as 
managers of scarce resources and, in particular, structuring their 
roles so they can effectively manage the way the work is organised 
and in providing well structured procedure manual e and standing 
orders coupled with clearly defined referral systems.

Support for the primary health care activities in the health centres 
will come from four sources: the PHN, EN/M, matron, DPHQ, health 
educator apart from the support from other sectors.

As in the Regional structure this organisational structure stresses 
the distinction between line and functional or staff responsibilities.



The line responsibility for managing the health care activities of the 
health centres rests with the District Health Officer, and the Senior 
Medical Assistant and his team. The District MCH Coordinator, the 
Public Health Officer and the District 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 
balance which experience has shown are central to the effective 
operation of any health system.

The first concern is the balance between hospital and community 
services. The second concerns the balance at the periphery between 
curative, personal preventive (MCH) and community functions (commu 
nicable disease control environmental sanitation). Thirdly, there 
is the balance between service delivery and supervisory responsibi- 
1ities.
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CHAPTER 9: PHAM AND OTHER NON-MINISTRY OF HEALTH SERVICE PROVIDERS 

IN THE 1936-1995 PLAN PERIOD

9. 1 INTRODUCTION

In previous chapters the details of strategies for attaining specific 
objectives were discussed. PHAM, local government health service 
providers and other health providers (hereinafter referred to ss 'non- 
Ministry 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, especially PHAM, with 
those of the MDH.

The need for this special £\ttention stems from the inter-relationship 
of Ministry and PHAM health service systems. PHAM makes a significant 
contribution to the provision of total health services in Malawi and 
receives a significant subsidy from the Ministry each year. For econo 
mic reasons and common objertives there is need for cloer coordina 
tion. PHAM training centres are an important source of trained health 
services personnel for MDH health facilities, as well as a source of 
technical expertise. Historically, it has not been .mcommon to find a 
erne 11-seale periodic transfer of administration of PHAM-operated faci 
lities to the Ministry. The scale of this trend could increase in the 
future. As a result, both Ministry and non-Ministry services provi 
ders have expressed the need for greater coordination of their activi 
ties to the extent possible given the disparate nature of the health 
sprvice units among non-ministry service providers.

This chapter comprises three parts: a brief recapitulation of existing 
situftior of non—ministry service providers; an identification of the 
points of structural and operational interaction where non-ministry 
service providers might interact (and their extent of interactions) 
with the f!.i r.istry objectives as presented in the previous chapters; 
and structural integration of MDH and PHAM programs.

9.2 f. ;ERNMENT POLICY TOWARDS PHAM

At present, the? MOH provides two types of assistance to PHAM:

o funds tc cover the cost of Malawi an staff employed by PHAM: and a 
small amount for training schools (Kl,333,413 in 1983/4);

o funds for free drugs and supplies to in PHAM units for TB,Leprosy, 
5TD an Bilharsia (K'121,233 in 1983/4 and MCH supplies.

*This includes Red Cross, estates ADMARC, private and 
and traditional practitioners, LEPRA, other government departments etc.
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In addition, since PHAM units are permitted to purchase their drugs 
•from Central Medical Stores, they benefit from the subsidy the MQH 
at present gives to CMS. Since the government's aim is now to mak'^ 
CMS self-supporting, this subsidy will be eliminated in the future.

The total assistance to PHAM in 1933/4 represented 6.S'/. of the MDH 
expenditure. The budget for 1984/5 gives a figure of K2, 267, 523 or 
13. 3% of the MDH budget. It is unclear whether this represents a 
definite policy to increase the PHAM grant, or merely reflects the 
action of the Treasury in cutting back the MDH budget on other sub 
heads. Expenditure by the MOH for 1984/5 is, however, running well 
ahead of the budget so the eventual share going to PHAM may be around 
B-97.. It appears to be the MDH policy at present to maintain 
assistance to PHAM as a constant proportion of the MDH's budget. In 
the future, assistance may therefore rise or fall, depending on the 
availability of resourses.

On the- development side, the approval of the MOH is. required for any 
new PHAM units, and it had been agreed that the MOH will not build a 
new unit near an existing F'HAM unit. In the past, PHAM units have 
benef i tred 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 
organisations that the MOH should take over certain PHAM facilities. 
There is also public support among some populations in catchment 
areas of PHAM facilities for the MOH to take over these PHAM 
facilities since people would prefer to have a free service. Given 
the MOH ' s financial position, however, it maintains a policy of not 
taking over any PHAM facilities.

9.2.1 Ex.eendi_ture

A significant change in the financial structure of PHAM units 
occurred in 197S when the government (MOH) considerably increased 
its grant to PHAM. The government now contributes abuut a third of 
the revenue of PHAM units, fees constitute another third, and 
donations 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 
40'/1 of their operating expenses from the government. PHAM Health 
centres are thus almost totally financed.

While the government policy on assistance to PHAM ensured the survi 
val of many PHAM units, many are still in financial difficulty. This 
is particularly true for the Anglicans and for the CCAP in the nor 
thern and southern 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 to do with the nature of the 
overseas assistance they receive: donations are more readily available 
for capital developments than recurrent costs, and:" i'n the recent 
past there has been a considerable expansion of physical facilities, 
producing a recurrent cost burden that units are having difficulty
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bearing.

