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EXECUTIVE SUMMARY

This report provides findings from a Second Year Evaluation of the
Combatting Childhood Communicable Diseases (CCCD) Project in Halawi conducted
during a three-week period in September and October 1986. The Project was
evaluated previously in June 1985 at the end of its first year of operation.
The evaluation was organized by the AID/Washington Bureau for Africa, and the
team of three evaluators made studies under contract with Westinghouse Health
Systems in Washington, D.C., at the Centers for Disease Control in Atlanta,
Georgia, and in Malawi. The team members were: Charlotte Leighton, Ph.D.,
Harry R. Godfrey, and Robert Emrey.

The purpose of the evaluation was to determine what progress had been
made in the Project thus far and to identify problem arsas requiring attention
to facilitate progress in Project implementation. An additional purpose of
the evaluation was to ascertain the recurring costs and prospects for
sustaining activity in the CCCD services after completion of the Project.

CCCD Project in Malawi is funded for four (4) years by the Agency for
International Development under a regional project for the development of
services in the following areas: childhood immunizations, control of
diarrheal diseases, and treatment of malaria. Four strategies are used in the
Project to provide support for these services: training of personnel, health
education, health information systems, and operations research. Under the
terms of the Project Agreement, host country governments are encouraged to
coordinate donor and local support for these services under the CCCD Project
to ensure the greatest possible benefit is derived from the resources
available. Technical assistance for the Project is provided under an
inter-agency agreement with the Centers for Disease Control (CDC) in Atlanta,
Georgia. CDC assigns & Technical Officer to be resident in-country and
provides back-up support aud technical resources as needed during Project
implementation.

Environment and Situation Affecting CCCD Project

Three elements of the health system were examined concerning the
environment and situation affecting the CCCD Project: health sgtatus and
health services; project financing; and commodity procurement, distribution,
and quality control of materials.

Health status and health services gituation [Section 2}]. Over one-third

" of the children in Malawi died before their fifth birthday in 1984.

Fifty-seven percent (57%) of all reccrded deaths in Malawi are children under
five years old. Yet, children under-five account for less than 20% of the
population. Health services are provided through public and private



organizations and individuals. A high priority is given to implementing a
basic health services plan for primary health care (PHC) throughout the
country. The CCCD Project began work in July 1984 with arrival of the
Technical Officer. The first two years of project activity have seen
considerable progress with many improve- ments in service delivery being
sccomplished. It in not possible at this stage of the project to demonstrate
whether or not the CCCD Project has exerted an influence on lowering morbidity
or mortality in the under-five age group. It is not possible aiso to
determine the degree to which plans are being achieved in improving coverage
under CCCD due to a lack of time-phased plans and schedules for the Project.

Project Financing Situation [Section 3]. Funding for the public sector
in Malawi comes from government-funded budgets and from foreign assistance.
The economic situation in Malawi affects the degree to which government or
private individuals can sustain or increase fun.ing to cover health services
costs. The per capita income in Malawi is reported by the World Bank to be
$180, and the Government of Halawi does not expect the amount to increase
gsignificantly in real terms during the coming five years. The National Health
Plan for 1986-1995 assumes no real growth in MOH budgets for the first five
years, 1986-1991. The Government devoted 6 to 7 percent of its total
operating budget to the health sector in recent years.

»

The CCCD Project Agreement provides for total project funding of(gz;gi::>
million (K14 in 1986 prices) for the period July 1984 to March 31, 1988.
project funding estimates that 43 percent of the total funding would be used
for medicines (vaccines, ORS packets, and chloroquine). Swending during the

first year of implementation was lower than planned, but since June 1985
funding commitments have increased substantially.

Tnree principal finsncing problems have emerged in the first two years
of the CCCD Project: (1) the MOH has not met the requirement to submit annual
budget plans, beginning in April 1985; (2) USAID and the MOH have not met the
requirement to conduct studies and take actions related to cost recovery; and
(3) accountability for project spending is weak on the part of both |
USAID/Malawi and the HMinistry of He=alth. \

Commodity Procurement, Distribution and Quality Control Situation
[Section 4]. Three supply networks provide materials for CCCD services: (1)
entimalarial drug distribution system through the Central Medical Stores; (2)
ORS distribution system through a UNICEF-developed MCH store in Blantyre; and
{(3) vaccine and cold chain distribution system through the EPI supplies in
Lilongwe. Over the coming two years, it is expected that considerable
progress will be made toward consolidating and rationalizing these logistical
srrangenments throughout the country. The MOH stores system is being augmented
through construction of regional and national storehouses and the
strengthening of the materials control and inventory systems. At this time, p“v/////

there are severe weaknesses in ordering, inventory control, distribution, cold
chain, and becterial sterilization arrangements involving the the CCCD
services.
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Project Planning, Administration, and Msnagement [Section 5]

The CCCD Project in Malawi was designed during a country assessment
conducted in late 1983 jointly by the MOH, USAID, the Centers for Disease
Control. The assessment report sets out the goals and objectives to be
followed in implementing the Project. The plans of operation available at
present for the Project are only of limited scope, and no over-all operational
plan ie_being prepared to guide Project a actxvigies. The Government of Malawi
has an extensive set of services but is very limited in the number of
personnel available to manage the health services programs. These limitations
of staff have had some effect on the capacity of the MOH to implement the CCCD
services. The U.S.-related agencies and contractor organizations are directed
by the resident Technical Officer in Lilongwe. The Technical Officer has
established a workable arrangsment for managing the resources required for
technical assistance. The USAID/Malawi Health Officer and related personnel
of the Mission have developed a capacity to manage the financial, procurement,
and personnel aspects of the Project which are under the responsibility of
A.I.D. The backstopping arrangement for the Centers for Disease Control in
Atlanta is working well. The Malawian Project executive management depends on
& group of coordinztors assigned to participate in CCCD and also seversal other
projects in the MOH.

Note: Recommendations are provided at the conclusion of each report
section, Deginning with Section 5, concerning project management and
administration. All recommendations are numbered to show the report secticn
in which they are presented. For example, Recommendation 5.2 is the sscond
recormmendation in Section S.

o Recommendations:

5.1. Provide for preparation of a project-wide plan and schedule of
tasks, responsibilities, and resource inputs (which are needed in
addition to the netional plans for EPI, CDD, and malaria control, as
discugsed in the next section);

5.2. Continue to encourage active donor coordinction;

5.3. Establish a c;ear. written process for budget and plan gubmissions
from the MOH to A.I.D.; and

5... Hake further progress in the development of actim\s regarding cost
recovery provisions of the Project Agreement. -

-

CCCD Project Interventions

Project Intervention for Expanded Prcgram of Immunizations [Section 6].
The national expanded program of immunization (EPI) nas been in operation
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since 1973. ALl of the Hulawi EPI program is integrated into the maternzl and
child health and primary health care (MCH/PHC) network cf services. Services
sre provided through both MOH aud Private Hospital Association of Malawi
(PHAM) facilities, @s well as through regular outreach eclinics. A national
five-year plan for EFI was published for the years 1285-19869,

) Recommendations:

6.1. Needles and syringes should be provided to clinics in sufficient
quantities;

6§.2. A circular is needed to emphasize to clinic staff members the
importance of systematic sterilization of equipment and instruments;

6.3. Plans should be accelerated to study the high rate of measles

cases under 1 year of age and high rate of measles cases among vaccinees;
- T e T T

6.4. A new strategy is recommended to be initiated to acceleraie
vaccination coverage, such as through designa.ion of a special cne-time
Vaccination Day country-wide;

6.5. Polio vaccine ruptures should be remedied by instituting purchase
of the antigen through regular UNICEF ordering procedures; and

6.6. Discontinue use of vaccination log books.

Project Intervention for Oral Rehydration Therapy [Section 7]. The
kfontrol of diarrheal diseases through use of oral rehydration therapy has made \

great progress during the past two years. A national plan for control of
diarrheal diseases was published for the years 1985-1982. Oral rehydration is
now used in all hospitals and is taught on an outpatient basis in all units of
the Ministry of Health. The mothers are encouraged to use local fluids for
treatment of dehydration in the home, but ORS pac%ets are mot distributed for
use directly by the mother. A formula for sugar and salt solution (SSS) is
being explained to mothers in clinics, which uses soft drink bottles and the 7
be’ tle top as a measuring device. )

0 Recormmendations:

7.1. Supply liter containers to all ORT units and teach mothers to
prepare ORS “packets (h2nds-on “training) instead of §SS;

7.2. Train village health workers to prepare OBRS and provide 2hem with
liter containers and ORS packets; and
\-4—"“\

7.3. Make ORS packets and liter containers available to communities
through private shops.

N "
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Project Intervention for Malaria Treatment ([Section .!. Halaria deatks
~in children under five years of age more than doubled from 287 desths reported

- by hospitals in 1980 to 741 in 1983. Plasmodium falciparum is recognrized to
" be chloroquine resistant ir Melawi. Sinc- 1984, the National Melaria Contrsl
_ Comnittee has been reactivated to develop policy concerning ralaria control
- sctivities. Mumerous studies have been conducted in Malawi concerning
enloroquine resistance and various problems associated with prophylaxis. A
five-year Malaria Plan for 1986-1989 has te¢2n published.

0 Recommendations:

8.1. Technical assistance should be sought to resclve the present
problems with stock ruptures for antimalarials and cther supplies;

8.2. Increased public awereness is needed of malaria treatment
schedules through distribution of posters; and

8.3. Second-line antimalarial drugs should be made available fo all
hospitals threough Central Medical Stores.

CCCD Proiect Strategies

Training Strate Section 9]. A wide variety of training arrangements
is used in Malawi for both preservice and inservice training programs. A
shertage of personnel At all levels of the MOH makes it necessary to double-up
training and supervisory responsibilities in the same individuals. The
arrangement is not &lways successful in achieving either good supervision or
good training. Permanent training premises™ are now being prepared-for primary
heslth ' care personnel with one unit being built in each nationsl region.

7] Recommendations:
°.1. A ' CCCD training plan, including provision for systematic

assessment of trainees® performance, 3is nesaded to guide project inputs
(a recommendation which was made also in the 1985 CCCD Internsl Project
Review); ~—— ~

9.2. Additional emphasis 1is needed in all CCCD trairing on use of
experiential learning in the MOH programs; and

9.3. Special attention is needed for training in EPI service procedures
and practices.

Disease Surveillance and Health Information System Strategy [Section
10]. The health information systems of the MOH are bsing developed on an

integrated basis, with the Health Statistics Yuit as the focus for
coordinating efforts in each section of the MOF. Both routine reporting and
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easple surveys are conducted to dovelop statistical series and calibrate the
messurement procedures peing used. A special sentinel survelllance system was
pstabiished in all Jistricts in 1984. Twelve health facilities are
perticipating i an ianterior sentinei surveillance system throughout Malawi.
During the pazt twe years and with participation of the ¢TID Project, the MHSU
twis dsveloped 8 computerized data storage and snalysis capability for program
panagemerit information.

0 Recomnendations:

10.1. Inpatient information on measles and pertussi. cases and deaths
should be collected by age of vaccination ar. date of onset of disease
in one hospitel for each region;

10.2. Boutine vaccination coverage surveys should be conducted, at
most, every two years rather than annually;

16.3. Clizssificatior of neonatel tetanus should be included in the
disease reporting system when revision is made;

10.4. A polio lameness survey should be conducted in 1987; and
10.5. A chief statisticien should be employed by the MOH.

Health Education Stratepy [Section 11]}. The health education activities
in Malawi come under the responsibility of & health education section, which
includes staff a8t the HOH headquarters. The Health Educatien Uni*t has
presented the MOH with # prouposal to esteblish for the first time a hezlth
education cadre within the civi: service of Malewi. A proposal is also being
considered to centralize all media productiin activities of the government,
including those rvequired by the HOH, in a mewly crsated Communications
Development Conter. Such a centar would have the benefit of pioviding strong,
highly qualified specialists who could be utiliz2d by any part of the
government requiring their services. The proposal has the drawback that the
MOH wight aot--as frequently happens in the getting of government
priorities--rate sufficient leverage amongst other govermnment agencies to get
the quick respoiise and specialized attention that its programs often require.
Under CCCD, a major effort in mass wmxdia studies and production is being
conducted using personnel and rescurces from the liealthCom Project of A.I.D.
A seriec of formetive research studies is planned in the areas of CDD and
malaria treatment to determine the types and approaches to health-related
nessages which will be most effective for use in mass media campaigns.

0 BRecommendations:

11.1. There should be an intensive stud} of the role and range of
activities best suited for the health education unit, considering the
availability of resources to support its staff and vpsrations;

.



11.2. The HealthCom Froject contractor, in cooperation with the HEU,
should prepare the CCCD Health Education Hork Plan, for adoptica by the

MOH and USA{D. by mid-November 1986;

11.3. The three new resional “heal.h inspectors appointe” as health

educators should be given special training;

11.4. The formative research and logistics study in EPI should be used
as the basis for development of EPI implementation plans and donor

assistance;

11.5. Coordination is needed to ensure donor support is devoted to the
most needed areas of the Health Bducation Unit, once the reconsideration

of the HEU role is completed.

Operations Research Strategy Section 12]. The operations research
activities of the HMOH wunder CCCD have been extensive and cof excellent
quality. Most of the emphasis to date has been on basic questions of CCCD

arrangements, including studxes . of chloraquine ___ resistance,
and

knowledge-attitudes-practices related “to control of diarrheal dxseases,

development of approaches to malaria treatment of specialized populations.
Half of the 12 studies undertaken have been completed and rtesults of the

studies have hizen wsed to update public health policies and practices.

No recommendacions were made concerning operations research.

Future Develogmeni and Schedule of CCCD Project [Section 13]

The present expiration of the CCCD Project in Malawi is March 31, 1988.

[ ounann I Y

(o) Recommendation:

13.1. 1t is recommended to A.I.D. that the HMalawi Project be extended
for an additional period of one year, making the revised Project
Assistance Completion Date to be March 31 989. The bilateral funding
levels for Project activities should continue as presently budgeted,

with additional regional funds being made available as needed to
continue the support of technical officer, locally-hired staff members,
and their transpo:tution, local services, and other support costs, until
Project ciose-out.

The USAID/Malawi and the MOH have requested an additional $900,000 in

funding for CCCD/Malawi from the Child Survival Fund of A.1I.D. The additional

funds would b2 used for: (1) training of health gervices providers;

community health motivation; (3) operations research; and (4) multi-purpose
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vehicles. The team is not fully pursuaded that the additiona)l funding is
necessary, when considering funding from all donor sources, nor that the
proposed activities fall within current MOH planning and management capacity.

o Becommendation:

13.2. It is recommended to A.I.D. that the Halawi Request for Chilad
Survival Funding in the amount of US$900,000 be divided into two phases,
with funding approved if certain conditions are met as follows:

Phase One.
Recommended scope of funding: The local and off-shore commadity
purchase elements, including the proposed additional vehicles which
will probably require an extended peried of time ¢to get
in-country.
Recormended conditions: Assurance that no additional mansgament
burden will be added by implementation of the work elements.

\_Fhasg Two, ..

Recommended scope of funding: Other requested elements not in
Phasc One would be included but with implementation delayed until
fiscel years 1989-1990. The final formulation of the Phase Two
funded activities ought to be reexamined by the MOH at the end of
fiscal year 1987 to ensure that the main gaps lying outside other
available funding are covered.

Recommended conditions: Assurance that: (1) no duplication of
resources would occur and the main gaps in other funding sources
are being covered, and (2) ¢the MOH poclicy studies concerning
extension of village-level services show that technical and
managerial obstacles are resolved.

Long-Term Financial Viability [Section 14

The principal recurrent, or operating, costs of the CCCD Project include
the costs of salaries, medicines, transportation, egquipment and supplies
necessary to deliver the services each year. These regular, snnual costs also
include short, in-service training necesssary to maintain the skills of health
workers. The focus on recurrent costs for purposes of evaluating financial
viability of a project is usually on the incremental, or additional, recurrent
costs due to the project activity.

Given data censtraints and the time available for the evaluation, it was
not possible to prepare a detailed estimate of specific recurrent costs of the
Project. It is also premature to estimate unit costs, such as costs per fully
immunized child or costs per ORT given and per child covered per year, for the
Malawi CCCD Project. MNeither accurate cost data, nor appropriate current or
planned coverage data, is available for that purpose. But it is possible to

-xvii-
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present preliminary estimates that can be used for a high and low range of the
snnual recurrent costs. The total of the high estimate, K6.7 (US$3.6
million), is twice that of the low estimate, K3 million (US$1.6 million).

The high estimate is a total cost estimate for immunization, ORT, and
diarrheal disease control services in Malawi. The high estimate is not
limited to only the additional recurrent costs of the Project, as are the low
estimates. I{ includes costs of both the level of services that was already
being provided, as well as the increased activity due to the Project.

The estimates suggest that the MOH budget should be quite adequate
during the life of the Project for funding the GOM share required by the
Project Agreement. But, the amount of additional funding available to the KOH
after paying CCCD costs decreases each year during the Project. Prospects for
the Ministry to pay for maintaining CCCD services in the longer run, however
are not promising. If the MOH budget had to pay all recurrent costs of the
CCCD Project services now funded by donors, the estimates indicate that the
real increase available to the MOH would have to double from K1.7 million to
K3 million under the low estimate and would have to be nearly 7 times higher
under the high estimate. The projected increases are unlikely in view of the
current assumption in the National Health Plan that the MOH budget would be
held constant in real terms.