9.2.2 Health Services

PHAM health -facilities make a major contribution to health services 
in Malawi. In the area of hospital care PHAM contributes just over 
one-third of admissions and in-patient days, and -for rural health 
facilities. it is nearer half. In the area of out-patient care, 
however. PHAM both has significantly fewer health centres, dispensa 
ries and maternities than the MOH, and sees fewer patients per unit. 
Thus, the MDH sees 36 per cent of total out-patient first attendan 
ces.

The? PHAM contribution is thus heavily weighted towards in-patient 
and hospital care, though it, recent years efforts have been made to 
expand the outreach and preventive activities of PHAM units, 
especially through under-five clinics, and more recently, primary 
health care.

PHAM ' s training of Enrolled Nurse Midwives is significant. Their 
estimated number of Enrolled Nurse Midwives (three-year program) 
graduated each year is I!;*}. The two-year Enrolled Midwife course 
produces 72 candidates each year. By comparison, the annual total 
output of the MOH nursing programs (one four-year programs and one 
three-year program) is 60 nursing candidates.

The great majority of PHAM expenditure is for hospital and health 
centres in rural areas, where its share of total MOH—plus—PHAM 
expenditure is about 33X. Overall, PHAM contributes about 20V. of 
total MOH-plus-PHAM expenditure on curative institutions.

Sixty-five per cent of PHAM expenditure goes to hospitals, and out 
of the remaining 35/1, a considerable proportion goes to rural 
health facilities.

The pattern of inputs of PHAM units differs significantly from that 
of the MOH. PHAM 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 considerably lower, reflecting the 
limited area of responsibilities for many units. The PHAM Unit 
average of K3.70 per in-patient can be contrasted with an estimated 
MDH figure for district hospital in-patients of K4.60 per day. 
Neither of these figures is adjusted for the cost of out-patient 
care, so that part of the cost difference is likely to result from 
the greater numb&r of out-patients seen at MOH hospitals. Another 
part \perhaps K0.50 per patient per day) arises because PHAM units 
do not provide food. Other reasons for this difference still need 
to be investigated, and more accurate unit costs established.

9.3 OTHER SERVICE PROVIDERS

9.3.1 Mini_strv of Local_ Bovernment
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The Ministry of Local Government, through the District Councils,
provides approximately 94 health ur;'ts (mainly 
units charge fees to their patients. S-.lories 
buildings and equipment minimal, so the sevice 
inferior to that in MOH units,. Total recurrent 

•u.s. estimated in 1935 to be approximately 
ivery mucn an the high side and a figure 

ps.- more realistic. In addition, the- town

maternities). These 
of staff are low and 
provided is generally 
expenditure on t.hi?EP 
K372,000, though this 
of K250.00O or less 

councils of the major
rovide environmental ar.d MCH health services. The l^OH together 

with Ministry of Lccc-il Government will examine the reasons why health
authorities arc? not properly run so as to 

and improvement of services.
"acl lines operated by 
fine .'Pi?an rj for coorperation

:.»2 Dtf-.er A^sncies

UufiC'r government ministries (e.g. Agriculture.-) and other agencies (e.g 
estates and private companies) provide health services for employees. 
Ir, -are Ce.sz- or private companies and estates, these are usually simple 
::Ii"int£, st£,ffed by ar, auxiliary workers and not open to the general 
f^iblic. Their cor.tr ibuti or. to total health sector expenditure is 

Threrc is need to initiate a dialogue with these agencies so 
can bs more interested and involved in workers health. Other 

srri.v.c.-it orgr.r, -r ati c-n= which provide1 health services to the 
iori include. Lepra Red Cross:, otc.

fnir.i /*al 
that he/

s t f? Pr p. c t i f ' r n er "s

"ins non-traditional private sector is a rapidly growing, but still 
vcr,~y a.T.al I , part of the health sector. There are approximately 30 
p.'.tvp.cs' doctors, largely in Blantyre and Lilongwe. In 1981 their 
j ncDr.ii' WS.E estimated to be around K2m. This -""-igure is now probably 
c.'cEsr to K2.5fii: the insurance Echc.-r.ie (MA5M) alone pays out K1.2m a 
>'££./- in tr,E form of £ monthly capitation payment of K4 for each 
insured person on a doctor's books. At present only a few private 

C.VC3 in-patient facilities, but several have plans to set up 
ns/cr general units. There is need to ensure that new,ity

ti s are inspected
sdditi to this there will 

private practice.--.

to ensure that they are of good standard. In 
be need to to continue to examine issues

IrifDrf?.3t:ion on expenditure on traditional practitioners is extremely 
St.'E'cchy . A figure of K533,000 was estimated in 19BO, but this seems 
a-, trs lot; side.- in light of the estimated number of 5,000 TBAs and 
t.-.n-:."3wr; number of other traditional practitioners. Similarly, good 
i~formation on private purcnases of drugs is unavailable, though 
K2.7m •/•j.-ss estimatea in 1932 for purchases of drugs from Malawi 
Pna."fr,aciu-s> Ta this figure nsc-ds to be added an unknown expenditure 
on products such as asprin and chlcroq-ii ne sold in grocery stores 
w.iroughout the country-



9.4 THE NEED FOR COOPERATION

The magnitude of PHAM contribution to Malawi health services and 
training of health manpower, coupled with the significant financial 
contribution that the MDH makes to the overall operation of PHAM 
units, requires that close cooperation 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 
several conditions are met:

o to the extent possible, services provided are consistent with MDH 
policy and priorities;

o the continuing contribution and further program activities of
these alternative sorrces are accounted for and become an
integral part of the MDH planning process;

o the day-to-day operation of services proceeds in concert with 
daily operations c-f the programmes of the MOH;

o services provided are consistent and of high quality.

Fell owing are discussions of how this above agenda might be met. 
Noted first are points of interaction between the MOH and PHAM as 
related to the previous strategy statements, followed by a suggested 
structural format for a closer integration of PHAM and the MOH.

9.4.1 Points and Scosf of interaction with the MDH Core Services

In the context of MDH strategies intent to reorganise the existing 
patern of health sservices around a set of core services, there is a 
need for interaction between Ministry and non-Ministry service

PHAM 
with 
upon 

It

and
providers. As the second most important provider of services, 
can greatly increase its current impact on health status. As 
Ministry health services, it must place greater emphasis 
prevention and early treatment of the? priority health problems.
desirable for Ministry and non-Ministry service providers to:

adopt similar service 
standardised preventive

and equivalent facilities, using 
and curative intervention protocols;

o adopt updated job descriptions for equivalent non—Ministry 
personnel as these are updated for Ministry personnel.

PHAM'E experience in developing core health services could be used 
in the "PHC District" to provide valuable expertise in the Minis 
try's effort in this regard. The MOH should use PHAM units in PHC 
districts as part of the initial implementation districts for 
Ministry core services. "~"
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EjiEiQiiSQ Q£ P§CiEt}g!I§I b§a.i.th §§Cvi.ces and Health Staff

The MOH intends to expand peripheral health services and numbers of 
health staff at the peripheral level, as well as their roles and 
responsibilities. Non-Ministry physical facilities, will probably 
not experience any increase during the next ten years. Indeed, 
non-Ministry service providers probably will be unable to expand the 
range of services offered through any category of health facility 
withouth major assistance. However, it is to mutual advantage:

o to explore the potential for the Ministry to establish peripheral 
health staff posts in non-Mini stry health facilities;

o to explore how the excess training capacity of non-Ministry 
programmes might be adapted to Ministry training needs;

o for Ministry and non-Ministry health programmes to integrate 
district-level supervision and in-service training;

o for non-Ministry health service providers with relevant expertise 
to participate in Ministry curriculum development.

Bldgtl.Qit.lDQ of HosEital i§rvi.ces

In tne context of the MOH National Health Plan, it will be useful 
for Ministry of Health and non-Ministry health facilities to:

o share their experience so as to identify areas for gains in 
efficiency and savings;

o share their experiences regarding admissions and discharge 
policies and explore f ee-f or-servi ce issues.

In recognition of the need to monitor recurrent costs, the MDH 
intends to undertake a systematic effort to improve budgeting and 
control expenditures. It would be of mutual interest for all health 
programmes to exchange, in uniform format, through district level 
authorities, routine information which is used to generate unit 
costs.

E'iI2Eg=§

The Ministry has opted for a sytematic effort to -foster development 
and use of a planniing process at all levels of health service 
development. In the context of a planning and budgeting cycle at 
the central level it is suggested that:

PHAM's status be equated with a Ministry Section for the 
of facilitating its participation in the planning cycle;

purpose
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o PHAM eventually enter the planning/budgeting cycle through the 
submission of pro-formes, as Mill be required in all Ministry 
Sections.

9.5 STRUCTURAL INTERSRAT10N

For a more closely integrated MOH and PHAM program, 
organisational activities should be undertaken:

a number of

9.5.1 Poiicv. Level.

At a national level, a policy group chaired by the MDH and
consisting of 
service providers

representatives of PHAM and other non Ministry health 
will meet at least annually for a general review of:

MDH policy and priorities in reference to 
activities and new service developments of PHAM

current program

financial standing of the PHAM units and their anticipated 
future needs in reference to resources available from the MOH;

development or modification of structural 
organisations of health services that would 
gration of services.

changes in PHAM/MOH 
lead to better inte-

9.5.2 Program Pl§DQiD3 !=<=¥§!

At this level the MDH, 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 PHAM are intimately involved in the process.

9.5.: QEgC§ti.onal_ Level.

For health services to operate smoothly, there must be cooperation 
between and coordination of services in the day-to-day activities of 
PHAM and the MDH. Although this informaly exists in many areas, 
these activities should be strengthened and improved. Suggested 
mechanisms include:

o Strengthening and redefining the role of the District Hospital 
Committee (perhaps better renamed the District Health Committee). 
This would be a working committee in the district consisting of 
all health providers and be charged with:

planning and coordination of activities through 
development of a district workplan;

joint 

- resolving problems arising between the various service
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providers; 

- local program review for consistency and quality of service.