—

Three financing strategies are proposed in the National Health Plan:
{1) rely on donors to continue to fund a large portion of recurrent costs; (2)
introduce management improvements that can reduce costs and improve
efficiency; (2) implement cost recovery measures (increase fee revenues) for a
limited number of services. An additional strategy, not addressed explicitly
in the Plan, would be to rely more on private sector providers for provision
of services. ) O

o Recommendetions:

14.1. Tne MOH should develop action plans for Malawian sources of
financing to begin tn» pay an increasingly larger proportion of costs for
CcCD and other basic health services that donors are now funding;

14.2. The Ministry cf Health should concentrate effiorts at improving
staff efficiency in the field on ways in which CCCD services are
. delivered; and

| 14.3. The MOH and USAID undertake cost recovery studies aimed at

| fessible areas for charging of fees, such as chloroquine tablet fees.
Additional studies should be conducted to better wunderstand 4the
long-term possibility for cost recovery in health services. —
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1. EVALUATION TEAM, OBJECTIVES, AND METHODOLOGY

Evaluation Team

The evaluation tecm consisted of Charlotte Leighton, Ph.D., economist;
Harry R. Godfrey, epidemiologist; and Robert Emrey, management specialist
{team leader). The team performed its studies in three locations:

o A.1.D./Washington, Bureau for Africa, Washington, D.C., USA--24
September 1986

o Centers for Disease Control (CDC), Atlanta, Georgia, USA--25
September 1986

o Malawi--29 September through 16 October 1986

During the team's activities at CDC and in Malawi, they were accompanied by
Dennis Olsen, CDC Supervisory Public Health Advisor, who served as a resource
person, and periodically they benefited from the participation of two
officisls of international organizations: Ramesh M. Shrestha, Project Officer
(PHC) in the Malawi office of the United Nations Children's Fund (UNICEF), and
Dr. S. N. Darfour, World Health Organization (WHO), Malawi.

In addition to discussions with the Principal Secretary of Health and
numerous other officials in the Ministry of Health headguarters, Lilongwe, the
team travelled to all three regions (Northern, Central, and Southern) of the
country. During the field travel, the team members visited service facilities
and offices operating under the Ministry of Health, the Private Hospital
Association of HMalawi (PHAM), the Agency for International Development
(USAID/Malawi), UNICEF, WHO, Peace Corps, and other health service-related
organizations (see: List of People Contacted in Annex B). The Evaluation
Team was accompanied during field visits by two officials of the MOH: John
Chickakuda and Yohani Niasulu.

Objectives

The evaluation of the Malawi Combatting Childhood Communicable Diseases
(CCCD) Project was conducted by a three-person team operating under the
direction of the Agency for International Development (A.I.D.) Bureau for
Africa in Washington, D.C. Three objectives were established by A.I1.D.:

1. To evaluate CCCD activities in Malawi through systematic collection
and analysis of data on CCCD management and operations at the
central, regional, and peripheral levels.

2. To measure the extent to which CCCD activities have been integrated
into the existing primary health care structure.

-1-
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3. To offer a series of recommendations to improve the expansion and
delivery of CCCD services (including training, health education, and
health information system development) and to accelerate their
integcation into the primary health care delivery structure given
ever present resource constraints.

In addition to the above objectives, the evaluation team sought to assess the
recurrent costs and sustainability of services in Malawi for the three CCCD
interventions: immunizations, oral rehydration therapy, and malaria treatment.

Methodology

The methodology used by the evaluation team was specified in the scope of
work as follows (see also the full svaluation work scope in Annex A):

A. Study relevant reference statements at central and regional levels.
B. Visit selected service delivery units and other health institutions
in rural and urban areas of a representative number of regions of the

country.
c. Review survey data.
D. Interview relevant project implementing persons.

During the process of the evaluation, the team analyzed published and
unpublished data series. With the aid of computers of the CCCD Project and
the USAID/Malawi Mission, the team performed various data analyses. These are
explained in each section of the report. Whenever appropriate, the team used
techniques and standards adopted and accepted by the Government of Malawi or
by international bodies in each technical, managerial, and financial area of
the evaluation. For example, analyses in the area of immunizations included
use of standard rates and definitions adopted by the Expanded Program of
Immunization (EPI) of the WHO.

First Year Program Review. In June 1985, a two-person team representing
AID/Washington and the Centers for Disease Control, Atlanta, visited Malawi
and conducted a first year program review of the Malawi CCCD Project. Their
scope of work called for a review of the following areas:

1. Progress towards the attainment of the goals and objectives of the
CCCD Project, focusing on the interventions (immunizations and
diarrheal disease control and malaria treatment) and the project

support strategies: training, health education/promotion, health
information systems, and operational research.

2. CCCD Project management and coordination of responsibilities and
efforts.

3. Project funding.
4. Technical assistance.

The report of findings and recommendations from the 1985 review was provided
to this evaluation team. The 1986 evaluation process included examination of
progrecss made in completing and implementing the recommended actions of the
previous review.
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Organization of this Report. The evaluation report presents the findings
and recommendations from the team’s studies. It is divided into 14 sectiomns,
covering the following four areas of concern:

A. Health sector situation relevant to implementing CCCD (Sections 2-4)
B. CCCD project operations and intecrventions (Sections 5-8)

C. CCCD strategies (Sections 9-12)

D. CCCD financial and future development considerations (Sections 13-14)

Annexes presented at the end of the report provide: evaluation work scope
(Annex A), list of people contacted (Annex B), and list of documents consulted
(Annex C); and additional statistical data (Annex D).

Recommendations made by the evaluation team are contained at the
conclusion of each section of the report, beginning with Section 5, concerning
Project Management. The recommendations are numbered as follows: the number
preceding the decimal point corresponds to the section number which is the
subject of the recommendation; the number following the decimal point is a
serial number within the set of recommendations for that section. For
example, recommendation number "10.2" is the second recommendation contained
in section 10, concerning the disease surveillance and health information
system.



2. HEALTH STATUS AMD HEALTH SERVICES SITUATION

Morbidity and Mortelity

It is estimated that one-third of the children born in Malawi die before
their fifth bdirthday. Fifty-seven percent (57%) of all recorded deaths in
Malawi are children under five years old. Yet, children under-five account
for less than 20% of the population.

Primary Health Care Services

Health services are provided by a veriety of public and private
organizations and individuals including: government, mission and other
nonprofit organizations, industry, private physicians (35), traditional
healers (more than 5,000) and traditional birth attendantz (more than 5,000).
(According to the Malawi National Malaria Control Programme Five-Year
Implementation Plan, 1985-1989, about 400 traditional healers belong to the
Herbalists' Association, which maintains a loose formal link with the MOH.)

The government provides approximately 45% of all health services which
were tweighted heavily towards curative services until 1973 when a
prevention-oriented maternal and child health (MCH) program was initiated.
Prenatal and under-five (years of age) clinics were established throughout the
country. The MOH maintains a good rvelationship with the mission-gponsored
health system called PHAM (Private Hospital Association of Malawi). For
example, the MCH provided them with around US$1.3 million in 1983-1984 for
salaries for Malawians plus commodities such e@s vaccines and medicines.

Health planning and management are in the process of being decentralized,
and more responsidbility in these areas is being given to the three regions and
24 districts.

A basic health services plan, developed with the assistance of WHO, calls
for development of primary heelth care (PHC) in primary heelth centers,
sub-centers, and health posts (as yet very limited), as well as at the
community level by selected community members. These facilities and services
are supervised by the district hospitals, although financial constraints limit
these tagks. Health centers are considered the key to menagement and
supervision of village-level PHC activities, and a specific five-year plan for
these activities is being developed.

Curative health services are available throughout the country, and over
80% of the population has access to some form of health care. Access is
defined as living within eight kilometers of a fixed health facility.
Porty-five Malawian registered physicians (1983) along with approximately the

W
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76 expatriate physicians and 215 clinical officers (Malawians) staff the
public and private hospitals. Most health facilities lack adequate staff and
sre limited in the services they can offer. Equipment, training, and
supplies, including medications, are often lacking. There is one doctor for
50,000 people; one hospital bed for nine hundred people, and 4.68 Kwacha
(US$2.46) budgeted for each Malawian for health care in 1986.

This demonstrates the severe shortages of health manpower, facilities, and
finances which hampered execution of the first health plan for 1965-1969 and
the second health plan for 1973-1988. Shortages will continue to be a major
constraint to execution of the present ten-year Mational Health Plan for
1986-1995.

CCCD Project Events

After the CCCD Project Agreement was signed in June 1984, the technical
officer arrived the following month. The field epidemiologist assigned to the
East and Southern Africa Region was already based in Malawi from February
1984. Project vehicles (4) arrived eight months after the technicel officer.
But, needles and syringes which were cordered for EPI well over one year ago
have not yet arrived. -_—

During the past two years the MOH, reinforced by CCCD, has made consider-
able progress:

e Hational five-year malaria, EPI, and CDD plans were developed for
1986 through 1989;

o Over 2,000 health personnel received PHC training;
o ORT units were established in all hospitals (44);

0 Twelve operational research protocols were reviewed, approved, and
funded--half of which have been completed;

o Special sentinel survey to study age distribution and vaccination
status of measles cases completed and protocol to verify and study
results underway;

o Health education services are being resinforced through a special mass
media project;

o Use of I.V. solutions has decreased neerly 7-fold from 1983 to 1986
in Kamuzu Central Hospital, where oral rehydration therapy first
started in Malawi;

o Primary health care services are being extended throughout the
country;

W
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TABLE 2.1. Health Manpower (Staff at Post), Malawi, 1984

Staff Category MOH 1984 PHAM 1984 Other _Total
Medical Officer ‘' B4 33 ] 121
Clinical Officer 17¢ 17 20 215
Medical Assistant 351 115 162 628
Registered Nurse/MH 367 128 26 521
Enrolled Nurse/H 919 449 260 1628
Dentist 8 3 1 12
Dental Technician 7 14 6 27
Dental Assistant 9 - - 9
Pharmacist 9 3 - 12
Pharmacy Technician 1 - - 1
Pharmacy Assistant 32 9 1 42
T.aboratory Technician 25 14 4 43
Laboratory Assistant 55 32 9 96
Radiographer 9 3 12 24
X~-Ray Assistant 8 3 1 12
Health Inspector 70 o 19 89
Health Assistant 169 - 24 193
Physio/OT 6 - — 6
Other Establishments 1916 . 310 227 2453

Total Establishments 4223 ‘ (\--1‘33-2 776 6132

Source: WNational Health Plan, April 1986

TABLE 2.2. Health Facilities, Malawi, 1984

Category Number
Contral Hospitals 2%
General Hospital 1
District Hospitals 22
Mental Hospital 1
Private Hospitals 20
Primary Health Ceunters (Government) 19
Primary Health Centers (PHAM) 19
Dispensaries 456
Haternities g4

*Note: One central hospitel in the Southern Region, one in the
Central Region which serves the Morthern Region as well.

Source: National Health Plan, April 1986.
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o Health informatipn system (HIS) was improved with initiation of
sentinel surveillance and computerization of Che system;

o Malaria studies were conducted; policles and strategies were
developed; and trestment and prophylaxis services were improved and
expanded in the public sector;

o Study of PHC involvement in community for malaria control being
implemented in 4 study cells of 20,000 total population. This study
will be used later on to evaluate ORT.

Notwithstanding the increase and quality of primary health care services
described in this document, it cannot be demonstrated whether or not the CCCD
Project has exerted an influence on lowering morbidity end/or mortality in the
under-five age group in just two years. Prior to CCCD, it is interesting to
note that the number of paralytic cases of polio (through hospital reporting)
decreased from 282 (2.9 per 10,000 children under-5) in 1973 to 11 cases (0.1
per 10,000 children under-5) in 1984.

At the current rate of time required to compile the MOH annual statistical
report, CCCD's two-year influence on morbidity and mortality will be
measurable in November 1988. (The 1984 annual report is not yat available.)
However, with CCCD and Volunteer Services Organization (VSO) assistance in
computerization of the MOH Statistical Unit this year, timely quarterly and
annual morbidity, mortality, and service delivery reports will greatly
facilitate comparing 1983 and 1984 CCCD/PHC data with 1986 data. Both should
be available early next year (1987). Examples of computerized HIS data which
are now being tracked are given in Tables 2.3 through 2.14.

TABLE 2.3. Polio Cases, a# Provided through
Hogpital Reporting System, Malawi, 1973-1984

Rate per

Total Poliomyelitis Projected Population 10,000 Children
Year Reported all Ages Under S Years Under 5 Years
1973 282 968,781 2.9
1974 109 997,844 1.1
1975 95 1,027,779 c.9
1976 40 1,058,613 0.4
1977 31 1,090,372 0.3
1978 60 1,125,202 0.8
1979 116 1,161,208 1.0
1980 70 1,198,367 0.6
1981 204 1,236,715 1.6
1982 35 1,276,289 0.3
1983 34 1,317,130 0.3
1984 11 1,359,278 0.1
Source: Malawi Health Information System
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TABLE 2.7. Measles Immunizations Given to Under Ones

and Birth Cohort, Malawi, 1980-1985

Birth Cohort

Year Under 1 Total Over 1 Cohort -Doges
1980 98,708 132,440 33,732 331,909 233,201
1981 143,508 176,006 32,498 341,851 198,343
1982 169,781 200,449 30,668 35,799 182,018
1983 374,490 200,965 26,475 357,894 183,404
1984 157,052 178,407 21,355 369,284 212,232
1985 151,398 169,874 18,476 381,175 229,777

TABLE 2.8. Polio Immunizations Comparing 1st Dose and 3rd Dose

fer Children Under One and Birth Cohort, Malawi, 1984-1985

1st Dose Birth Cohort

Year 1st Dose 3rd Dose - 3rd Dose Cohort —Doses
1984 243,015 168,417 74,598 369,284 126,269
1985 232,135 143,189 88,946 381,175 149,040

TABLE 2.9. Measles Cases (Outpatients) Among
Children Under-S5, Malawi, 1978-1984

Year Cases

1978 256,511

1979 195,644

1980 162,686

1981 84,610

1982 104,921 ’//

1983 150,248

1984 58,984 (Not Complete)

TABLE 2.10. Measles Cases (Inpatients) Among
Child en Under 5, Malawi, 1978-1984

Year __Cases
1978 23,048
1979 14,527
1980 14,035
1981 10,974
1982 12,464
1983 16,236

1984 7,924 (Not Conplete)
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TABLE 2.11. Diarrhea Cases (Inpatients) Anong

Children Under S5, Malawi, 1978-1984

Year Under 1
1978 5,688
1979 9,248
1980 3,026
1981 4,864
1982 4,708
1983 7,812
1984 7,135

_ Peaths

424
523
218
341
316
534
476

1 and Over

5,214
8,7.°5
2,808
4,523
4,392
7,278
6,659

TABLE 2.12. Malaria Cases (Inpatients) Among

Children Under S, Malawi, 1978-1984

Year

1978
1979
1980
1981
1982
1683
1984

Cases

6,694
23,237

5,899
10,705
10,240
16,585
15,685

Deaths

363
715
287
451
436
741
589

TABLE 2.13. Top 19 Causes of Outpatient Attendance,

Malawi, Jan-March 1986

Cause

Malaria
Symptoms Referable to
Respiratory System
Symptoms Referable to
Abdomen and Gastro-
intestinal Tract
Conditions of the Skin
Other Diarrheal Digeases
Inflammatory Diseases of
the Eye
Traumatic Conditions
Venereal Disease
Symptoms Referable to
Limbs and Joints
Hookworm and Other
Helminthiasis

Cages

983,512
503,604
211,857
191,269
166,681
148,160
137,336

78,509

71,373

59,999

Rate

per 10,000

1351
692
291
263
229
204
189
108

98

82

~
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TABLE 2.14. HMonthly CDD Sentinel* Surveillance Reporti, April 1986

Variasble Casges Percent (%)

Total Ceses ) 2,607
Cases By Age

Under 1 Year 1,377 52.82

1 to 4 Years 1,230 47.18
Treatment (More than 1 Response Possible)

s.S.S. 783 30.03

Other Fluid 484 18.57

¥une 1,365 52.36
Breast Feeding

Yes 1,871 71.77

Stop 122 4.68

No 614 23.55
Status of Dehydration

Mild 1,753 67.24

Moderate 791 30.34

Savere 63 : 2.42
Referred or Admitted -

Yes 170 6.52

No 2,437 §3.48

*Note: Sentinel health centers in April 1986 wsre as follows: Chinteche,
Bolcro, Khombedza, Kamuzu Central Hospital, Kapili, Chitowo, St. Lukes,
Bdirande, South Lunzu, Neno, Kulanje, &nd Mucna.
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3. PROJECT FINANCING SITUATION

Introduction

There are two major sources of financing for the public health sector in
Malawi: the government-funded ocperating budget of the Ministry of Health,
which pays for the Ministry's salaries, medicines, and general administrative
and operating expenses; and foreign assistance, which funds both operating and
development costs of the public health sector. The Hinistry's budget also
receives a small amount of revenue from fees charged at the three regional
hospitals and from fees for antenatal and maternity services provided at
hospitals and health centers.

The pattern of donor assistance in the health sector in Malawi is
typically to cover most of the non-salary operating costs of projects, as well
as capital equipment, training, research, and technical assistance costs.
Funding by USAID bilateral and regional sources for the CCCD project in Malawi
follows this pattern. The other priucipa) donor for CCCv services, UNICEF,
also covers recurrent costs by providing the total n national supply cof vaccines

and ORS packets, as well as the majority of chlorcquine tablets in Malawi.

The private health sector, cperated principally through church sponsored
organizations, is represented by thz Private Hospital Association of Malawi
(PHAH) . PHAM includes both hospitals and health centers, provides an
estimatsd 50 pervcent of the heelth services ir. Malawi, ané is fuily integrated
in the delivery of CCCD services. In FY 1986 PHAM received 54 percent of its
funding from the Ministry of Health for payment of salaries for the 2,900
Malawian staff working in PHAM health units. The Ministry alsoc provides
vaccines and some essential medicines to PHAK free of chauvge. PHAM operations
are also financed through consumer fees for services and w@medicines (37

_percent); contributions, primarily from Foreign sources, for salaries of the
150 expatriate staff (T?_percent). and dcmestic and foreign donations (3

percent). 576/5"

A second source of private financing briefly existed, undex which villages
were responsible for compensation cf village hsalth workers (VHWs) in three
pilot zones where the MOH had initiated esxperiments with village lievel primary
health care following the WHO Alma Ata model. The concept of compensating
VHWs hes been dropped, though a voluntary village level prinary health program
now exists in 13 districts, with indirect involvemrnt in promoting the use of
CCCD services.