Developing a district supervision and management plan that 
include all health units and may involve PHAM physicians 
providing professional supervision to government health centres.

This would occur when it was geographically reasonable. (The Use and 
Functions of Management Information). On recommending the above, it 
is r&cogriised that a number of issues need to be addressed, such as:

the separate discrete identity of PHAM entities, 
informal national structure;

with only an

the difficulty for some PHAM 
supervising an activity (such 
sponsoring organisation is not

units in providing a service or 
as child spacing) with which the 
in agreement.

Better integration of services between PHAM and the MOH will 
undoubtedly create administrative and programmatic difficulties. 
However, the potential benefits of closer cooperation make it 
mandatory that creative solutions be found.

9.5.4 lE§cisl_ Qgnsi.derati.gns Related to the Fi.nanci.al. Needs of PHAM

The financial position of the MDH limits its ability to assist PHAM 
further. Moreover, given the bias of PHAM units toward health facili 
ty based service, it is probably not a top priority for the MOH to 
support an existing curative network rather than to develop new ser 
vices where none e::ist. In addition, the low utilisation of PHAM 
facilities is not necessarily a problem that urgently needs to be 
tackled if it requires extra government resources. If the government 
faces a choice between increasing the patient load of PHAM units by 
increasing its subsidy 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 already devotes substantial resources to hospitals. 
It will therefore not necessarily be a priority to remedy low in- 
patient utilisation levels as 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 options to the MOH in relation to PHAM are:

o 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;

increase the government subsidy to only the health 
on the condition that the fees charged are lower,

centre level, 
(perhaps by



Soy.) and approach the -fees introduced by the MOH;

o increase the government subsidy to all PHAM units, on the
condition that fees are standardised at a low level (for
instance, 50X. lower);

o plan the eventual takeover of all PHAM units.

Given the cost of the various options, the most feasible ones are to 
provide an additional subsidy to selected units (cost equal to 
maximum of 11.4% of MOH 1983/4 expenditure). This issue will be 
studied and a better option choosen taking into account the economic
situation.

9.5.5 E£S5i.bl.e Solutions to the Prgbl_em§ of Local. Authority. Units

The MOH has yet to male a decision on whether to take over local 
authority units or leave them as they are. If it wishes to absorb 
them eventually into the MOH network, this would cost roughly the 
equivalent of 1.3X of MOH expenditure, or K274,500 (net cost, 
allowing for income from MDH fees, possible offset to a small degree 
if funds are transferred 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 should bs met prior to takeover. Further 
information on the location and costs of units is required before 
detailed policy decisions are made.
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CHAPTER 1.0

IHE FUTURE re PLAN FOR CHANGE

INTRODUCTION

The purpose of this this Chapter is to indicate how the Plan is 
to be implemented. The Chapter is divided into two sections: (1) 
the organisational changes snd improvements necessary to provide the 
framework -for implementation of new technical programmes; (2) the 
salient -features of a continuing planning proc 1 £s, It. has been 
clear in the discussion of chapter 5, 6 and 7, tiiat not all informa 
tion re-quired for this plan document has been available. Where the 
plan has been unable to achieve s sufficient level of specificity, 
it is clearly important that the plan provide those mechanisms 
whereby that specificity can be achieved in the future. The purpose 
of the latter section, therefore, is to set out the MOH's commitment 
to a continuing planning process, and to highlight some of the 
specific worktasks to be performed within the short term to contri 
bute to the planning process.

10.1 QE IwsilIUHQNAL CHANGE

There is ample evidence to suggest that corporate plans fail at 
a very early stage, largely because of one or both of the following 
factors, both of which must be taken into account for the purposes 
of the implementation strategy:

o inadequate management commitment and ef f ecti veneEEj

o the wrong intervention strategies are chosen and too many
initiatives are taken at. any given stage.

Clearly the objectives of the plan require significant changes 
in virtually all the activities undertaken by the MOH, and so it is 
crucially important to devise the correct implementation strategy.

The MOH, in order tc be successful, must offer the right ser 
vice and must do so in a cost effective way. The six overall objec 
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 all the objectives are interconnected, the -first 
three are dependent upon the success of the following two - i.e. they 
cannot be achieved without capable management and the necessary manpo-
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wer resources. In other words, the ability of the MOH to achieve the 
plan objectives is a -function of the existing implementation capabili 
ty of MOH staff, which, though partly conditioned by the availability 
of finance is more a 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 wel1 as inadequate management skills, exce 
ssive "red tape", inappropriate staffing patterns arid levels, etc.) 
And it is in recognition of the fact that development is impaired 
more by institutional factors rather than by technical factors that 
the emphasis in the early stages of the plan period is upon institu 
tional development:+that is, strengthening the performance of the MOH 
to increase its capacity to absorb additional capital and techno 
logy, and aid, in the form of technical assistance.