The traditional health sectnr, represented by more than 5000 traditional
heelers and over 5000 traditional birth attendants, is funded through in-kind
contributions and cash fces from cownsumers. This sector is not involved in
CC3ID scrvices.
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For purposes of evaluating financing for CCCD services during the project
period, 1984-1988, the following discussion concentrates on review and
analysis of financing for the CCCD project by the Government of Malawi and by
USAID and UNICEF. With respect to evaluating long term finencial viability of
CCCD services, however, Section 14 extends this analysis to include
consideration of the role of other donors, private sector providers, &and
consumers in financing CCCD services to help cover recurrent costs that the
government is unlikely to be able to fund.

General Economic¢ Context

Both GOM and foreizn assistance funding of health services in Halawi must
be understood in the context of the country's general economic situation. The
overall economic context and the pudblic budget situation provide a means to
judge whether the government will be able to fund increases in the Ministry of
Health's budget to cover the costs of serving a larger population each year
and to cover any additional project costs. The economic situation also helps
indicate possible changes in per capita income, which can help provide a
preliminary indication about whether people are likely to be able to afford
fees to pay for health services.

During the 1970's, Malawi had one of the highest real economic growth
rates, 5.9 percent from 1973-1979, among Sub-Saharan African countries. From
1380 to 1984, however, annual average GNP growth rates of .7 percent did not
Xeep pacz with an average population growth rate over 3 percent.
Consequently, per capita income in Malawi, $180, as reported in the World
Bank's 1986 World Development Report, is now well below the average, $210, for
comparable low income economies. According to the Govermnment of Malawi's
(GOM) 1985 Economic Report, per capita income is not expected to improve
significantly in real terms over the next five years.

The principal causes of the economic decline in 1979 and the early 198Cs
sre attributed to the increase in o0il prices in 1979 and 1980; deteriorating
terms of trade for Malawi's principal export crops of tobacco, tea, and sugar;
loss of major transpo-tation routes through Mozambique, estimated to cost the
economy about $50 million per year; and increased government borrowing at high
conrercial interest rates. The government initiated several short-term
economic stab.lization measures to counter these difficulties and is now
participating in a third structural adjustment loan with the IBRD. By 1984,
GNP was estimated at $1 billion, an amount equivalent in real terms to the
1979 level.

Since 1984, the economy has improved, and the highest growth rate since
1978 is expected for 1986. Over the next five years the economy is expected
to grow at real &asnnual average rstes of 3.6 percent. With an estimated
population growth rate of 3.2 percent, this economic growth rate means per
cepita income will increase in real terms by less than 1 percent during this
period. To achieve the growth rates predicted for the next five years and to
meat requirements of the structural adjustment loan will require that Malawi:
(1 receive a large inflow of foreign resources; (2) restrain the growth of
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the government's recurrent budget expenditures to 1.5 percent; (3) give
priority to repayment of the government's debt; and (4) maintain tight
controls on foreign exchange. ‘

In this context, the need for substantial amounts of foreign assistance
can be also expected to continue for the health sector, particularly for items
such as medicines that, if purchased by the government, require scarce foreign
exchange. These financial constraints also mean that the ability of the GOM
to fund increases in health sector costs is likely to be limited. With only
very small growth predicted for average per capita income, the potential for
raising substantial revenue for the health system through fees is also likely
to be limited over the next five years.

Financing Issues for the Health Sector and the CCCD Project

In light of the general economic situation, the National Health Plan for
1986-1995 assumes 7 real growth in the Ministry of Health's budget for the
first five years,nEEEZ:T5§TT‘_it is thus important that any health sector
investments not place an increasing burdsen on the national budget. The CCCD
project, by integrating delivery of immunization, diarrheal disease and
malarial control services within the existing health service delivery system,
has been designed with these budget constraints in mind.

In spite of this effort to avoid the additional costs that would be
associated with establishing an entirely new or separate service delivery
mechanism, there are several important issues with respect to the financial
viability of CCCD services. First, projected constraints on the MOH's budget
make it necessary to assess carefully the ability of the MOH to support even
modest additional recurrent costs to sustain the planned CCCD service levels
in the long run. Second, the Ministry s policy commitment to funding the
p-iority services represented by CCCD requires analysis in light of competing
pressures for funding other activities in the MOH budget. Third, longer term
requirements for financing the health sector in Malawi are likely to mean the
Ministry will need tc make adjustments in the current fee policy. Finally,
problems in budget planning and financial management need to be addressed if
available Ministry resources are to be used most effectively.

The following part of this discussion reviews data relevant to these

issues as they apply to the financing situation during the project period.
Section 14 addresses longer term financial viability.

Government Health Spending

The government has devoted 6 to 7 pe its total operating budget to
the health sector in recent years. As Tahle 3.1 shows, the Ministry of Health
has received the fourth largest share uf funding for all ministries in the
past tro years. Public debt charges are expected to absordb nearly the highest
single proportion, 38 percent, of total estimated government recurrent budget
expenditures in FY 1986.
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TABLE 3.1. Government of Malawi's Recurrent Budget Expenditures for Health
and Other Ministries, FY 1986 and FY 1947
(Funding amounts in thousands of Kwacha)

1985/1986 1986/1987

Amount % of Total _Amount % of Total
Ministry of Health 36,753 % 35,201 6%
Ministry of Education 46,447 9% 51,248 9%

Ministries of Police

and Defense 68,290 13% 67,340 12%
Ministry of Works 25,220 5% 25,962 5%
Ministry of Agriculture 23,363 4% 25,516 5%
Public Debt Charges 191,792 37% 208,238 38%
All other 131,751 25% 133,513 24%
TOTAL 523,616 100% 547,018 100%

SOURCE: Government of Malawi, Approved Estimates of Expenditure on Revenue
Account for the Financial Year 1986/87.

While remaining a fairly constant share of total government recurrent
expenditures over the past decade, the Ministry of Health's budget has shown
consistent growth in absolute and in real terms. MOH recurrent budget
expenditures in the current fiscal year, 1986/1987, are expected to be 35.2
million Kwacha ($18.5 million). This amount is five times greater, 1in
absolute terms, than expenditures a decade ago and nearly twice the 1976 level
in constant terms. In contrast tc many other Sub-saharan African country
health financing situations, MOH recurrent budget expenditures in Malawi have
grown, on average, 5 percent annually in real terms since 1980. Growth in the
Ministry's recurrent expenditures since FY 1984 has, howaver, been due less to
authorized increases than to overspending the initial budget allocation This
pattern is also expected for the current year. r. Estimates of FY 1987 spending,
K35.2 million, in the printed budget are now expected to reach K40 million by
the end of the year.

When population grovth rates are taken into account, real per capita
spending by the Ministr’ has increased by an annual average of 2 percent
during the same period. 1In FY 1986, the MOH will spend an estimated 4.68
Kwacha ($2.46) per capita. This amount is, in real terms, almost one-third
higher than the 1976 per capita level of 3.62 Kwacha (8$1.91). If future
spending remains constant ii real terms as the National Health Plan assumes,
however, per capita spending will decline to K3.99 ($2.10) by 1991. Table 3.2
presents details of these trends.



TABLE 3.2. Historical Trends in Ministry of Health Recurrent Budget Fxpenditures
(Runding amounts in thousands of Kacha)

et

Total Amnal Percent Change in
Goverment Ministry of Health Recurrent Budget Ministry of Health Expenditures
Recurrent Expenditires
Expendi-  Total As Percent Total in Constant Total Total Per
tures BExpenditures  of Total Expenditures 1986 Prices in in Capita
Rudget (Grrent  (Qrrent Goverrment  in Constant Per Capita Qurent Constant in Constant
Year prices) prices) Budget 1986 Prices (®acha) Prices - Prices Prices
1976/77 93,643 7,083 7.6% 19,914 3.62 nx .
1977/78 108,277 7,761 7.2 20,260 3.57 1% Y4 -1z -
1978/79 140,433 10,326 7.4% 22,286 3.81 33 10% 7%
1979/80 173,047 12,083 7.0% 25,625 4.25 17% 15% 12
1980/81 207,649 14,980 7.2 26,210 4.21 24% y/4 =12
1981/82 273,020 18,723 6.9% 30,246 4.71 25% 15% 1%
1982/83 278,37 17,422 6.3% 26,204 3.9 74 -13% -16%
1983/84 315,283 21,599 6.9% 29,957 4.33 24% 14z nx
1584/85 416,786 28,031 6.7% 35,858 5.08 30% 20% 162
1985/86 523,616 36,753 7.0% 40,428 5.55 3iz 13% 9%
1986/87 547,018 35,201 6.4% 35,201 4.68 4% -13% -16%
Average For
1981-1987 365,963 24,673 6.8% 32,015 4.65 18% 5% y/4

SOIRCFS: Government of Malawl, Approved Bstimates of Expenditure on Reverwe Account for the Financial Year
1986/87; World Bank, Staff Appraisal Report Malawl Fmily Health Project, June 1986 For FY1976/77-1983/84.

Qonstant prices calcaulated fram World Bank, Staff Appraissl Report Malawi Famlly Health Project, June 1986.

NOTE: 1985/86 and 1986/87 are the estimated actual expenditures in the FY 1986/87 budget on Reverme Accont.
Prior years are actual expenditures.
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The Government also provides funding to the health sector through its
Development Account budget, which funds both the capital and operating costs
of projects. Estimated GOM expenditures for this fiscal year in the
development budget are K1 million ($US 530,000). Corresponding donor funding
amounts in the Development Account are &n estimated K9.4 million ($US4.9
million).

Financing for the CCCD Project

The Project Agreement. The financing provies of the Project Agreement
provided for total project funding of (igfz:éggzzggag (K14 million in 1986
prices) for the period July 1984 - March 31, ~The Agrezment specified
total funding amounts for the government of Malawi and for the USAID grant.
Although UNICEF is not a signatory to the Agreement, the Project Agreement

budget also included funding amounts for UNICEF to indicate the major source
of other donor support to CCCD services. '

The Agreement includes several important provisions that affect financing
by the Government of Malawi. Under the Agreement, GOM Zunds can be made
available in currency or in kind from its own resources or those of other
donors. The document also specifies that the GOM agrees to finance, in the
third and fourth year of the project, the operating costs associated with the
vehicles purchased by the project.

. Further, the Agreement requires, as a condition precedent, that the GOM
subnit, after April 1985, annual project work plans and budgets which at a
minimum set forth the—amount of GOM funds to be provided to the project during
the year, estimates for the succeeding fiscal year, and expenditures for the
prior fiscal year. Finally, a special covenant requires that the GOM actively
contribute to efforts made by the project to identify methods to recover at
least a portion of the costs of the CCCD services, including the collection of
user fees, and to implement methods it has studied and approved.

Table 3.3 presents the distribution of funding amounts by item and source
as estimated in the Project Agreement. These estimates indicated that 43
percent of the total funding would be used for medicines (vaccines, ORS
packets, and chloroquine). Supplies and equipment and technical assistance
received the next largest shares, 20 percent each. The UNICEF contribution,
at 31 percent of the total, represented the largest funding source, with USAID
bilateral funding at 19 percent. According to the Agreement, funding from the
Government of Malawi represented 28 percent of the total.

Of total funding estimates in the Project Agreement, the immunization
(EP1) component represented the greatest share (34 percent) and diarrheal
diszase control the smallest (9 percent). As Table 3.4 shows, the malaria,
CHSU and project management components each represented 15-18 percent of the
total funding level.

First and Second Years of Implementation. Spending during the first year
of implementation was lower than planned in the Project Agreement. According

.c‘o
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to the first year internal evaluation conducted in June 1985, USAID had
cormitted $231,650 of the bilateral funds, 32 percent of funds estimated for
the first year in the Project Agreement; the GOM had spent an estimated
$204,077, S5 percent of its estimated amount for FY1985. The Malawi CCCD
project is not unusual in experiencing & slower than estimated start up and
,factors associated with procurement and administrative issues underlying this
leg are discussed in Chapter 5.

Since June 1985 funding commitments have increased substantially. Table
3.5 summarizes the annual funding estimates, by source, as included in the
Project Agreement and during the implementation period. This data indicates
that each of the financing sources have spent or committed funds at, or
slightly above, the total estimated in the Project Agreement for the first two
years.

Table 3.5 also indicates planned spending for the remaining years of the
project. WNeither USAID nor the MOH have developed specific budget plans for
spending the remaining project funds. Thus, amounts given for the two USAID
sources of funds and the GOM simply represent the balance of uncommitted funds
available, based on tctals included in the Project Agreement. With respect to
USAID bilateral funding, the CDC technical officer and MOH staff have
developed estimates of $150,000 for laboratory equipment and office space for
the CHSU field units. These funds will not be obligated until the field units
are in place.

: Amounts for planned spending by UNICEF reflect UNICEF'S current funding
plan for the next five years. These include. for the two remaining years of
the CCCD project, increases in purchases of vaccines, needles and syringes to
take account of recent policy changes for daily immunizations and for

improvements in sterilization practices. UNICEF plans will thus make
available an estimated additional $624,000 to CCCD services than originally
planned in the Project Agreement. T —

There have been several shifts in spending of USAID funds from those
planned in the Project Agreement. A separate accounting of USAID spending for
research, training, transportation, office aiid medical supplies and equipment,
and other items (i.e., by object class) was not readily available. But verbal
information indicates that the major shift made with respect to the USAID
regional funding was to increase funding for administrative and office support
beyond that originally planned. 1In addition, though some bilateral money may
have been used for short term technical assistance early in the project, no
regional funds have apparently been used yet for short term technical
assistance. A total of $252,000 was included in regional funding in the
Agreenment for that purpose.

With respect to USAID bilateral funds, the changes with the most important
funding implicaetions are a reduction in the number of refrigerators from 60 to
48 and a reduction in the number of vehicles provided and currently planned.
Four vehicles have been purchased and 6 more have been ordered, compared with
16 vehicles originally planned. 1In addition, USAID officially reprogrammed
bilateral spending to include $100,000 for concerted health education
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TABLE 3.3. Summary of Funding, By I*em and Source, for Malawi CCCD Project, 1984-1988,

As Estimated in the Project Agreement
(Funding amounts in US §)

Project USALID USAID Gov't. of Other Donors Percent
Item Bilateral Regional  Malawi _  (UNICEF/SCF) _TOTAL _  of Total
1. SALARIES (LOCAL)
EPI ;
DDC
MALARIA
PHC
CHSU
PROJECT 15,000 15,000
SUBTOTAL 15,000 15,000 0.2%
2. TRANSPORTATION
Vehicles (16} 390,000 10,600 73,001 473,001
Bicycles 58,500 4,500 63,000
SUBTOTAL 448,500 10,000 77,501 536,001 7%
3. MEDICINES
Vaccines 1,776,000 1,776,000
ORS packets 510,000 510,000
Chloroquine 888,000 888,000
SUBTOTAL 388,000 2,286,000 3,174,000 43%
4 .SUPPLIES/EQUIPMENT
Service delivery:
Cold chain equip
and fuel 170,700 117,000 287,700
Vaccination suppl 13,800 12,000 25,800
Vaccination cards 71,400 140,600 212,000 :
Subtotal 255,900 269,600 525,500 %
Administration:
Information syst. 96,500 96,500
Office supplies 91,700 20,000 15,300 127,000
Offices (in kind) 720,000 720,000
Subtotal 188,200 20,000 735,300 943,500 13%
SUBTOTAL 444,100 20,000 1,004,900 1,469,000 20%
S5.TECH. ASSISTANCE
Long term 1,260,000 1,260,000
Short term 252,000 252,000
SUBTOTAL 1,512,000 1,512,000 20%
6. TRAINING 316,000 10,000 81,000 407,000 5%
7 .OPERATIONSRESEARCH 100,000 80,000 180,000 2%
8. CONTINGENCY 114,500 114,500 2%
TOTAL 1,423,100 1,632,000 2,066,401 2,286,000 7,407,501 100%
s
19% 22% 28% 1% 100%

PERCENT OF TOTAL
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TABLE 3.4. Summary of Funding, By Project Component,
For Malawi CCCD Project, 1984-1988
(Funding amounts in US §)

e Project Agreement

Project ‘ Total Percent of
Component Funding Total
"EPI1 2,490,375 34%
CDD 692,875 9%
Malaria 1,126,875 - 15%
PHC 548,938 %
CHSU 1,331,063 18%
Project Management 1,102,875 15%
Contingency 114,500 2%
TOTAL 7,407,501 100%

activities through HealthCom and to reallocate funds among the three project
components. Table 3.6 summarizes these changes.

Although these changes suggest that slightly different percentages of
funding are now devoted to the different components, 1in reality,
transportation, training and equipment supplied with bilateral funds generally
occurs simultaneously for all three. The decision to attribute a given
purchase to these accounts is thus often necessarily arbitrary and sceparate
identification of funding by program component can be misleading.

With respect to the Government of Malawi's actual and plaaned contribution
to the CCCD project, amounts sehown in Table 3.5 should be regarded as
provisional estimates. The Ministry of Health's budget office has not
established a separate accounting mechanism for expenditures related to the
project. The first year evaluation team a2lso had to estimate the government's
contribution for the same reason.