The initial emphasis in the implementation plan should 
therefore be on the task of improving management capability and in 
particular the ability to use resource efficiently. This conclu 
sion is further supported by two additional factors: first of all 
the MOH, which has consistently failed to avoid a large annual 
overexpenditure on recurrent budget, is now under pressure to con 
trol expenditures effectively, and to keep within the overall allo 
cations for 1985/86. Secondly, there is evidence that MOH managers 
at many levels take a relatively relaxed view towards cost control. 
There is no doubt that considerable savings can be achieved, as long 
as a major initiative is taken to reduce costs. 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 
nce from central government is unlikely.

Thus, top priority will be given to improving the management of 
existing resources. Once expenditure is under control, costs are 
lower, and the implementation capability of the MOH has been im 
proved with management training, improved control systems, etc, the 
technical aspects of the plan can be tackled with confidence.

In order to improve total resource utilisation, it is clear 
that initiatives must be taken to improve labour, material, and 
capital productivity. In view of the fact that it is not possible 
to take initiatives in every single area of inefficiency, it is 
clearly necessary to select specific interventions where maximum 
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 costs 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, inadequate care and maintenance, inadequate 
pooling of vehicles, etc. As for labour, some factors which push 
costs up are ineffective management and supervision, and inadequate 
organisational structures. Clearly it is 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 results in terms of improved 
•fficiency. Four such factors stand out:

(a) Ineffective management and supervision.

Ob) Inappropriate organisational structures and a lack of clari 
ty in each individual's role.

(c) Inadequate management controls over materials, (e.g. 
drugs, food, fuel 5 money, (e.g. no effective manage ment 
accounting system), capital, (vehicles) and people. 
(establishment control)

(d) Inadequate pay and conditions 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 productivity, it is no accident that the key initia 
tives cover improvements in labour productivity, capital productivi 
ty, and material productivity.

10.1.1. Ccnisitted and Effective Management and SyEgryi.si.on

There are two distinct constituents to this factor, one being 
the need to obtain the commitment of all managers to the changes 
implied by the 10 year Plan and the implementation strategy, and the 
second being the need to develop effective managers who are able to 
achieve results.

(a) Management committment. Stage one.

It is common in organisations that individual managers say they 
are committed to a course- of action, but their behaviour is inconsi 
stent with this expression of support. Frequently this is a function 
of the -failure of concerned superiors to involve and consult subor 
dinates in effecting change. This can lead to opposition. It is 
therefore vital that all 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:

o The planning team which will continue to work on the Plan 
will be involved in final discussions on the Plan. Misgi 
vings of individual managers will be recognised and resol
ved.

o 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 knowledge of details of the Plan. The Chief and 
Deputy Chief Of Health Health Services will consult all
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District Health Officers including the Medical Superinten 
dents.

o Once DM0'5 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 DM0's and not heads of 
department from headquarters in order to establish the 
authority of the DM0's in their new general management 
roles.

o The final stage involves the briefing of key supervisors 
in the district, who will in turn brief their working
groups.

Clearly this process is time-consuming, but it is important to 
obtain the commitment of management at all levels. At senior levels 
the emphasis in this process will be on consultation, rather than 
briefing, whereas at lower levels the briefing element will take
precedent.

(b) Management effectiveness. Stage two.

Once sustained commitment is obtained, the success of the plan 
will be dependent upon the effectiveness of management. Effective— 
ness refers not to the process of "dealing with paperwork" as fast 
as possible but to the achievement of positive results. Cur 
rently the emphasis in the MOH is more on the former than the 
latter, but clearly a more decisive management approach is re 
quired to achieve improvements in resource utilisation. The key 
concept in this context is that of the general manager, described in 
Chapter B. The general manager, at whatever level, assumes respo 
nsibility, vested in one individual, for ElSDDiQSi iSL'Ble.!D§Q£iQ9j. 
=>nd evaluating performance. The role must clearly be performed by 
individuals who can provide the driving force to seek and accept 
direct and personal responsibility for developing management plans, 
securing 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 
This might involve a programme of management training, but typically 
traditional training provides only knowledge to managers within a 
structured off-the-job learning experience, usualy unrelated to the 
manager's own working environment. This type of education has 
tended to over-emph«sise an individual's analytical ability, leaving 
the ability to take action underdeveloped.

Therefore, management development activities of the MOH make 
use of current real management problems in the MOH; i.e. action 
learning by doing, designed around day to day issues, and in parti 
cular those changes envisaged for the future which are^intended to 
improve the effectiveness of the MOH. Thus management" training at 
an early stage in the plan period will be based upon learning by 
doing combined, with traditional course work. The objective of



this process is to render management at all 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, CNO, 2 ACHS, 3 RHO, SMS, ACPO, CA, and the CHPO. 
A general management training programme will then be 
designed for them around the task of implementing the 
national health plan. This programme will be carried out 
on a part-time basis, and will consist of several 
separate residential periods during which specific 
teaching of the latest approaches to general management 
will take place including modules in human resources uti 
lisation, financial management, operational management, 
organisational 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 Plan.