The estimates of GOM spending presented here are based on two important
provisions in the Project Agreement. Since donor funding can be counted as
part of the GOM contribution, the estimate includes $238,000 for chloroquine
and vaccination cards provided by UNICEF and not otherwise included in Table
3.5 as UNICEF funding for the project. In addition, the Project Agreement
budget included a total of $720,000 for in-kind office space provided by the
Ministry. Since this has clearly been available, 60 percent of this amount,
($432,000) has been included in the estimate for the 27 months of the project
to date.
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TABLE 3.5. Comparison of Annual Funding Estimates,
by Source, For Malawi CCCD Project, 1984-1988,
in the Project Agreement and in the Implementation Period
(Funding amounts in US §)

Project Agreement

Source of Funding FY1985 FY1986

USAID BILATERAL 728,487 291,271
USAID REGIONAL 438,000 404,000
GOV'T. OF MALAWI 374,300 425,300
UNICEF & SCF 313,000 561,000
TOTAL 2,053,787 1,681,571

Actual* Planned**

Source of Funding FYB4-FY86 FY-86-FY88
USAID BILATERAL 1,011,437 411,663
USAID REGIONAL 993,609 638,391
GOV'T. OF MALAWI 771,818 1,294,583
UNICEF ) 1,044,873 1,865,000
TOTAL 3,821,737 4,209,637

FY1987

352,721
400,000
566,300
583,000

1,902,021

FY1988

50,621
390,000
700,501
629,000

1,770,122

Implementstion Period

Total

1,423,100
1,632,000
2,066,401
2,286,000

7,407,501

1,423,100
1,632,000
2,066,401
2,909,873

8,031,374

Actual as % of Pro.Ag.
Total FYB4-FY86 FY84-FY88

99%
118%
97%
97%

102%

1%
61%
371%
46%

52%

*Amounts in this column represent actual expenditures plus commitments made
through 9/30/86, based on data provided by USAID/Malawi, CDC Project Hanagement
office, and UNICEF/ Malawi. Amounts for the GOM are estimates made by

the consulting team.
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Finally, since all available evidence suggests that the MOH has been
paying fuel, training, and the salary cost included in the Project Agreement
budget, the estimates include amounts for these activities, prorated for the
length of project to date. It is theso latter amounts, totalling $101,401
(K192,662 in 1986 prices) that would have actually been spent from the MOH's
recurrent budget for FYs 1984-1986. Though actual records of these
expenditures were not separately accounted for, it is reasonable to assume
equivalent amounts have been spent due to program activities observed. There
is no evidence that CCCD project activities have been delayed due to
unwillingness or inability on the part of MOH to pay amounts included for the
GOM in the Project Agreement budget. Based on these estimates, the MOH has
contributed 97 percent of the amount expected for FYs 1985 and 1986 in the
Project Agreement.

Problems Encountered. Three principal financing problems have emerged in
the first two years of the CCCD project.

First, the Ministcy has not met the condition precedent in the Project
Agreement that required submission of annual budget plans, beginning in April

1985. Neither have USAID/Malawi and the MOH, to the team's knowledge, agreed
in writing that this condition be waived, as provided for in the Agreement.

" Second, neither USAID nor the MOH have met the conditions required by the
special covenant in the ngject Agreement for conducting studies and actions | S;

related to cost recovery. The AlD/Washington office took a preliminary step

by c contractxng for a study of the recurrent costs of the project, based cn

data available for the first 9 months. USAID/Malawi has made no apparent ///
effort to make use of this study in the past year and mo-attempt to relate an
estimated costs”to possible fees to finance them, as required in the Project \
Agreement. ———

———— Y

Third, accountability for project spending is weak on the part of both
USAID/Malawi and the Ministry of Health. Qn_uﬁAIQ_\_gggpL_gggguntabLlity has
bee.: weakened by transferring responsibility for managing, monitqring, and
“plenning project expenditures to “the CDC technical _ officer. 1In addition,

~“USAID has taken no apparent steps™ to follow up on or provide guidance to the"
MOH regarding requirements for accounting for the GOM share of project costs.
The recent A.I.D. audit..conducted -in July 1986 in 6 countries with CCCD
projects, including Malawi, also noted the general failure of USAID missions
to monitor host government contributions.

On the part of the HOH there is no means by whxch its contributions ean
currently be accounted for on a accurate basis. Although they provided
assurance in June 1985 that a system wouid be implemented, that gystem is not
in place 15 months later. Current plans in the Ministry are to include the
CCCD project in the Development Account budget, along with other donor
assisted projects that require local contributions. Other changes underway in
presenting and accounting for MOH budget expenditures should also facilitate
the identification of expenditures relevant to CCCD services. These changes
are to teke place effective with the FY 1987 Development and Revenue Account
budgets.
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TABLE 3.6. Changes in USAID Bilateral Funding for Malawi
CCCD Project, 1984-1988
(Funding amounts in US$)

Anmended
Project Agreement Project Agreement
USAI1D USAID

Project Bilateral ©Percent of Bilateral Percent of
Component Funding Total Funding Total
EPI 371,450 26% 331,650 23%
DDC 125,550 9% 155,550 11%
MALARIA 145,550 10% 160,35¢C 11%
PHC 211,675 15% 291,675 20%
CHSU 405,625 29% 340,125 24%
PROJECT MGT. 48,750 3% 48,750 3%
CONTINGENCY 114,500 8% 0
HEALTH COMM 0 100,000 _ %
TOTAL 1,423,100 100% 1,428,100 100%

SOURCES: Project Agreement and PIL Number 9, August 11, 1986.
e———————— —

Section 5 includes recommendations for resolving problems related to
submission of annual budget and work plans and management of project funds.

Section 14 includes recommendations related to cost recovery.
—e—

Y
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4. COMMODITY PROCUREMENT, DISTRIBUTION AND QUALITY CONTROL SITUATION*

e

There ar%;threegjndependentggpply networks in use to provide materials
for CCCD services. Each of the supply networks arose in response to a
fFarticular need in Malawi for special inventory control, handling, and
distribution. 1In this section, a summary assessment is given of the present
situation and problems in the procurement, distribution, and quality contro)
of commodities for CCCD services.

Antimalarial Drupg Distribution System

The primary responsibility for procurement, storage, and distribution of
all medical supplies, except EPI supplies, lies exclusively with the Central
Medical Stores (CMS). The Central Medical Stores is now a Treasury-funde
department within the Ministry of Health, endowed with a revolving capital
fund and intended to operate on a no-profit, no-loss basis.

e e O e .

The Central HMHedical Store purchases (centrally) through international
tender all medical supplies, except EPI supplies. Antimalarial drugs required
for all health facilities in Malawi form a significant proportion of the CMS
imports. As melaria is one cof the leading causes of worbidity reported in all
health facilities, a timely supply of all entimalerial drugs is crucial. The
procurerent lead time normally ranges from 2 minimum of 7 months to a maximum
of 14 months. A 1local firm, Sterling Prcducts, Inc., also produces some
pharmaceuticals, but nevertheless most orders go to overseas companies.
Antimalarial drugs are alsc sold over the counter at a few hundred groceries,
but due to high cost most public consumption comes from the government (free)
supply through the health facilities. Such drugs are also distributed through
PHAM clinics, for which patients may or may not be charged depending upon the
source of supply.

Storage is currently undertaken in only one warehouse at Blantyre. Due to
several constraints there is no use of minimum/maximas stock levels,
classification of inventory, preset buffer stock, or any oth2r form of stock
control. At district 1level, district hospitals are responsible for all
requisitions for the health centers including those run by other agencies
(PHAM, local govt, etc). District hospitais submit their requirements for a
g8ix month period to the CMS. This request is then processed, which normally
could take up to another six months depending upon other factors such as stock
availebility, transport, etc. Once the stock reaches a district hospital, the
distribution from district hospital to the peripheral units 1is done when
transport is available.

%This section is based on 2 special analysis prepared for the CCuD evaluation
team by Ramesh M. Shrestha, UNICEF/Malawi, in October 1986.

A ° T — ————-
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4

Healtk centers submit their requirements on a monthly basis to the
district hospital, and these are supplied to the health centers during the
monthly supervision visit by the district hospital staff. When the district
hospital stock is exhausted, usually due to lack of stock at the CMS, the
health centers svffer. This system of requisition is followed for all
gupplies. 1In certain ceses a communication gap exists. For example, in a
health center visited by the team, there was no stove for sterilization. All
sterilization was done on firewood. It was later learned that a request was
never made to the GMO for supplying & stove. The supervisory staff when
vigsiting this health center somehow could not trace this problem.

In many instances there is no relationship between the demand and supply.
The health centers request certain quantities of each drug. The decision as
to what quantity to supply rests solely with the GMO and the district hospital
pharmacist. For example, in another health center visited by the team, there
was no chloroquine at the time of this team's visit. The GMO, with good
intentions, decides which health center should receive what quantity, and the
quantity may or may not have relevence to what was requested.

In the past, whenever personnel with a vehicle from a district hosgpital
happened to visit Blantyre they were able to get their supplies. In this way
the lead-time was short. However, this practice has been discouraged and
finally stopped for understandable reasons. There soon will be two more
stores availeble, one each at &ilggggg_gnnkﬂzuzu. It is expected that upon
the completion of these regional medical stores both the stock keeping as well
as the distribution system will improve to a great extent.

ORS Distribution System

Parallel to the CHMS store there also exists an\MCH stoce which receives
supplies from UNICEF and cther agenries. The warshougse of this store is also
in Blentyre. The MCH Store supplies and distributes of all MCH supplies for
8ll MCH clinics, which includes chloroquine for antenztal clinic, ORS {(mixture
for 1 liter) for all health facilities, high potency vitamin A for under five
clinic, etc. These items are only an indirect cost to the program in the
sense that these are not procured by the government.

The relevance of MCH distribution here is mostly to the ORS packets and to
8 less extent to other supplies, especially chloroquine. The source of ORS
packets is limited only te the UNICEF supplied packets. No Or" packets are
commercially sold, though serious consideration is being given to the
poesibility of local production. The supply of ORS packets through MCH
clinics has déramatically increased over the past few years. The current
gupply is probably the maximum the system can absorb under the existing
digstribution and training system. The ORS packets are not given away to the
mothers, thereby limiting the use of ORS packets to a considerable extant.
All health facilities the team visited have enough of the packets in stock. A
regular monthly supply of the packets was evident also from our discussion
with the peripheral staff. Following table indicates the packets distributed
through the MCH network over the past three years:
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Year Quantity of ORS pkts.
1984 235,750
1985 $10,000
1986 * 500,000

As mentioned earlier the prasent countraints are the limited distribution
of ORS packets, availability of conteiners, as well a: insufficient training.
Many mothers are unable to use ORS packets because of the lack of containers.
Hothers bring their children suffering from dia~rhes tu the health facilities,
but they do not carcy with them containers or at leceast an appropriate (large
enough) one. Mothers return home te get containers. Msny mothers in this
process do not veturn to the clinic. Hence, the child receives only a limited
amount of ORS solution during the mother's stay at the heslth centers.

It was observed by the team that “he ORS program has definitely made some
positive impact. Many health workers including Government HMedical Officers
confirmed a8 shacp decline in the use of intravenousz rehydrztica therap:. 1In
twe district hospitals the team visited, there were two ORT corners, one for
OPD and one for inpatient. With further inprovement in the communications and
the training of relevant health workers, additional impact of th.s p:iogram
could be felt.

Geographically ORS distribution has covered all health facilities in the
country, which provides a strong base for further development of the progran.
One of the constraints noted in the field is the spac> allocated for the ORT
corner in certain health centers. In one of the centers observed ORT service
is offered in a dispensary where all outpatisnts are directed for their
medical supplies. In some others this service is offered outside at the back
of the building. However, these constraints could be easily remedied with
good, regular supervision.

Local Production of ORS. At the time of the evaluation, there was no
production of ORS packets in Malawi. Discussions have been held between
Sterling Products and the CDD Committee of the Ministry of Health concerning
the possibility of commercial production and sale of ORS packets in Malawi.
The Committee is considering giving its approval for the commercial production
and sale of ORS packets in the country. The Committee would place
requirements as to quality, packet size, distribution, and promotional
arrangements for the ORS products. During the most recent discussions with
the ORS Committee, Sterling officials said that the proposed retail product
would be 59 Tambala per packet- This discussion took place before the recent
devaluation of the Kwacha (100 Tambala) from 1.78 to 2.02 to the US$l. It
appears to the team that any such distribution under the proposed pricing
arrangement, if and when approved by the Ministry of Health, would have little
or no impact in the areas of Malawi having major diarrhea and dehydration
caseloads. Mo other efforts are underway to develop local production of ORS
or to subsidize costs of ingredients or packaging materials in a local product.
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The distribution of vaccine, cold chain equipment and other EPIL gggzliﬂs—_____
ig the chird independent supply distribution network:—The ctentral store for
EPI suppiies is located in Lilongwe. This is certainly a positive point in
the sense that the storekeeper (and other store staff) have easier access to
the central ministry staff, which is essential for an efficient distribution
of supplies.

Vaccine and Cold Chain Distribution System

Vaccine Supply. HMalawi EPI program is using six antigens to immunize
mothers to prevent neonatal tetanus and children against tuberculosis,
tetanus, measles, diphtheria, pertussis and poliomyelitis. Currently five
types of vaccines are imported; they are DPT, BCG, TT, measles and polio. Ali
veccines required for the program are supplied by UNICEF. The cost of polio
vaccine is reimbursed by the Rotary International as part of Rotary's
agreement to support Malawi's campaign against polio. A review of vaccine
supply and consumption by the program over the past few years indicated a
dramatic increase in the supply. The following numbers of vials support this

statement: _
Vaccine 1982 1983 1984 1985 1986
BCG 19,400 46,100 59,300 55,000 60,000
PPT 35,500 715,000 28,900 42,000 66,000
Measles 30,600 68,900 15,000 37,000 66,000
TT -— 29,500 12,500 32,000 66,000
Polio - 10,000 10,000 12,000 92,800

(All vaccine vials are 20 doses, except measles which is a 10-dose vial.)

The sharp change in projected vaccine consumption in 1986 compared to the
previous years is largely due to the change in the field strategy. Until
April this year all clinics were offering weekly immunization services. As a
part of Africa Immunization Year celebration Malawi began dgjly immunization
schedules in April 1986. Until early this year vaccine requirements were
calculated by considering projected coverage of target population with various
antigens, wastage factor and a reserve stock. Since the program inoved from
weekly to daily immunization schedule, a higher wastage is expected. Hence,
it is expected that each clinic will have to open at least one vial of each of
the vaccine per working day. Thus, the vaccine requirement is estimated by
considering number of working days plus number of clinics. This method of
vaccine estimation projected an annual requirement of about 135,000 vials of
each vaccine. The first lot of vaccine based upon this estimation arrived in
the country in July 1986. The program will require another few months to
establish a vaccine wutilization pattern for each health ecenter/district.
Vaccine ordering will be adjusted accordingly.

Every child visiting a health clinic will be screened for his immunization
record and offered appropriate service. Many clinics are, however,
implementing this strategy are plagued by various constraints. HMain
constraints affecting delivery of daily immunization services gre: inadeguate
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staff, supplies, fuel for cold chain, as well as working space in certain
health centers. In one of the district hospitals the team visited,
immunization services were given in a common injection room where all
outpatients are referred for injections Sterilization of needles and
syringes for immunization were done with needles and syringes used for other
injections. This combiration saves kerosene but increases the chances of
abscess at the site of immunization.

Returning again to the supply issue, none of the health facilities have
adequate supplies for implementation of one needle one syringe per child
immunization, per the directive issued earlier this year.

All vaccines upon arrival (by air) are stored in a central walk-in cold
room situated in Lilongwe. Adjacent to the cold room is the central store for
other supplies which stocks needles, syringew, refrigerator spare parts, other
cold chain equipmeat, etc. The three regions send their request periodically
to this store for the supply of vaccine. Normnally these requests are expected
to be quarterly but due to several reasons, requests as well as responses are
more frequent. The vaccines from the center to the two regions (north &
south) are sent by air while for the central region vaccines are transferred
in cold boxes (the central region and national vaccine stores are located on
common premises). From the regional vaccine stores, the vaccines are supplied
to districts on a monthly basis. There is no set pattern of this supply.
These are either carried by supervisors from the region to the district every
month during their supervisory visits, or the district staf{ are sent to
ccllect the vaccine, depending upon the urgency. Except for polio vaccine,
there were no shortages of other vaccines in the field. Only one health
center visited was out of stock of all vaccine but polio.

Vaccines are sent to the outreach clinic from each of the health centers
on a weekly basis in vaccine carriers. The number of weekly outreach clinies
depends upon the catchment area. During the team's wvisit & maximum of four
weekly outreach clinic were found. None of the cold chain stores were using

the "cold chain monitoring"” cardsgs. ——— .

Cold Chain Distribution System. Cold chain maintenance in Malawi is
accomplished by use of special facilities and equipment from initial receipt
in-country through to the most distant vaccination sites. 1In the Kamuzu
International Airport where vaccines are sometimes temporarily stored, a cold
room is available belonging to the airport authority. At the central level
the Ministry of Health has a walk-in cold room. This walk-in cold room is
supported by four freezers which could be converted into refrigerators to
store certain vaccines in case of emergencies. Currently these are used for
making ice packs. This cold room has a back-up support of a diesel-powered
generator which was required to be put into operation only once last year.
The electric power supply in Lilongwe has been consistently good.

Below the central level there are three regional vaccine stores. These
stores have three to four deep freezers (mostly ice lining type). These are
used for storing polio and measles vaccines. Some of these freezers are
converted into refrigerators for storing BCG, DPT & IT vaccines. All central
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vaccine stores also have two to three refrigerators, which are used as back up
equipment. All of this cold chain equipment is electric powered. All
diluents ere stored at ambient temperature. Vaccine stock books are
maintained in separate registers for separate vaccines contained in different
freezers and refrigerators. Each of the freezers and refrigerators also have
their own temperature chart maintained with the help of vaccine thermometer.

The vaccine monitor card is stored in these units, but they are not being
utilized. —— e

At the district level, all distriect hospitals have one or two
refrigerators with a big freezer compartment. All of these are electric and
kerosene powered. The maintenance of temperature chart and the vaccine stock
is similar to the regional store. At the district level, the maintenance of
temperature becomes less impressive in the sense that some refrigerators
showed a consistent temperature of more that 10 degrees C. Some of these
faults seem to be due to heavy ice formation in the deep freezer compartments.

The supply of electricity was reported to be good in all districts where
service was available. Whenever a cut in power supply is planned, 2 warning
ie issued (by district branch of Electricity Corporation of Malawi) in writing
giving enough time for the staff to prepare for any action needed. Each of
the district offices also has a number of (between three to six) big cold/ice
boxes, and & number of vaccine carriers, with appropriate ice packs. Many of
these vaccine carriers observed in the field have cracks and hence may need
replacement. The next lot of vaccine carrier (same model), which is expected
at the end of this year (as part of 1986 UNICEF assistance to EP1), should be
able to replace all damaged units as well as provide some reserve units.

Other EPI Supply Distribution. All other supplies like needles, syringes,
sterilizers, cotton. alcohol, stoves, etc. required for all health centers are
stocked at the district hospital. The district hospitals are also authorized
to procure additional supplies locally. All spare parts required for cold
chain equipment are stored at the district hospital. Each district also has a
cold chain mechanic based at the hospital to provide all cold chain technical
support. QHNone of the health centers stock any spare parts, including wicks
and chimney glasses. The situation leaves the program vulnerable to equipment
failures. A breakdown in communication can easily create a problem. For
example, in a health center visited by the team there was no sgtove for
sterilization. When thi; situation was discussed with the GMO it was realized
that the health center na2ver had requested a stove. There were a number of
supervisory visits from the hospital but somehow this problem was never
commnicated. This was a clear example of weak communication.

Most health centers also do not have sterilizers. A tray is used in most
health centers to boil the equipment requiring sterilization. 1In a few health
centers, a constant boiling of needles and syringes was observed whereby used
needles were thrown into the tray of boiling water. A good stock of
sterilizers at district hospitals should help to overcome this acute shortage
of sterilization equipment. MNo timers were used in the health facilities to
note the length of boiling time.



-30~

Fuels and Power Supply. All district hospitals are supplied with electric
power wherever available. 1In absence of electric power kerosene is the most
commenly used power source. Some health centers also have electricity. The
electric power supply is reported to be quite good. In case of power failure,
all refrigerators in districts are convertible to kerosene power. At the
health centers, many kerosene powered refrigerators are in use. In such
places lack of kerosene has been reported as a major problem. The budget for
kerosene is allocated and supplied from district hospitals to all health
centers. Many health centers observed do not have a stock of kerosene. A few
units of butane-powered refrigerators are also in use. The supply of butane
is even more erratic than kerosene. The team found that a large-size deep
freezer in Michinji has been unused for over a year due to lack of gas supply.

Recently, the Industrial Gas Company has been encouraging the Ministry
toward wide-scale use of gas. This certainly is attractive in the sense that
if & constant gas supply could be maintained, the problems inherent with
kerosene-powered equipment would be solved. At the request of the Ministry,
UNICEF supplied 80 gas conversion kits to convert kerosene refrigerators to
gas and also supplied 50 gas/electric refrigerators recently for use at health
centers. The gas depots are available only in the Central and Southern
regions. This equipment is appropriate for use only in places close to depots.
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5. PROJECT PLANNING, ADMIMNISTRATION, AND MANAGEMENT

The CCCD/Malawi project management activities cover a wide range of tasks
carried-out by numerous individuals in Malawi and in the U.S. This section
considers the adequacy of thos2 management activities, and provides some
recommendations for strengthening the arrangement under which they are
conducted.

Project Country Assessment

The present CCCD Project activities were developed on the basis of a
special country assessment prepared in Malawi jointly by the MOH, USAID, and
the Centers for Disease Control in September and October 1983.

The assessment gpresented an excellent technical anelysis and carefully
specified objectives and targets. A total of 12 objectives and targets were
proposed to be completed by the end of 1987 (or 4 years of project
operations). All of the recommendations and resource estimates in the
assessment were developed for the purpose of achieving the target levels
within the project period. Ambitious goals and targets were proposed in the
assessment also for reduction of morbidity and mortslity among the target
populations within the planned four (4) years of CCCD Project operations, but
these morbidity and mortality goals were not incorporated into the Project
Agreement.

Carefully reasoned programs of work were prepared in the assessment, which
could later be developed further as greater understanding of needs and
obstacles became available. The aspessment established clcarly the need for
and feasibility of developing the three CCCD interventions (EP1, CDD, and
malaria services) in the HMalawian context. Major emphasis in the assessment
was given to strengthening MOH capacity in epidemiology (incluéing major
emphasis on the Community Health Sciences Unit) and health information
systems. Relatively less emphasis and depth of analysis were provided in the
assessment to identify underlying problems and needed actions. in t,he Cccep
strategies for trammg and health education.

The expatriate post of Technigal Officer was proposed in the assessment as
the main in-country operations coordinator, operating under the Centers for
Disease Control. The existing or expected future MOH coordinators in EPI,
CDD, and maleria services were determined to be the best focal points for MOH
cperation of the CCCD project.

No management analysis was provided in the assessment tc establish the
feasidility and required processes for effective project management. The
assessment left numerous critical management 1issues wunanalyzed: the
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arrangements which would be required to organize and manage the CCCD/Malawi
project; how elements requiring action by USAID/Malawi (such as procurement,
financial transactions, and personnel) could be accomplished ir view of their
lack of staff; how the multiplicity of international organizations and donor
agencies already active in programs for EPI, CDD, and malaria could be
coordinated and successfully be kept apprised of each other's actions; or how
the overburdened headquarters, regional, and district managers of the MOH
could be made available to direct CCCD activities.

Plans of Operation

The Malawi CCCD Project activities cover a wide range of resources and
requirements for planned action. The Evaluation Team found, as did the
Project Review in 1985, that there exists little in the way of plans of
operation and budgets to guide and control project work. The numerous
cooperating and participating agencies which must be kept apprised of project
activities makes it a necessity that such arrangements be documented and
scheduled with care. A one-year plan of operations and budget is required as
a condition of the A.I.D. funding grant of the Project, and careful management
of the numerous elements in the Project would demand also a quarterly detailed
schedule of actions. The actions being taken by WHO and UNICEF in the same
arenas of work as those covered by CCCD should also be considered in such
plans.

Three types of plans of operation were found to be in use by the Malawi
Project:

1. Project tracking arrangements developed on an annual basis to
establish the need for inputs by CDC/Atlanta. These basically are CDC
internal annual reports of progress and reviews of problems nsgeding
attention;

2. MOH policies and plans for the coming five (5) years of activity in
the CCCD services, giving targets and objectives for the services provided
under the government's programs, prepared with CCCD participation and
assistance during 1985 and 1986; and

3. Project component plans showing the intended actzvxties during the
life of the project for the various strategies. The only example of this
type of plan is the preliminary, draft plan for health education, but in
its present form this plan lacks information concerning resource
commitments, schedules, or assigned responsibilities so is only partially
illustrative of the type of plans of operation discussed here.

. 'done of the three types of plans provides a complete picture of the planned
" activities in the specific parts of the Project. MNo over-all operational plan
is being prepared to show annual and quarterly activities for the full scope
of the Project.

N
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Capacity of Government Management

Severe personnel constraints make it very difficult for Government of
Malewi managers to be available for direct involvement in all parts of the MOH
program on a continuous basis. The structure for extension and development of
the service system at the regional level, below the headquarters, is dependent
on a few individuals having very little transportation support or regular
contact with fellow management colleagues.

The regional structure has been studied by the MOH several times in the
last few years in an attempt to provide the strongest supervisory support to
the field that is possible given the lack of gtaff members. The next stage in
development of that process was taking place at the time of the Evaluation
Team's visit with the designation of people who eventually will become the
nucleus for a new regional directorate. This new regional directorate would
build on the existing public health inspector supervisory system. The regions
would each add a(”ﬁys;cian regional management position, having authority to
supervise dxstcicf(ﬁospitatérghd other units and provide rapid solution to
district problems. This arrangement apparently will be implemented in phases
over the next year, and the Evaluation Team saw tliec new arrangement as a
valuable contribution to solving some continuing problems facing local service
providers.

The logistics situation, including delivery of materials and supervision
of activities in field units, is not working adequately and the MOH is taking
a number of actions to deal with these problems. Using funding from the World
Bank and other agencies, a number of steps were taken salready to solve
problems related to ruptures in supply of antigens, syringes, oral rehydration
materials, and other materials required in the CCCD Project. MNew regional
stores and stock control systems are also being prepared to further strengthen
this service.

U.S. Administration and Support

The administration and support required to permit smooth implementation of
the CCCD Project in Malawi requires involvement of numerous U.S.Government and
U.S. contractor organizations: the USAID/Malawi Health Officer, USAID/Malawi
financial and personnel officers, Peace Corps/Malawi, U.S. contractor for
health education--HealthCom, USAID/Regional financial and procurement officers
in Nairobi, CDC/Regional epidemiology specialist, CDC/Atlanta supervising
public health officers and resource specialists, and AID/Washington regional
health and procurement officials. The complexity of achieving perfect
management of these many agencies and individuals makes it a near-certainty
that occasional difficulties will arise in arranging the U.S. resource inputs
to the Project.

The key operational position for the project is the Technical Officer (TO)
at the project office in Lilongwe. The TO, assigned to the project by the
Centers for Disease Control, has in reality both technical and managerial
roles in the CCCD Project. The TO is responsible ultimately for making
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certain that all these participating U.S. Government sgencies and contractors
are aware of their duties and meet project time schedules. The TO is not
responsible for coordinating the CCCD activities with those of other decnors.
It is likely that the TO will difficulties in achieving Project objectives in
the event that the numerous other donors operating in the Malawi health sector
are not fully aware of the upcoming work steps, requirements, and objectives
for CCCD services. Therefore, ultimately, management of technical assistance
to the CCCD Project in Malawi rests on the shoulders of the TO, and much of
the possibility for strengthening over-all project management will be found in
the actions taken by the TO. The Evaluation Team concluded that the
management role of the TO is probably more c¢ritical to project success than
any specific technical or scientific advice lLe may give. 1In the last
analysis, the TO must be seen by the U.S. agencies and contractors listed
above as manager of the Malawi project technical assistance.

The Evaluation Team found that the TO had achieved considerable success in
directing the input of U.S. agencies and contractors. The TO developed a
clear understanding early in the project of the requirements which each
participating Project group would need to meet and provided leadership to
ensure that these contributions were made as needed. The TO has been tireless
in pursuing the accomplishment of project tasks and overcoming obstacles
arising from Malawian circumstances or inadequacies in U.S. Government and
contractor procedures.

Two other key points of administration and support were examined in detail
by the Evaluation Team: (1) USAID/Malawi and (2) CDC/Atlanta. USAID/Malawi
support was examined in the light of present requirements and the upcoming
activities of the Project. The progress made in pursuit of the many project
objectives has been quite impressive given the lack of supporting services
available to the USAID Health Officer from the few USAID/Malawi officers
in-post at the time the project began. Substantial delays in procurement and
other USAID support caused a number of CCCD Project tasks, such as
distribution of needles and syringes, to fall behind during the first one and
one-half years of the Project in Malawi. Now that the USAID/Malawi mission
has received additional staff support for its many programs, the CCCD Project
can expect to receive additional support that it needs for the accomplishment
of the Project activities.

To improve the financial accountability and management of the Project,
USAID/Malawi should provide guidance to the MOH regarding the precise means of
accounting expected for the GOM contribution for the remaining years of the
Project. It should also provide funding and/or manpower assistance in
developing and maintaining the agreed upon system. 1In addition, USAID should
either assume the responsibility for planning, implementing, and evaluating
the bilateral progect budget or prov1de periodic short-term technical

assistance with pro;ect‘?unds'td‘the cnc “project coordinator to carry-out this
function. —_ st

The CDC/Atlanta supervisory support has been especially strong during the
life of the project, although it is clear that the distance between Atlanta
and Malawi made it difficult sometimes to ensure that support can be made
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available exactly when needed. The arrangement used to support the Prnject
has undergone several changes over the last two years in attempt to strengthen
the support given to the local project personnel. The present arrangement,
involving monthly reporting from ULilongwe to Atlanta and written and
talephonic discussion of upcoming needs and problems betwenn the Technical
Officer in Lilongwe and the Supervising Public Health Advisor in Atlanta
appear to be working fairly well at this time. The lack of a full project
plan of operations, as discussed above, makes it difficult for the Atlanta
supervisory function to operate at its best. The lead-time required to
complete arrangements for support services is such that a project plan would
greatly improve the type of back-up support available.

Country Project Executive Management

The persontiel assigned to participate in the Project, as coordinators and
as participants in the three MOH committees (EPI, CDD, and malaria) are highly
committed professionals, whose qualifications and experience permit them to
handle an extremely heavy load of difficult work with great skill. The Malawi
project executive management consists of several MOH senior officials, who
also have several other assignments and responsibilities. The Project
Coordinator and the intervention coordinators for EPl, CDD, and malaria, are
highly dedicated professionals who have a keen understanding of the
requirements for providing effective programs in the CCCD services. The
operating structure of CCCD requires that these coordinators and the TO
maintain frequent communications to ensure that plans and potential problems
are well-known. The lack of additional MOH personnel assigned full-time to
follow-up on the policies and decisions of the coordinators within the CCCD
Project leads to occasional difficulcies and lapses in progress. The MOH has
agssigned one such person for follow-up and is considering the assignment of
additional personnel to such dutlies in the CCCD services.

Recommendations

5.1. The TO should strengthen the management process under which the
Project operates by assisting the Project Cuordinator in preparing a
project-wide plan and schedule for tasks, responsibilities, and resource
inputs which covers the life of the project and provides quarterly targets.
The activities of all participating groups, including HealthCom and the Peace
Corps, should be discussed thoroughly with those groups and their tasks and
targets should be made a definite part of the planms.

5.2. With the upcoming addition of personnel funded by UNICEF to EPI, it
is important that the involvement of CCCD be clear to all participating
organizations and individuals. The TO is encouraged to continue with efforts
to strengthen donor coordination to ensure that gaps in resource inputs or
duplications of participation do not develop to the detriment of the project
objectives.
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5.3. Written agreements between USAID and the MOH regarding the subwission
of budget and wor¥ plans should be made as soon as possible, probably in the
form of a Project Implemenitation Letter (PIL). This agreement should maintain
the requirement for submitting these plans. In the longer run, the developing
of such budgets in conjunction with work plans will make it possible to link
resource requirements to meet current or planned service delivery targets and
budgeted amounts. It will be possible to match expenditures to program
objectives for planning and evaluation purposes necessary to sustain the
program effectively.

5.4. it _is ID's responsibili der the Project Agreement to initiate

the actions regarding cost recovery provisions of the Agreement. USAID should

do this with full participation by the MOH in determining issues relevant to
financingthe . Malawi program. Section 14 of this report provides gome

suggestions for carryxng-out these steps. - IR

J———
—
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6. PROJECT INTERVENTION FOR EXPANDED PROGRAM ON IMMUNIZATION

Background

A WHO mission in 1973 assisted the Government of Malawi in preparing a
15-year National Health Plan, recommending immediate implementation of
routine, organized immunization activities. Five years later (1978), 50% of
the under-five {(years of age) population was being seen at under-five clinics
and the number of vaccination sites increased from 200 to 850.

The level of achievement in terms of veccination coverage was variable and
still low because of insufficient cold chain equipment and knowledge of
vaccine management. Furthermore, while smallpox, BCG and DPT wecre being
provided through external assistance, polio and measles vaccines were until
then being purchased from the Ministry's meager resources and were often out
of stock. However, a 65% coverage of BCG and 30% coverage of 3rd DPT were
attained.

A country-wide measles mass campaign was launched in 1978, after being
tried in three districts. 1In 1980, another country-wide mass campaign was
launched against poliomyelitis. In 1980, these two campaigns, aimed at
children less than 23 months of age, were running concurrently, leading to a
successful 84% coverage for measles by March 1981 and 80% coverage for polio
by July 1983.

In 1983, activities were fully integrated in the MCH delivery system;
transport and cold chain facilities improved, end the logistics of wvaccines
(DPT, polio, measles, BCG) and other supplies also improved. Following a
neonatal tetanus survey in April 1983, which revealed & neonatal tetanus
mortality rate of 12 per 1,000 live births, tetanus toxoid vaccine was
introduced for pregnant mothers attending antenatal clinics throughout the
country. Vaccination siteg (under-five clinics) were increased to 1075, out
of which 406 were static and 669 were outreach, by December 1983.

Policies and Management

EPI/Malawi is fully integrated within the MCH/PHC network, and
immunization activities will continue to be carried out together with weight
and growth monitoring, health/nutrition education, and early treatment at
c¢iinics. Apart from scheduled clinics, contact made with a health facility
for eny reeson will be used for the purpose of immunization. In principle,
immunization services are carried out at fixed facilities daily and outreach
posts weekly.

At the central level, the EPI program is managed by the Chief Clinical
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Officer, who is responsible to the Assistant Chief Medical Officer (MCH). At
the regional level, a Senior Public Health Nurse is responsible for MCH
activities, including EPI. At the district level, two HMCH coordinators have
been sppointed, one either a Senior HMedical Assistant or Heaith Assistant and
the other either a Staff Nurse/Midwife or Enrolled Nurse/Midwifz ic supervise

the maternal aspects of MCH, including tetanus toxoid vaccinations to pregnant
women.

Immunization Strategy and Schedules

EFl/Malawi's strategy is to have each newborn immunized against all six
EP1 diseases before attaining the age of 12 months and ensuring that women
receive 2 doses of tetanus texoid during pregnancy, using the follewing
schedule:

BCG at birth or 1st attendance

let DPT 6 weeks <f oge

1st polio 6 weeks of age

2nd DPT 10 weeks ~f - ge

2nd poli:: 10 weeks of age

3rd DP1 14 weeks of age

3rd polio 14 weeks of age

Measles 9 months of age

Tetanus Toxoid 2 doses during pregnancy and a booster

aiter 3 years for subsequent pregnancies

WHO's recommendation of vaccinating sick chiidren was adopted last year.