<b> An equally pressing priority concerns the importance of 
making an immediate impact on the use of existing resou 
rces at the two central hospitals. This is particularly 
urgent if the MDH 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 significant savings are feasible, 
which can be realised fairly quickly with improvements 
in the effectiveness of management. The estimated sa 
vings potential is over IW. of total annual non-salary 
expenditure in the MDH, and so improvements in manage 
ment effectiveness at C1ECH and KCH are a top priority for 
early implementation. On the basis of these activities, 
further improvements can be initiated at all other 
major units.

!L> The next priority for management training is at 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 DHD is of crucial importance 
to the success of the whole change programme. DHO trai-? 
ning will adopt the same pattern as that described for <a> 
above with DHO's coming together as a single group 
either on a regional or a national basis, to work on 
general management issues for a series of separate reside 
ntial periods. Project work designed around day-to-day 
problems will feature in this 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 discuss issues of mutual concern.

(d) The effectiveness of the district health team is of central
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importance, and again management training Mill be done in 
groups. This programme will promote the use of teamwork in 
the solving of day-to-day problems, and will cover the DHQ 
as facilitators, hospital secretaries, senior clinical 
officers, matrons, district environmental officers, and 
MCH coordinators. This training may not involve residen 
tial period because of the problems of removing all the 
individuals from the hospital at any one time. Shorter 
training sessions featuring the evaluation of operational 
problems associated 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.

(f) A similar training programme should be devised for 
Regional Health teams, once they are established.

the

Finally, a training programme will be implemented for 
supervisors, whose performance levels vis-a-vis adminis 
tration of transport, discipline, food, expenditure, etc, 
are crucial to the success of improved resource utilisa 
tion. Currently clerical, maintenance, cleaning, and other 
support staff is carried out at a pace which could be 
significantly improved if supervisors were appropriately 
trained and motivated if their roles wsre properly de 
fined and invested with the correct authority, and if 
those they supervised were motivated to give of their 
best. That is, an essential pre-requisite for establishing 
this 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) 
sense. For this to be achieved,four conditions must be 
met.

(i) the supervisory structure must be correct, 

(ii) supervisors must be appropriately trained.

(iii)the management systems controlling work must be
effective.

dv) 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. Primary 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. Thus, the 
organisational structure should be defined before supervisory



training takes place. Where individual roles :jre to 
change significantly, as is likely with supervisors, then it 
is clearly necessary to define them -first, be-fore 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 
to 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 superiors- 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
is expected of them.

Senior managers should give serious thought to the position 
of supervisors, because without the effective control of the 
way work is organised, there is little chance of improving 
the overall performance of the MQH. Many supervisors feel 
ignored by senior managers, and many purposefully avoid 
attempting to control their subordinates and the responsi 
bility for improving performance by controlling costs 
and the quality of the service from their departments. This 
situation will be changed, firstly by restructuring the 
role, and secondly by training.

<c) Appropriate Organisational Structures. Stage three.

A key feature of the training programme for senior managers, 
DHD's, and District management teams is to discuss the proposals 
for reorganising the MDH. These proposals will be discussed and 
agreed amongst the groups, modified as appropriate, and then imple 
mented as a 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 reorganisation process, 
cribed fully in Chapter 8, are as follows.

which is des

(a) The higher levels of the MDH organisation will be reorga 
nised as indicated in diagram 16. The CHS will be respo 
nsible for directing the implementing of the 1O year plan, 
for heading the technical branch of the MOH, and for clari 
fying health care policy. In the first task, he will be 
assisted by the Planning Unit which will assijst in monitoring 
the plan and also its implementation. The DCH3 will be 
responsible for coordinating the? activities of head-
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quarters staff, the RHO's, the SMS's, and the DHO'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 Personnel and Administration Department. The heads of 
the Personnel and Finance Departments will need to be 
skilled managers able to initiate improvements in the perfor 
mance of their section.

<b> The introduction of the Regional Health teams will then be 
implemented. Their individual roles and operating procedures 
Mill be clearly defined following discussions within their 
training group, and implemented as soon after as is possible.

(c) Detailed case studies of the structure, operation, and 
performance of KCH, QECH, and a sample of districts should 
be commisioned as soon as possible, and suggested organisa 
tional and operational changes made.

(d) No fundamental reorganisation is intended for the District 
Health Teams. 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 
operating procedures will be devised by way of project work 
during their training programme.

(e> There will be a major change in the supervision of health 
centres. The Medical Assistants (regraded to Senior Medical 
Assistants) in charge of the health centres will report to 
the DHO, who will be held responsible in both a technical 
and an administrative sense for the Enrolled Nurse/Mid- 
wives, the- Health Assistants, and the Health Surveillance 
Assistants. This line authority and responsibility is quite 
different from the functional responsibilities of the Dis 
trict MCH Coordinators and the Public Health Inspectors who 
will advise members of the health centre team.

(f) Once 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 services branch of DPMT in this process. 
During these departmental reviews, priority attention must be 
given to designing the appropriate supervisory structures. In 
dcing so, two particular aspects of the supervisory role will 
be taken into account:

<i) the size of a working group a supervisor is to manage, 
the supervisor's span of control should not be too 
large. It is likely that if a working group consists 
of more than 15 or so individuals,the group performance 
deteriorates, and supervision becomes difficult.