EPI Objectives

By 1989, EPI/Malawi is to increase coverage of fully immunized children
from an estimated 55% in 1984 to 80% in 1989 in order to reduce morbidity and
mortality by:

50% Measles (morbidity and mortality)
75% Polio (morbidity)
50% Heonatal Tetanus (mortality)

Other objectives are to establish morbidity and mortality baselines for
pertussis, childhood tuberculosis, and diphtheria; and to make vaccinations
available at all fixed anéd outreach facilities.

Vaccination Practices
Honoring the Africa Tmmunization Year celebration, EPI/Malawi embarked on

a policy of daily immunization services in all MCH clinics. In principle,
every child visiting 8 health clinic is screened for immunization needs and
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vaccinated accordingly. A4 large number of clinics are having difficulties
implementing this policy. Major constraints to delivering daily immunization
services in all clinics are: inadequate staff, supplies, and working space.
Sterilization procedures sre not always adaquate. Occasionally, treatment
rooms are used for vaccination rooms, where needles and syringes used for
various injections are put in the same sterilizer. MNo health facility which
the team visited had adequate supplies of needles and syringes. Abscesses at
needle entry sites were rveported in sgome clinics among vaccinees. The
importance of using sterile injection equipment cannot be too strongly
emphasized in visw of the very real threat of AIDS transmission as well as
transmissicn of other diseases through use of unsterile vaccination equipment.

The supply of vaccines from central stores to regions to districts and to
clinics during the past year was generally good. There were occasionel polio
stock ruptures at all levels due to & complex arrangement of supplying polio
vaccines through UNICEF. Xt would be preferrable for UNICEF to order polio
vaccines in the same way as the other vaccines and then simply be reimbursed
by Rctary.

Conservation of vaccines is good at the central, regional, and district
levels. The central level freezer unit was repaired and a back-up generator
was installed as was recommended by the first-year review team. At the
peripheral level where often times electricity is either not available or not
reliable, the same o0ld problems that are found throughout Africa where
kervsene refrigerators ara used are alse found in Malawi; clinics run out of
kerosene, the kerosene is of poor quality, refrigerators not properly
rmaintained &nd any number of other problems that make the conservation of
vaccines unreliable at some clinics. Until all vaccines are made totally heat
stzhle or until & reliable source of energy is made available for
refrigeration equipment, the cold-chain problem will continue to plague
immunization progrems throughout the developing countries.

The team observed the introduction of vaccinetion log books in some of the
clinics. Suffice to say that vaccination log boocks for recording names of
children, names of parents, addresses, etc., ere inappropriate in clinic
gituations where staff are overworked. More important duties are neglected in
order to maintain a vaccination log book which in almost all cases is never
ugsed for the purpose intended. If stsff do not have time to maintain a log
beok, they also do not have time to search for children who have not completed
their wvaccination requirements. If wvaccination cards are lost, it is more
efficient to record history of vaccination status from the mothers on a new
card and administer or readminister those vaccinations that are in doubt.

Over one million vaccination cards were printed by UNICEF for EPI/Malawi.
Should the policy of administering one dose of polio to newborns be adopted,
¢linic personnel can write "polie"” in the same gquare where BCG (a2t birth) is
written and the date of administration recorded for BCG would serve as well
for polio.
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Vaccination Coverage

With nearly 400 fixed and over 700 outreach vaccination sites, EPI/Malawi
can provide vaccinations to 80% of the target population. (Population within
five-mile radius.) (See: Table 6.1, below, and Annex D.) Vaccination
coverage, however, has declined from 55% fully vaccinated in 1982z to 35% in
1985. '

TABLE 6.1. Coverage Surveys for Immunizetions, Malawi

Part A:
Children

: Age Number BC DP DP DP POL POL POL Me Ful
Date __Area  _(Months) CerdG TL I2 T3 1 2 3 as ly
1980 Mzimba 12 24 73 79 91 77 51 88 72 47 ¢4 39
1980 Lilongwe 12 24 S0 6% 60 52 40 59 40 23 58 20
1980 Thyolo 12 28 69 66 61 5SS 49 93 75 S50 61 28
1982 All Malawi 12 24 86 87 88 82 69 91 80 72 70 55
1984 All HMalawi 12 24 70 72 84 78 66 82 76 68 64 S5
1985 All Malawi 12 24 73 713 83 74 58 84 71 56 52 35

(weighted)
Part B:
% of Coverage
of Women
Nunmber During Last
of (By History)

Date Area _Women Card IT1l T2
1985 All Malawi 626 41 51 30
Notes:

TT1: Farcent vaccinated once.
TT2: Pesrcent vaccinated more than once.
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Yeasles

A special five-month measles surveillance was conducted in 1984. All 24
districts participated in collecting age and immunization status data on
nearly 5000 outpatient measles cases. Thirteen percent of the cases reported

were under 6 months of sge and 62% were under one year of age. Thirty-two
percent of the cases were among vaccinees. (see Chart 6.1.)

FIGURE 6.1. Measles Vacc. Status,Malawi

Sentinel Survey, 4959 Casss, Jan-May 84

VACC < 9 MONTHS (10.06%)

VACC 9 MONTHS + (22.0%)

UNVACC. (57.0%)

VACC STATUS UNKNOWN (11.0%)

The evaluation team collected measles data on 152 hospitalized measles
cases (1986) from the Queen Elizabeth Central Hospital in Blantyre, the
largest urban area in Malawi (500,000 population). Six perrint of the cases
were under 6 months of age and 48% were under one year of age. Thirty-four
percent of the cases were among vaccinees.
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TABLE 6.2. Heasles Cases by Age and Vaccination Status,
Queen Elizabeth Hospital, Blantyre, Malawi, January-September 1986

Percent
Percent Number of (%) of

Number of (%) of Children Children

Age Children Children Vaccinated Vaccinated
Under 6 mo. 6 ( 4% 0 0%
6-8 months 28 48%( 18% 4 8%
9-11 months 39 ( 26% 8 16%
12-23 months 42 28% 14 27%
24 2nd above 37 24% 25 49%
TOTAL 152 100% 51 34%

Source: CCCD Evaluation Team analysis of hospital records, 1986.

Polio

A polio outbreak occurred last year in the Central Region of
Malawi. Seventy-two cases were reported between May and December 1985. Only
one child had & series of three polio vaccine doses (2 haé 2 doses).
Vaccinations to control the outbreak started in June. Over 18,000 children
under six years of age received one dose vaccine uhile only 6,300 children
received the third dose. Ages of polio cases were:

Age Cases Percent
1 Yesr 10 14
1-3 Years 41 57
4-5 Years 13 . i8
6 Years & Over 8 11
Total 12 100

EPI/Malawi had one of the best vaccination coverage rates in the early
1980°'s in all of Africa. 1In 1982, when mass campaigns were carried out,
measles vaccination coverage was betwean 58 and 70% for the entire country.
Since then, with the integration of &I activities into the MCH/PHC system,
measles coverage daclined steadily until it reached 52% in 1985. Since 1986
is the Year of Vaccination and more emphasis is being placed on immunizations

=
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in Malawi, there should be an increase in coverage as a result; especially
with the new policy of clinics offering vaccinations every day. At the end of
this year, however, results of this year's EPI activities need to be analyzed,
and if the results show tremendous increase in vaccine wastage without a
significant increase in vaccination coverage, EPI/Malawi needs to consider
some modifications in strategy.

Modification does not mean radical change. Strengthening the health
infrastructure by integrating vaccination services in fixed and outreach
centers is good, and it is necessary, and it should not be changed. But,
integration of services by definition does not necessarily mean providing a
particular service every day; nor does it mean exclusion of other strategies.
Providing services every day is ideal if the need exists, but making a service
available daily when the need is not there causes undue burden on personnel.
Using twenty-dose vials of DTP, 20-dose vials of BCG, and 20-dose vials of
polio vaccine day after day in clinic after clinic for providing from one to
six vaccinations per day (the case in many clinics) is a practice which a
country can ill afford moneywise and manpower-wise. If there are no other
options, and if the government's money cannot be spent in a better way, then
it may bDe justifiable. Otherwise, clinics should work out their own
vaccination schedules according to need. 1If fifty or more children present
per week for vaccinationg, deily vaccinations may be ideal. If ten children
present per week, weekly vaccinations may be ideal. Other options may alse be
available.

One option, for example, which has been used in other countries with
success, is the promotion of Accelerated Vaccination Day(s). This strategy
employed in the U.S.A. contributed to the elimination of polio in the 1960's.
Malawi, more than most other African countries, is best prepared to succeed
with such a strategy. The fixed vaccination center infrastructure with
outreach capability is already in place. A logistics system is operational
and personnel are experienced in vaccination activities.

In the Central Region, there are about 130,000 children under one of year
of age, of which approximately 50% are vaccinated, leaving 65,000
susceptibies. If 80%, or 52,000, present for vaccination at 491 vaccination
gsites (fixed and outreach) there would be an average of 100 children
presenting per vaccination site for DTP-polic vaccinations in one day.
Another 100 children would present for measles vaccinations.

This is not a substitute for integrated clinics. 1It is an option for
surpassing the excellent vaccination coverage of 1982; it is an cpportunity to
control, or perhaps even interiupt, transmission of measles; it is an
opportunity to reduce significantly the number of measles cases in children
under one year of age; it provides an opportunity for children to reach the
age of vaccination before being exposed to measles; and most important of all
it provides the opportunity to save lives as planned in the five-year plan.

One (1) Vaccination Sunday of the year (or any day of choice), perferably
during the low point of measles transmigsion (September or Octodber) would dbe
needed to accomplish the above. Other needs would be 100,000 disposadble
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needles and syringes ($12,000), at least 500 vaccinators, and 1500 other
personnel, volunteers, or nursing school students.

Advantaged of an acceleration vaccination day(s):

o reduces deaths and gsuffering;

stops or slows down measles transmission so the under-9's can reach
veecination before being exposed (reduces % of cases in children
urd2r one year);

motivates government's personnel and the public;

makes awareness of communicable disease problem acute;

eases clinic loads (fewer cases);

eases vaccination clinic loads (fewer susceptibles);

makes vaccinations more efficient and convenient to the public;

makes conservation of cold chain monitoring ecasier;

eases sterilization problems;

boosts morale of personnel; and

conserves vaccine.

(-]
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It is prudent not to include BCG vaccine in a vaccination day activity
because of the complexity of the vaccination, the slowness of the procedure,
and often unsuitable lccation for administration of the vaccine. It is not
worth risking the success of the other antigens for the sake of including one
more. (Epidemiologically, BCG should be given at birth at the maternity.)
Success with the Vaccination Day will provide health staff more tims to do
BCG's in proper surroundings.

Recommendations

6.1. Adequate number of needles and syringes be provided to clinics to
permit conducting vaccination sessions with sterile equipment.

6.2. A communication from MOH be circulated ASAP to all health facilities
explaining and emphasizing the importance of using sterile injection equipment.

6.3. MOH in cooperation with WHO and/or CDC accelerate plans to study high
rate of mecsles cases ameng children under 1 year of age (greater than 45%)
and high rate of measles cases smong vaccinees (greater than 30%).

6.4. MOH determine and implement a strategy to increase vaccination
coverage, for example, by initiating accelerated vaccination day(s).

6.5. Polio vaceine be ordered under regular UNICEF ordering procedures.

6.6. Discontinue use of vaccination log books.
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7. PROJECT INTERVEWTION FOR ORAL REHYDRATION THERAPY

Background

The Control of Diarrheal Disetses (CDD) Program in Malawi was introduced
in 1981 with the formation of a Diarrheal Disease Control Committee made up of
members from the Ministry of Health and including representatives of both the
curative and the preventive services. Also represented on the committees were
members from the Ministry of Local Government, city councils, and the Private
Hospitals Association of Malawi (PHAM). Recommendations of this committee
were:

o Formation of permanent Control of Diarrheal Diseases Committee for
CDD direction;
o Integration of diarrheal disease control activities within the

primary health care system;

o Implementation of diarrheal disease control activities through MCH
clinics and primary health workers;

1) Provision of orual rehydration salts in packets to fixed health
facilities, and education of the community to use ORT for treatment
of children with diarrheal disease while at the same time encouraging
feeding of the children during the diacrheal episodes.

The CDD program is managed through a Program Coordinator based at the
Hinistry of Health. The Ccordinator functions under the direction of the
dational CDD Committee. CDD teams have been set up to promote CDD activities
in the three regions.

Current Policy

Malawi has adopted all four (4) sirategies for CDD as recommended by WHO,
which are as follows:

o Case manggement

o Environmental sanitation

o Strengthening maternal and child health services, sand personal
hygiene; and

0 Epidemic control (data collection for action).

Presently, 21l diarrheesl disease control activities are integrated within
the MCH/PHC system and are largely funded through the national btudget.
However, since the introduction of the Combatting Childhood Ceommunicabla
Diseases Project (CCCD), increased funding has been made availabdble.
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Objectives of CDD in Malawi

The immediste objective is to reduce childhood mortality. The long-term
objective is to reduce morbidity. To this end, the case management strategy
has been adopted as the major component of CDD while encouraging the other
strategies to continue. Case management includes prevention of dehydration at
health centers and at home by continuing feeding, including breast feeding,
and encouraging fluid intake.

Although case management has been chosen in order to achieve the immediate
objective, the need to improve the environment as part of the long-term
~ objective is not ignored. A Health Education and Sanitation Promotion (HESP)
campaign is being conducted along with rural water projects which cover well
over one-third of the country. Education of mothers in certain regions of the
country promotes treatment of diarrheal diseases using homemade sugar and salt
and other home solutions.

CDD Practices

A national five-year CDD plan has been printed and circulated for
1985-1989. Several MCH and other workshops have been held in which CDD
training was included. Personnel from district hospitals attended the
International CCCD Mid-Level Management Course in Malawi in Hovember 1984.

ORT unite have been established in all health facilities throughout the
country (see Annex D). Some units are in name only but many provide a real
service. Kamuzu Central Hospital's outpatient ORT wunit in Lilongwe,
established July 1984, treated 1,711 children during its first year of ORT
services. Only 35 children (2%) were hospitalized after treatment was
started. As a result, 40% fewer diarrhea cases were admitted to the pediatric
ward. During the first five months of this year, the ORT unit at the Queen
Elizabeth Hospital in Blantyre treated approximately 1,500 children with
diarrhea; 45% with some degree of dehydration and 4% with severe dehydration.
Only 3% were subsequently admitted to the hospital.

At nearly all ORT units, personnel prepare large batches (5-20 liters) of
ORT solution with the corresponding amount of ORS packets at the beginning of
the clinic. Few mothers witness this operation. The large ORS container
usually is covered but rarely has a spigot. The solution must be dipped from
the container. Mothers are given small containers (20-50 ml.) of ORS and told
what, why, and the how of it. The evaluation team did not observe any
training of other health personnel in any of the ORT units. The ORT unit at
the Q.E. Hespital in Blantyre sees several cases of dehydration per day and
would be an excellent training and demonstration unit.

During clinic sessions, mothers sare taught to make SSS (sugar salt
solution) for use at home. They are shown how to mix 10 level bottle caps of
sugar, one level bottle cap of salt, and 3 Fanta bottles full of water into a
container large enough to hold at least the equivalent of one liter. Becides
being more complicated than mixing one packet of ORS in one liter of water,
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studies have shown that in most areas most families do not have either sugar,
salt, bottle cap, Fanta bottle, or a proper container. Studies have also
shown that over 60% of mothers do not prepare SSS properly even when given all
the necessary tools and ingredients.

ORS packets were first introduced in MMalawi over four -years ago, yet
mothers have not yet been taught to use them. Since ORS is by far the best
tool available for treating virtually all cases of dehydration and should be
used as liberally, even more liberally, than is chloroquine ia the treatment
of malaria. ORS is less potentially dangerous than chloroquine, and there is
no need for fear of resistance. An estimated half willion children suffering
from diarrhea this year will contribute to the chronic overcrowding of health
facilities; a2nd even more alarming--thousands of those children will die from
dehydration.

The solution--(not a pun):

o teach mothers the importance of giving fluids in general to prevent
dehydration;

o teach mothers how to prepare and use ORS, rather than SSS, in the
clinics (teach by hands-on experience);

o make liter containers available in the clinics so that mothers can
prepare ORS themselves;

o make liter containers available in shops;
—————
o teach TBA's and other village health personnel the importance of
giving fluids to prevent dehydration and how to prepare ORS to treat
dehydration;

o make ORS packets available to trained village health workers; and

o make ORS packets available in all shops.

UNICEF is prepared to supply the quantity of ORS packets necessary to meet
the demand (5 million packets per year when totsl access and utilization is
achieved) and to fund the purchase of liter containers needed for clinic use.
The local plastic factory should be encouraged to produce well-designed liter
containers for distribution to all shops. Sterling Products or other
commercial firm should be encouraged to distribute ORS packets for sale in all
shops. This should dispel the frequently-mentioned fear of running out of
supplies after the demand has been created. HMothers had not been given ORS
packets in the past because it was felt that they did not know how to prepare
them, and there were incidents of incorrect utilization. Mothers should be
teught how to prepare and use ORS packets correetly. Occasionally, abuses in
the use of packets can be expected, but in spite of the occasional abuse
thousands of lives will be saved. This is primary health care.

UNICEF is the sole supplier of ORS packets for Malawi. Table 7.1 shows
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the number of ORS packets supplied in Malawi over the past three years.

Use of Intravenous Fluids decreased annually at Kamuzu Central Hospital
from 686 liters in 1983 to 83 liters in 1986.

The MOH statistics Unit has recently computerized the tracking of:

Inpatient Diarrheal Disease Cases

Inpatient Diarrheal Disease Deaths

Outpatient Diarrheal Disease Cases

Sentinel reporting (12 sites) of home treatment practices
Sentinel reporting of feeding practice (breast feeding)
Sentinel reporting by age, less than 1 year and 1-4 years
Sentinel reporting by degree of dehydration

Recommendations

7.1. Supply liter containers to ell ORT units and teach mothers to prepare
ORS packets (hands-on training) instead of SSS.

7.2. Train village health workers to prepare ORS and provide them with
liter containers and ORS packets.

7.3. Make ORS packets and liter containers available to communities
through private shoups. ’
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TABLE 7.1. ORS Packets Supplied by UNICEF, Malawi, 1984-1986

Year: 1984 1985 1986
No. ORS Packets: 235,750 610,000 1,500,000

TABLE 7.2. Amount of Intravenous Fluids Used for Children with
Diarrheal Disease, Kamuzu Central Hospital Pediatric Ward, Lilongwe,
July 1982-July 1986

IV Fluid Liters Used
Year Cases (Liters) Per Child
1982-1983 381 686.2 1.51
1983-1984 235 237.9 1.01
1984-1985 169 119.9 0.70
1985-1986 203 83.0 0.41

TABLE 7.3. Sentinel Surveillance Diarrheal Diseases, Malawi, 1986

Cases . Total
% Center Under 1-4 Under 5 Degree of Dehydration
Month Reporting l-Year Years Years Hone Moderate Severe
Feb 9/12 (75%) 1145 (52%) 1078(48%) 2223 1687(76%) 473(21%) 63(3%)
Mar 10/12(83%) 859 (50%) 848(50%) 1707 1130(66%) 537(32%) 40(2%)
Home Treatment
Other Breast feeding Referread/
Month SSS Fluid None Total Stopped Admitted
Feb 759 (34%) 353 (16%) 1117 (50%) 1547 173 (11%) 78 {(4%)

Mar 586 (34%) 277 (16%) 854 (50%) 1275 108 (9%) 98 (6%)
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8. PROJECT INTERVENTION FOR MALARIA TREATMENT

Background

Malaria deaths in children under five years of age more then doubled from
287 deaths reported by hospitals in 1980 to 741 in 1983. 1It was then that
Plasmodium falciparum was recognized to be chloroquine resistant. At the same
time, the 1incidence of cerebral malaria, and abortions associated with
malaria, were noted to have increased. As a result, in 1984, the WMOH
reactivated the MNational Malaria Control Committee, which provides direction
for malaria control activities in Malawi. The Committee is comprised of a
medical specialist and representatives from various sections of the Ministry
of Health. One person is responsible for the Malaria Frogram at the central
level. The functions of the Committee are tc assure:

o Standardization of drug usage nationwide;

o Distribution of drugs down to the communities;

o Community participation in malaria control activities within the
primary health care framework;

o Availability of antimalarial prophylaxis to select groups;

o Regular moritoring and evaluation of malaria contrcl activities,

including drug efficacy.
Under Committee guidance, malaria treatment, prophylaxis, and community vector

control activities are integrated and managed within the primary health care
system.

Current Policies

Objectives. A five-year Malaria Plan for 1986-1989 has been published and
an annual work plan for 1986 was included in the CCCD workplan. Three
gspecific, measurable objectives of the National Malaria Five-Year Control
Program to be accomplished before 1989 are:

1. Beduce hospital admissions due to malaria by 15%
2. Reduce hospital mortality due to malaria by 30%
3. Reduce malaria case fatality rate in hospitals by 25%

Strategies. Five basic strategies of malaria control in Malawi to reach
morbidity and mortality reduction, access, utilization, training, and health
education targets are:

A. Presumptive treatment of fevers;
B. Continuous monitoring of antimalarial efficacy;
C. Selective antimaslarial chemoprophylaxis;
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Vector contirol through community participation; and
Health education.

Malaria treatment posters (tear-outs) were included in the 1986 Malawi
Guide for Management of Malaria which are being distributed to all health
facilities.

Current malarial control policy in Malawi follows WHO recommendations for
malaria control in areas of proven chloroquine resistance in Africa (1983).
All melarie control activities are completely integrated within primary health
care services. During the five years, 1985-1989:

o

Chloroquine and/or alternative antimalarials will be made widely
available so that all individuals with fever and/or other signs and
symptoms recognized as malaria are treated as close as possible to
their homes;

Chloroquine chemoprophylaxis will be given only to special groups of
individuals, such as those who have compromised immunity, sickle-cell
disease, or those who have a past history of recurring cerebral
convulsions. These special groups include:

o pregnant women;

o patients who are on immunosuppressive drugs or for some other
reason immunosuppressed; and

o children with recurring febrile convulsions.

No other chemoprophylaxis programz, including those of healthy
children under five, will be conducted so that chloroquine pressure
on P. falciparum will be kept to a minimum;

Continuous monitoring of in-vivo antimalarial efficacy will be
conducted in order to determine best current medication/dosage
schedules; such schedules will be published and distributed to
medical practitioners as required to assure most effective treatment;

Major vector-control efforts requiring substantial financial inputs
will be initiated only after careful consideration; for the immediate
future only local wurban government vector-control programs by
residual spraying and larvicide will be continued in certain regions
such as Lilongwe and Blantyre.

Communities will be expected to play an increasing role in malaria
control through such activities as:

o selecting community wvolunteers to distribute antimalarisls and
supervise local vector-control activities such as elimination of
breeding sites, encocursging use of mosquito nets, repellents and
screens;
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o reporting to local health authorities cases uf malaria not
responsive to routine treatment.

Current Practices

Investigations have shown that chloroquine successfully treats
(clinically) over 90% of children with malaria, even though resistant
perasites are not completely eliminated. Therefore, chloroquine remains the
drug of choice. The chloroquine dogsge is 25 mg./kg in health facilities
where children can bte weighed. Where babies cannot be weizhed, dosages have
been simplified on a chart showing amount of tablet(s) to be given by age
and/or size of child.

Junior aspirin is no longer recommended as an antipyretic due to its
assoclation with Reye's Syndrome; and amcodiaquine has been discontinueé¢ as a
malaria prophylaxis drug. Amnodiaquine remains, though, an important second
line drug for short course treatment of echloroquine resistant malaria.
Paracetamol is recommended as an antipyretic for children wundar-five.
Chemoprophylaxis for malaria is recommended only for pregnant women plus
expatriastes and special high rigk groups, and studies are currently being
conducted to determine its effectiveness.

Chloroquine resistance studies were done in 1984 and routins surveiliance
was started. In 1985, new malaria policins and strategies were completad,
disseminated and, later on, malaria treatment seminars wers held for over 2000
health personnel. Seven operational resesnrch studies were done. Resulis of
these studies will help adjust malaria policies as nesded.

A two-year study on the efficacy of malaria chemoprophylaxis in pregnant
women will begin in January 1987 in quépchi Children born to mothers taking
chloroquine will be followed for six months to observe susceptibility to
malaria, growth, etc. Preliminary studies have shown that 25% of women taking
regular prophylaxie have parasite breskthrough in peripheral blood and that
over 50% have incidence of placental infectic.. at time of delivery. Other
laboratory confirmed results revealed thet only 29% of the women who said they
woere taking 300 mg. of chloroquine per week had blood levels consistent with
actually having taken it.

As a8 resuli of the new malaria policies, injectable antimalaerial drugs are
presently aveilable only in hospitals. When parenteral adminisztration of
antimalarials is necessary, the drugs are given intravenously. The supply of
vials of injectable antimalarials decreased 75% from 99,200 in 1985/86 to
25,480 in 1986/87. Injectable chloroquine will be discontinued altogether
after 19$86/87.

v/
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TABLE 8.1. Malaria Among Children Under Five, Hospital Reporting,
National Health Information System, Malawi, 1978-1983

Cases Admitted Incidence
(Cerebral and Case 100,000 Children
Year Hon-Cerebral) Deaths Fatality Under Five
1978 6,994 363 6% 533
1979 - - - -
1980 5,899 287 5% 485
1981 10,524 632 6% 841
1982 10,240 427 4% 795
1983 16,579 741 4% 1,246

TABLE 8.2. Cerebral Malaria Among Children Under Five, Hospital Reporting,
National Health Information System, Malawi, 1978-1963

Incidence
% of Total per 100,000
Cases Case Halaria Children
Year Admitted  Deaths [atality Gasss Under Five .
1978 1,044 168 16% 17% o1
1979 - ~-— - - -
1980 815 124 15% 14% 67
1981 1,601 435 27% 15% 128
1962 1,814 234 13% . 18% 141
1983 2,487 334 13% 15% 187
TABLE 8.3. Malaria Among Children Under Five Outpatient Rsporting,
Hational Health Information System, Malawl, 1976-1983
Incidence per 100,900
Year ' Casas childran Under Five
1978 - -
1979 - -
1380 - -
31981 - -
1962 1,613,916 125,303

1983 1,790,385 134,585
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During the past three fiscal years, Central Medical Supply distributed
following amounts of antimalarial drugs through its distribution network:

Antimalarial Drug  1984/85 1985/86 1986 /87 Unit
Chloroquine Syrup 7,900 10,500 9,000 Liters
Chloroquine Tabs 34,140 50,500 34,000 Tins
Chloroquine Injec. 25,300 56,000 280 S ml Amps
(discountinued)

Chloroquine Injec. 33.400 25,600 23,000 50 ml Amps
(discountinued)

Quinine Tablets 900 3,300 1,500 Tins of 100
Quinine Injec. 10,160 17,600 2,260 Ampules
Camoquine 3,500 Tins of 100
Palludrine 100 mg 400 130 €3 Tins ef 1000
Daraprime 690 600 180 Tins of 1000
Fansidar (Exact quentity of use not available)

Besides the above amount of chloroquine, the KCH program alsc received the
following amounts from UNICEF for antenatal cliniecs:

1984 1983 1986 Unit
Chloroquine 4,551 5,228 15,000 Tins of 1000

Oral antimalaria drugs, when svailable, are prescribed in 21l trestment
facilities throughout the country. With the exceptien of the present tupture
in stock which is supplied by UNICRF for MCH centers, the team feound
chloroquine available in all treatment centers. 8econd line drugs, nowever,
were not always sufficiently availeble in hospitsls.

Chlorcquine tablets (150 mg.) are produced by a privete firm in Blantyre
callud Sterling Products. The MOH Medical Stores purchases chloroquine from
private firme to supply hospitals and health centers. Sterling wsells
chloroquine to private outlsts which make chloroquine available throughout the
country. On geveral wvisits to smali shops, the team found dNorolon
(ehloroquine) always avallable at 0.085 to 0.99% Kwacha, or aspproximately
US$0.05 per tablet. Wone of the shopkeepers knew the recommended (MOH)
treatment schedule, nor is there sufficient pubilc awareness of propar
sntimalaria treatment 3chedulss. 3tarling Products has printed large malavia
prescription posters identical in content to the emaller size #OH posters for
distribution to sll shops where chloroquine 1is 00ld. Yo second line
antimalarieis were found in the ahops.

ROX drug supply and distribution, including antimalarial 4rugs, have been
consistently problematic. Stock depletion st the central levei and irregular
daliveries to regional and diotrict lovels result in frequent and prolonged
ruptures in stock down to the peripherval level. With central supplies baing
woved from Blantyre to Lilongwe perhape some of the loglstics prodblems will be
solved.
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TABLE 8.4. CCCD Project Regional Funding of Operations Research

for Malaria in Malawi

Protocol

1.

Assessment of Chloroquine Resistant

Plasmodium Falciparum Maleria in Malawi

Investigator: Khoromana

Antimalarial Drugs Evaluation for P,
Falciparum Infection

Investigator: Wirima

Fansidar Efficacy Study
Investigator: Khoromana

Bfficacy of Quinine in the Treatment of
Children Hospitalized with Maleria
Investigetor: Wirims

Bffectiveness of Chlorogquine/Amodiaquine
Prophylaxis in Maintaining Peripheral
Blood/Placente Parasite Free
Investigator: Wirima

Testing the National Malaria Control Policy
investigetor: Hacheso

and Iron Deficliency Ansmia {in Halaw

Reviewing the Relationship between Mal ﬁj
“nvestigator: Wbvundule : _§)2;~
g()v

Completion
—Bate

August 1985

Pebruary 196835

Iebruary 1986

February 1986

Pending

Pending

Pending

Level of
tundtn;

e,502

$,500

9,016

7,758

4,000

300

4,000

ke

l(\‘l
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TABLE 8.5. Sentinel Surveillance of Mslaria, Malawi, 1986

Pebruacy, 1986 __March, 1996
Mumber Percent MNumber Parcent
Percent of Centers Reporting 9/12 15% 10712 3%
Under 1 Yesr 3293 42% 3N 44%
Cases 1-4 Years 4565 58% 4273 56%
Totel Under 3 Yasars 7858 1666
Norolon 899 11% 1356 18%
Home Trestment
Aspicin, Cefenol, Panadol 1607 20% 1620 al%
Other N0 A% as7 b}
dMone 5112 5% 4509 3%
Referred/Admitted 189 3% 2%0 ]

Sourco: Sentinel Survelillance 8ystem, Malawl, 1986.

Resommandations

0.1, Technical assistance be wsought through CCCD, UNICRY, or othar donor
agency for & sufficlent period of time (equivalent to 6 to 12 wmonthe,
uninterruptad or periodic) to improve ovdeving, stocking, and distribution of
supplies at all levels of the health structure.

8.2. In addition to distriduting as soon as possidle to &ll health
facilities the malatria treatment achadule tear-out found 4in the Malaria

+ the Sterling posters should de supplied as soon as possidls
to all aites where wmalavia drugs are sold., Frequent rvadio anncuncements
describing malavia treatment schsdules should be continued and efforta to
teach correct treatment schedules to shop owners should de acceletated.

e.3. Second line antimslarial drugs of cholse should de made availabdle to
all hospitals through the Central MNedical 8tores and through CGCCD, UNICEP,
end/or other donor ageancies who can assist in purchasing second line drugs.
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9. TRAINING STRATEGY

Backscound

Training of Ministry of Health personnel is conducted through preservice
sducation, inservice training and workshops, clinical observetions, end
short-term and long-term training outside the country. There is mno one
section that oversees all training of personnel in the HOH, but rather
nunerous offices and speclalities arrangement for training of personnel as
nsed or as resources become available. There 13 no integrated training plan
for the MOH to organize and guide the numerous types of training, donor
funding cgencies, end locations where training ie performed.

Numeroug primary health care training ectivities are scheduled each year,
funded by UNICEF, WHO, or from internal funds of the WOH. The primary health
care training activities of the MOH include attention to wmany of ths service
concerns of the CCCD project.

Much of the preservice snd inservice training in the past was organiczed as
claseroom {instruction with little time devoted to opportunities to learn
hands-on, how to do clinical procadures or use concapts of community health.
Over the past few years, the planners of HOX training have recognized the need
for expanded hands-on training situations end the approach is slowly being
changed. The wuse of experiential lestning (combining: experience,
reflection, generalization, and application) is being considered for use in
future NCH training activities.

The shortage of personnel at all lavels in the MOH hes placed additional
burden on wmany types of health professionals to combine supervision with
training activitiea. MCH Coordinators and other supervisory personnel are
expected to conduct training of MOH steff members in the areas of primary
health ceare and maternal and child health. In some ceses, the talents of such
supervisor-trainsre ave not sufficlent to permit them to do a good job at both
aspects of their assignment. 8Some of these people are skilled supervisors
without having @ capadbility for deeigning, errenging, and conducting ocganized
training eessions for their staff wmembers.

Facilities for primary health care inservice training are scavrce and
poorly located to encoucrage lavge scale participation by WOH personnel. This
problem is being solved with the expectsd completion in the near future of
primery health care preservice and inservice training facilities in each
teglon of the country under World Bank funding. Adéitional training
facilities are operated by the WOH for training of nurses, clinical officers,
health inspactors, paramedical personnel, and related health workers.
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€CCD Training Activities

Training is onc of the four main strategles employed in the Halawi CCCD
Project for the dcvelopment of disease control services. (The other three
are: disease surveillance and health information systems, health education,
and operations research). Although CCCD Project is not engeged in any
long-ters training, the training activities are to bo provided at alil levels
in the service delivery system and are to include training for both clinical
and manageriel aspacts of the program. A great desl hss already bYeen
accomplished in the training st-ategy of the Malawi CCCD Project as given in
Table 9.1, These activities focused on numerous ixmediate needs for training
taterial development and initial training of many primary health care
workers. The aevaluation team was unable to find a CCCD life-of-project
training plan, which would set prioritios and define a comprehensive training
pevspective, as recommended during the 1985 CCCD project review.

TABLE 9.1. Summary of CCCD Training Activities, Malawi, to September 1986

Rate Iraining Activity
December 1984 Hid-level Managers Course
March 1985 Adaptation of materials for training modules: treatment

of digrrhea, malaria, epidemiologic surveillance.
Development of nutrition and growth monitoring module.

September 1985 Peace Corps Volunteers trained in ORT (9).

May-December 198 UNICEF funded CCCD training of over 2,000 health workexs
(peripheral level training in 3-day sessions)

Decembar 1985 Melarie wodule translated into Chichewa.

January 1986 Plans made for integrating CCCD topics into the country's
training institutions.
Training for individuals responsible for establishing and
maintaining the 12 sentinel sites.
Development of Job Aids
Development of evaluation tool for training.
Discussed possibility of holding training of trainers
course in Malawi because participants had not been eble to
attend the Lesotho Training of Trainers courss as planned.

February 1986 Peace Corps Voluateers volunteers counterpart training
May 1986 Mid-level managers courese for district ORT and EPI
coordinatorse
Aug/Sept 1586 Evaluation of UNICEF training.
oduction o a up . A combination of centralized ané local

training has bsen used thus far in the Malawl CCCD Project. WuWith UNICEF, WHO,
A.I.D., and CCCD funding, wsll over 2000 health sorkers were trained in
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management, primary health care fundamentals, related to CDD, malaria, end
nutrition during the years 1985-1986. The numbers of trainees through the end
of 1985 are givon in Table 9.2.