(ii) the span of responsibility of the supervisor, i.e. what 
the supervisor has to do, should also not be too wide.
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iisrgeiy uncontrolled, with responsibility for their ad mi n=i trati on 
delegates to junior staf-i- at site level. Decisions as to how many 
industrial class wori.srE sficuld be emplo/ed, on what terms and whc-re, 
fli'-st be coordinated by Controlling Cfficers at a senior level in order 
ta <13~ the establ i chrrcnt under control. The personnel section should 
hc.ve control over this group, and nave powers of inspection, and 
should visit work sites on a regular basis. They will identify 
tDG5cr: jobs i.-hich more appreciatively belong to the permanent establis 
hment, and make proposals fcr the transfer of such officers into more 
permanent terms cf service. They will also review pay arrangements 
with a view to acnievinr; a unified system for the payment of wages and
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•allowances and for the regular inspection of pay records. Finally, it 
i* clear that utilisation of these staff is poor, and there is there 
fore a need for improved supervisory control.

The MDH will also 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 absenteeism, timekeeping, overtime, and general 
discipline. Effective systems of control will be devised and impleme 
nted consistently.

2y.gr mone^; and

The most critical problem facing the MDH is how to control its 
overexpenditure on the revenue budget. In order to create this 
control, the following steps will be taken.

(a) A management accounting system will be introduced to monitor 
spending behaviour. This should ensure that existing sub 
heads, such as 04 and OS are broken down systemmatically and 
specific areas of overspend are identified and rectified.

ib) Dn the basis of this, a management budget process will be 
introduced, which will facilitate control of expenditure on 
a monthly basis, and which will identify variances.

(c) Thess budget systems will be linked to appropriate cost 
centres as soon as possible, in order that expenditure anal 
ysis can be carried out by establishment (rather than by 
district).

(d) Within the cost centre approach, the MDH will introduce 
responsibility accounting, under which each manager will 
be held responsible for those costs which are incurred by 
his or her department.

(e) The MDH will design and introduce systems to collect the 
information on costs and activities necessary for establi 
shing management accounting. One or two pilot sites will 
be identified, at which these information systems and the 
management accounting systems will be initially developed.

<f) Each manager responsible for a cost centre will submit 
monthly reports 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 inadequate control over vehicles, 
which are the largest element of capital. Necessary management 
initiatives in this area are: _

(a) Standardizing and Controlling the size of vehicle fleets 
by, for example, reducing the number of reserve vehicles,
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spot hiring to meet peak demand, and pooling general 
purpose vehicles.

<b> Regularly reviewing replacement policy with the object of 
establishing the correct balance between maintenance costs 
and replacement costs. This involve* determining the 
economic lives of each vehicle group.

<c) Reviewing fuel control with the objective of identifying 
rogue vehicles and to reduce pilfering.

Introduce 
obtaining 
purchase

Introduce 
mate use.

better purchasing policies with the object of 
vehicles at the lowest overall costs (e.g. 

in batches, avoid over-detailed specifications).

controls on the use of vehicles to avoid illegiti-

<f) Introduce 
spares, 
services 
frequency.

controls on 
For example, 
should be

maintenance costs and the cost of 
the scheduled visits to workshops for 
monitored to establish maintenance

(g) Introduce effective management controls over 
maintenance carried out by drivers on their 
vehi cles.

<h) In view of the financial responsibility given to 
drivers when they are allocated vehicles, the 
MQH will review critically, on a periodic basis, 
the performance of individual drivers, not only 
an terms of driving competence, but vehicle care, 
and the fuel consumption of their vehicles.

Control over other elements of capital such as fixed plant and 
equipment, buildings, office equipment, and medical equipment, 
should be introduced to ensure that expenditure on these items is 
controlled and that adequate resources are allocated for maintenan 
ce.

10.2 : THE CONTINUING PLANNING PROCESS

The Planning Process

The first and most important task for the implementation of the 
National Health Plan is to establish a formal, continuing, planning 
process. 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 service 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 obviously also be
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required. The planning unit will have a key role to play, especial 
ly as with regards to coordinating the working groups, and synthesi 
zing 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 short 
term implementation of the plan. Clearly many of the techniques of 
administering a planning process may be unfamiliar to the MOH, and 
for this reason some limited and selective technical assistance may 
well be required.

10.2.2 Acti_vi_ti_es to be Carried out i.n the Short Term

Many of the central themes of chapters S and 6 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 weaknesses to hospital-based data, 
and also that there is little district or regional data available, 
and for this reason, it is intended that further epidemiological 
survey work be carried out in the short term. In particular, it is 
clearly important to obtain some quantitative indication of regional 
variations in incidence rates for priority diseases, and also to 
obtain more specific information on mortality rates for sub-age 
groups between the ages of 0 and 5. Ultimately, the Community 
Health Scienr-s Unit, to be established in Lilongwe by mid 19S6, 
will perform the task of providing the planning process with 
selected epidemiological information: however, until the CHSU be 
gins to operate fully, it is clearly necessary to fill some of the 
information gaps, possibly with selective sample surveys, during the 
early stages of the plan and to maximise the information from the 
1934 on mortality and fertility undertaken by NSQ.

The third area in which further work is required concerns the 
siting and staffing of rural health centres. Chapter 7 tentatively 
included a provisional figure for the number that it is intended to 
build over the ne;:t ten years. However, the? requirement currently 
used, that 10,000 people should live within an radius of 5 males of 
a health centres is clearly outdated, given the new objective of 
maximum coverage. A criterion based solely upon population is 
also unlit-ely tc be of strategic use, because this would mean too 
dense a network of sub-centres in the south, with the opposite- in 
the north. Clearly this would not meet the objective of accessibi 
lity, nor would it be very efficient. It is therefore intended that 
the MOH adopt the sole criterion of accessibility, either in terms 
of distance or an terms of travelling time in order to determine the 
siting nationwide of health centres.

Clearly this will mean that some units will face higher de 
mands than others. This problem would be addressed by establishing 
staffing levels for each unit on the basis of the strength of de 
mand. This would mean that sub-centres in heavily populated areas 
would be wel1-staffed, with those in more lightly populated areas 
being staffed by smaller numbers.

It is therefore necessary for the MOH, very early in the plan



period, 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 involve first 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: 
e.g. in an area where environmental health problems are particularly 
serious, there will clearly be a need to provide extra environmental 
manpower. Thus, in ordsr to address the objective of accessibility, 
sub-centres will be sited on purely geographical criteria, and 
staffing levels will be the variable which will be set according to 
demand levels: but in order to carry out these intentions, a consi 
derable amount of work needs to be done.

The activities described in chapters 5 and 6 have particular 
implications for the job descriptions of cadres working at almost 
si 1 levels of the health care delivery system, and there are clearly 
further implications for the training curricula of many cadres. 
Currently, no review of curricula in some of the training institu 
tions has been undertaken, but. in recognition of the fact that 
students should be fully prepared for the new types of work 
described in chapter 6, some changes will inevitably be required. 
Similarly there may be implications of new programmes for the 
continued training of e. listing staff. One example is the child

programme. Clearly some basic training is required not 
on!/ -for students but for qualified staff as well, for the prog 
ramme to spread successfully to all districts.

spacing 
-

Nutrition as a fundamental determinant of infant mortality 
han. been identified as a prime issue. It hr - been targeted also as a 
critical -fa-tor in maternal mortality ana in premature birth. The 
at tad. on malnutrition will be made on a multi sectoral basis. The 
Intermi ni steri al Committee on Nutrition will be briefed on the 
Notional Health Plan in general and on the Nutrition Initiative 
(objective 6> in particular. The MCH Section through a senior offi 
cer will prepare a critical time frame to carry out the activities 
set forth in Chapter 6 for Objective 6. Liason will be established 
and maintained by the senior officer with the ministries of Agricul 
ture and Community Services. Field Supervision of this program will 
be accomplished through Regional Health Offices while the CHSU will 
be assigned program impact assesment. The technical assistance of 
the Centre for Social Research will be sought for impact assessment.

A great deal of technical work will also 
the early stages of the plan period for 
of Maternal and Child Health Care, including 
Spacing and Under-Fives programmes. Details of 
in particular in section 6.3 of Chapter 6, but 
as follows. First of al 1 , a number of sets of

be undertaken during 
example in the area 
in particular Child 
this work were given 
the key elements are 
protocols are to be

developed for both prevention and intervention of priority diseases,
for mothers, infants, and children up until the age of 
the MOH should, as a matter of priority, develop 
Child Spacing plan: in view of the fact that this 
ly new programme, little detailed research has been

Secondly, 
trhe 5-year 

is s, relative 
carried out to
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date, and there is clearly a need to press forward with implemen 
tation as soon as possible. Thirdly, in the same context, it is 
necessary to review MOH activities with respect to Traditional Birth 
Attendants, particularly in the area of training. Currently, the 
MOH offers basic training courses for TBAs but there may be further 
potential in the area of cooperation with TBA's. As a first step, 
the MOH should evaluate the possibility of an expanded role 'or the 
TBA, and should review the curriculum for TBA training accordingly. 
There is a great deal of work to be done in the area of malnut 
rition. The plan h«s identified malnutrition as a key priority 
problem, but to date information on the type and prevalence of 
malnutrition is fairly sparse, and preventive and curative protocols 
are relatively undeveloped.

Finally, further work is required on the subject of research 
into hospital costs 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 one 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 MDH plans 
for isntitutional change. Clearly similar work should be carried 
out in the other major cost centres, including the MOH headquarters, 
if the potential savings are to be realised early in the plan pe 
riod. In the same context, there is clearly also a need to study 
hospital practices concerning admissions and discharges. In view of 
the fact that it is inpatients, especially long-term inpatients, who 
absorb large volumes of resources in the hospitals, there is clearly 
a need to evaluate the feasibility and likely impact of some formal 
admissions 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.
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