TABLE 9.2. Categories of Health Personnel and Others Trained
in Menagement and Treatment of Priority Diseasss, Malawi, 1584-1985

Category Bumber
Medical Officer )
Clinical Officers (All Grades) 78
Health Inspectors (All Grades) 69
Registered Nurses (All Grades) 236
Medical Assintants (All Grades) 372
EN/Nurse Hidwives (All Grades) 849
Health Assigtants (All Grades) 141
Health Surveillance (All Grades) 118
Homecraft Wovkers, stc. 33
Hospital Sorvents, etc. 40
Laboratory Assistants 9
Pharmacy Assistents 2
Others 87

TOTAL 2,043

Issues Concerning Training

Training materials developmsnt. Several types of treining materials
and documentis are needed to achieve a high level of effectiveness in the
training activities of CCCD:

1, Guides to instruction for instructors and trainees.

2. Audio, visual, and poster material to illuminate end expand on the
instructor's presentation or demonstration

3. Short job aids for use with single, or smeveral simple, proceduras
after training on-the-job.

4. Long reference material giving theory and practice descriptions for
techniques required in rendering services, for use by supervisors or
cliniciens having complex duties

S. BEvaluation materials to determine progress of trainees and for use as
supervisory tools, if possible.

The Malawi project prepared reference materials and job aids during the past
yoar which have served as a model for CCCD projects in other African countries
and is continuing to develop edditional materlials. Somse of the material
produced by the Malawi project thus far is an attempt to combine several of
the sbove types of training materials into one document. There is some
difficulty in trying to achieve several purposes inside the same training
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document. Careful study should be made of the costs and benefits derived from
developing such materiaie¢. Considerstion shculd be given to developing,
separately, both instructional guides and reference materials.

Training approach. The evaluation team held numerous discussions with MOH
participants in the training and the organizers of the training. 1In additicn,
the evaluation teai observed the work practicee of those delivering EPI, CDD,
and malaria treatment services in hsalth facilities. These discussions sand
observations lad the team to the conclusion that much greater emphasis will be
needed in the future on hands-on, experiential learning in order to achieve
desired improved performance in the CCCD services.

Evaluation of performance. An extensive evaluation of training is being
conducted during October and Movember 1986. The results of the evaluestion
process were not available to the evaluation team. The sevaluation teanm
encourages the organizers of future truining sessions also to incorporate a

practice-oriented evaluation in the plans for iraining developed under the
CCCD project.

Training eites and instructors. The combination training sites used for
vraining in CCCD to date often ceused pecple to travel from throughout the
country for courses. Many of the main courses wers hotel-based training in
wajor towns of HMalawi. The instructors for these courses included senior
officicls and experts from around the country. Many of the later courses were
held in district sites, some using 2 combination of instructors from regional
locations.

The planned training arrangement for the next year apperently will include
the use of supervisors or coosrdinators in primary heelth care whe previously
were given speciel courses in training of trainers. These people are expacted
to srrange training of additicnal workers in their districts, near to the
worksite. 1In principle, this arrangement will get a great deal of training
done with reasoneble investments in arrangements and instructors® tima.
Certainly, the use of training sites close to the homes and work places of the
health workers is & worthwhile arrangement. In practice, the svaluation team
i8 concerned that some of the people who will be assigned thece training
duties, although perhaps well trained, will be poorly suited by their
interests, personalities, or cother duties to perform well in such an extensive
training earrangement. A selection process to identify peopla suited to be
trainers is perferable to the use of people selected as trainsrs primerily
because they are otherwise engaged in supervisory activities.

Topics and specialities. The emphasis ia the training thuc {ar has been
on the topiscs and specialities rsquired for immediate action within selected
perts of the CCCD ectivity. Emphasis was given, for example, to the CDD and
nelaria elements of the project in training, but 1littls iraining activity
under CCCD thus far hag given ottention to the EPI elements. Also, ths
training of mid-level muiegers has given attention, rightfully, to the needs
for supervision in the field. A&n often-neglected, higner lavel of mansgemsnt
training is needed also in such techrigues as planning and operacion of
logisticel operstiong, inventory manzgexment, budget planning, end related



topice which are of importance in the duties of pecple between senior managers
and uid-level managers.

Recommendations

9.1. The development of & CCCD training plan, including provision for
systematic assessment of trainees' performance, scheduling of courses and
sites, arrangements for development of training materials, and reiated
requirements is urgently needed ‘o guide the project inputs and to coordinate
the many donors involved in the process.

9.2. Active investigation is needzd of the best approaches to installing
experiential learning in the MOH training programs, beginning with <CCCD
training activities. The results of the October 1985 training performance
evaluation can be used for guidance as t¢ the nature of problems to be solved
in developing further training activities.

9.3. Emphasis in the training programs of CCCD must remain relevant tc the
immediate and longer-term needs of the service dslivery system, but special
consideration is needed to expanding the instruction in EPI techniques,
including sterilization procedures, cold chain management, and related topics; -
also, the high level management tools needed to manage the CCCD services
gshould be offered in training, either in-country or through the special CCCD
Training Fund at the WHO Regional Office in Brazzavilie.
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10. DISEASE SURVEILLANCE AND

HEALTH IWFORMATION SYSTEM STRATE. !

The MOH Statistical Unit, reinforced by CCCD and CHSU, is responsible for
Malawi's health information system. The system was evaluated and reviged in
1980 by a WHO consultant. Two evaluations were done in 1984 by consultants
from Management Sciences for Health (MSH) in Boston, and ona in 1984-1985 by
CCCD. Past evaluations found that for years inpatiecat and outpatient
facilities have been faithfully sending their monthly morbidity and mortality
reports to the Statistical Unit. Though mnot always accurate, complets, or
timsly, reportz were received from the twenty-four (24) districts over 80% of
the time  Due to a lot of information and very little gtaff, the Statistical
Unit consistently took two years to aralyze and publish the data. (The 1984
strtistical resport is to be avgilable in November 1986.) The unit iz in dire
need of & chief statistician.

7 In order to monitor and gvaluate CCCD and primary health care activities
'in & more timely and accurate fasnion, CCCD recently purchased 5 computers and
the Rritish Volunteer Services (VSO) made availible a computer programmer-

( irainer to assist with the computerization and training of the &tatistical

nit.

In establishing hezlth indicators, sge-specific morbidity and mortality
bacsline information was taken from a lational Fanmily Formation Survey.
Baselire data were alsc eaztablished on polio lameéness and neonatal tetanus
surveys done by EPI in the early 1980s. Siightly over gixteen cases of polio
(16.4) per 10,000 chtildren under five years of age and 12 cases of neonatal
tetanus per 1000 livs births were recorded at that time. Both surveys
reflected rates much higher than did the routine monthly reporting system
which was estimated to bPe reporting only 2 to 18 percent of the cases.
Results of a 1985 <CCD Knowledge-Attitudes-Practices (KAP) survey were
rajeccted because of inconsistencies in questions due to inadequate supervision
of survey teams. Additional information relating to utilization of health
services and supply systems is being obtained through an interim sentinel
surveillance <cystem and & standardized integrated and computerized
supecvisory checklist. The checkiist is being used by regional level
supervisors when visiting health facilities in their jurisdiction.

A special sgentinel surveillance system was established in all districts
¢24) during the first five months of 1984 to collect information on age and
vaceination status of diagno:ed measies cases from 60 hospitals and outpatient
clinics. Of the 4,950 cases, an alarming 3069, or 62%, were under one year of
4ge (16% under 6 months) and 32% 3f cases were among vaccinees.

aWwelve hecith facilities are now participating in an interim sentinel
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surveillance system throughout Malawi. They were chosen because of previous
reliability of reporting, and population, and geographic representation.
Monthly reporting from these sites helps monitor trends in age, vaccination
status, home treatment practices before arrival at the health center, and
treatment practices at the center. The refiTts are computerized and analyzed
upon receipt and a quarterly feedback report distributed. Visits by the
evaluation team revealed that the sentinel sites have actually veceived
feedback information from the Statistical Unit and that two sites, due to
heavy workloads, have not been recording information since July 1986. (One of
the sites with eight professional staff serves a catchment area of 120,000
people with up to 1,500 patients per dey.) 1In addition to modifying the
sentinel surveillance system to correct inadequacies identified during Year
One of the data collection, the Statistical Unit plans to finalize the
supervisors checklist after field trials in order to evaluate the quality of
services &t health facilities, such as:

sterilizetion practices

z0ld chain monitoring

vaccine administration

vaccine transport

malaria treatment and education

oral rehydration therapy and sducation

DO000O0O0OC

Though health facilities are remarkably relieble for submitting reports, the
team observed that the facilities rarely analyze their own data. Though
manpower again is a constraint, it is just as important to analyze data
iocally as it is to forward monthly reports. The Statistical Unit also plars
to continue the modification and simplification of data collection forms and
to continue to do KAP surveys, including reccgnition and treatmsnt of
childhood diarrhea, and malaria.

The HSU has been receiving routine EPI management information (dose of
vaccine by age) regularly since 1980 from over 94% of health facilities
offering EPI services. Before computerization of HSU, the infcrmation was mnot
exploited, analyzed, and made available in time to be used as a management
tocl. BMNow, with the computerization of this data and by comparing the number
of vaccines administered by age and by district with the targeted age
population, vaccine coverage can be determined probably as accurately, plus
more often, and much more rapidly (within three months after receipt of
routine data) than by the 30 cluster survey technique. Table 10.1 compares
results of reported vaccination coverage with vaccination survey coverage for
1982, 1984, end 1985. Annual surveys no longer sappear t0 be necessary to
" monitor veccination coverage. Periodic coverage surveys (every two years or
88 indicated) can be used to serve as @& control for the computerized
management system. The manpower, money, and motion used for snnual coverage
surveys could be best used to reinforce and improve services in overcrowded
health clinics.
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TABLE 10.1. Comparison of Rzported Coverage Results
with Survey Coverage Results for Iumunizations, Malawi, 1930 to 1985

1982 1984 1985
Antigen 1980 1981  Survey 1982 1983  Survey 1984  Survey 1985
BCG 94 18 87 91 95 72 5 74 87
DPT1 95 97 03 86 89 84 77 83 81
TPT2 70 77 52 71 78 78 68 74 69
DPT3 37 46 69 50 63 66 54 58 53
Poliol 58 84 91 66 86 82 18 84 73
Polio2 38 69 80 51 77 76 68 71 61
‘Polio3 18 Al 72 36 58 68 54 56 46
Meassles 36 X48 70 58 58 54 50 52 A9
Fully Immunized: 55 55 35

%XNOTE: Excluding measles vaccinations less than 9 months 38.6%
Source: Malawi Ministry of Health, 1986.

Other date which has been computerized by the HSU are:

o Case rates of the 10 top causes of outpatient attendance
[+ Percent of cutpatient reports received b month
o Number of children receiving malaris drugs and oral rehydration salts
[ Monthly number of outpatients by disease, age, and distrizt
o Outpatient first-vigits as % of population, by less than 5 years of
age ard age 5-years and over.
Recommendations
10.1. Inpatient informaticn on measles and pertussis cases and deaths be

collected by age, date of vaccination (when applicable), a2nd date of onset of
disease from (at least) the Central Hospitals in the Central snd Southern
Regions wnd a hospital of choice in the Morthern Region. (Since diagnosis of
hospitalized measles casec is more roliable, age distributior is expected to
be more accurate; cases among vaccinees more accurate; dJetermination of
vaccine efficacy more s&ccurate; and ‘“vaccine failures™ occurring during
incubstion period would be known.)

10.2. Routine vaccination coverage surveys be conducted, &t most, every two
wears. (Surveys should e conducted on a need-to-know basis only.)

10.3. Classification of neonatal tetanus be 1included in the disease
reporting system when revision of reporting form is made.

10.4, A polio lameness survuy be repesated in 1987 to help msasurse impact of
viccination program (first lameness survey done in 1979).
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10.5. Employ & chief statistician in the Ministry of Health Statistics Unit
a8 soon as possible, and maintain sufficient steff to take advantage of the
five new computers.
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11. HEALTIH BDUCATION STRATEGY

Backeround

The CCCD/Nalawi assessrmant and the CCCD Project Agreement both are quite
general in their specifications of health education activities needed. The
basis for the team's evaluation of the heaith aducation component was
developed, 28 a consequence of this lack of spuchficity in the planning
documernits, from & combination of sources. The basi: scope of the CCCD Health
Bducation activities in Africa was givon in the CCCD Projact Paper of
AlD/Washington.

As stated in the CCCD Project Paper the support strategy of health
education, to ald in the overall Project objective of morbldity and mortality
reduction, 1ie divided into two paris: Program gupport and opsrational
research. The Project Paper provides the following description of the poesidble
acope of these services:

o Progzram Support. This is largely dGicvected at the dovelopment of
methodologies and wmaterials that wmotivate full utilization of avalledle
CCCD servicas. An important aspect of this is workiing with and through
sommunity groups and particularly with mothera and others who influence
decisione affecting health crelated behavior. The scope of products and

services to obtain program support and ensucre utlliszetion and compliance
include:

- Producticn and use of heslth promotion matevials
- Developing community accaptanco and participation in promoting CCCD
gecrvices &nd activities bdy:
- formal education in health estadblishments and schools
- informal adult and child education - mother to wmother, etc.
- treating the sick and providing preventive carve
- working through community organizations such as local councils,
health committees, etc.

Activities in this component include:

- development and testing of mathods to promote community invelvemant
in end eupport for CCCD servicsos.

- identifying factavs convributing to the eccaptance or rejestion of
CCCD supportad interventicns.

- Develcpment and testing of wethods to increass atilization of CCCD
esrvices, including studies of wmsasures to idantify and where
poselible remove bavriers to utilisetion of services.

As the CCCD Project doveloped in Halawl, the MOH Health Béucatisn Unit and
the taechnical sesietence of the AlD/Mashington HealthGom Project acve ths wmain
resources involved in heaith sducation activities.



Health education and promotion activities are cregularly conducted ty the
Health Education Unit st the Ministry of Health, including the following:
production of 4 weekly radio programs; development and distribution of posters
and pamphlets; pudlicastion of Noyo wmagezine (a bdi-monthiy magaszine about
health in Malawi); and a Pamily Heelth llewsletter--thoge are distrituted free
to health workers. The wobile cinema section uses borrowsd films from the
British Council and the American Cultural Center, turning off the sound track
during showings when the health officer in charges makes a running cormantary
in Chichewa, the natio::l language along with English. The health education
band composes music and songs with health messages and petrforms eround the
country. The MOH also collaborates with other ministcies, for example,
agriculture and community services, an¢ with donor egencies to develop and
dissominate health ressages using radio and print media.

Most health education and promotion is conducted through face-to-face

contect by health workers, aaniteation workers, and agriculture extension
workers.

Health education staffine. The health education unit e a
understaffed, and the staff under-trained. Presently there ere @ established
poete, 2 of which esre vacant, in the HE unit. There are 1é other parvsons
(including eix band memdbers) working in the unit who are working under
borrowed posts from other services. The Senior Health Rducation Coovdinator
is presently in training for a wmasters depree in health education at the
Univecrsity of Ibadan. The acting Health Rducetion Coordinator has an advanced
diploma in health education. Three Public Health Inspectors, with no special
training in health education, have bdean posted as health educators to the
three tvegions.

The Health Rducation Unit has presented the MOH with a “Proposal To Creste
a Caraer Siructure for Health Educators end to Decentralige Health Bducstion
Activities.” The plan calls for an increase of approximately 93 positions,
over the 10 year period, including 10 health educators at the masters degres
level, 29 at the bachelors degree levei and the ceat st the diploma level.

. There has dean some discussion with the Morid
Bank by the KOH about the creation of a Communications Development Center, in
the context of wmulti-sectoral collaborution where all sectors of government
would benefit from using shared vesources rather than duplicating them. Under
this plan it {2 envisioned that within each individual wminlstey the capadbility
chould exist to determine the messsges which need transmission, the vocabulary
in which they should be transmitted, and the channels tthieh should be ueed.
In the HOH the existing Heslth BRducaticn Unit steff would de retcained to
perform research and development work, such as: detorwmination of the health
behaviors under examination; the synthesis and translation of wmedical and
health advice for the target audiencss; the determination of mescages to be
disseninated and the most offective channels for the target populationy
coordination with outeside sources for the produetion and diesseaination of
messages; and the wmonitoring of communicstion transmiesion and program
eof factiveness. They would continue ¢to be cesponzible for direct
commurications with heelth professionals, through their network of channeles

L.~



such 4o Hoyq wmagetine end the family newaletter. Health workers would still
be responsible for providing health education in hospitals ané clinies.

There are communications activities that are comwon to all Hinlstrles.
These activities would be combined under one roof, either literaily, in the
Minietry of Communication or Information, oc {iguratively, through the
alloaation of multi-sectoral budget covering the expenditures. They inciude
the production of messages: the graphie, telegraphic, vidaogrephie,
sudiographic, photographic mucicel end dramatic efforts associasted with such
an offort and, the dissamination of wmensages utilizing the veriety of channels
available in Malawi.

The evaluation tesm recognised that some observers in Malawi take tho view
that MHinletry of Heslth requiremenia for wass media presentationa often
vequire vapld developmant and tranemiasion of wessages for particuler
programs. There is a concern by some health aervioes sxperts hat the high
priority needed by the Minlstry of Hoalth may be difficult to corwmand in &
government-wide aservice egency such aa that proposed for mase cormunications.
Certainly, the nead for such a prierity and aepecielized health-orisnted
capability demanda that careful astudy be wade and adequate eafeguards be
provided before any steps ave taken to place the Health HKinlstry in the
poaition of using a mandetory, outside communication resoucrce.

The importance of communication and education to healih davelopmant and
more specifically to the Welawi CCCD Frogram ie svident from the bilateral
budget. Included is 2100,000 for a woss media ocampaign and additional funds
for equipmant, whioh has been provided, or is on order. The Program provided
the services of a graphiocs avtist (Peaca Corps Volunteer) for approwtimately 2
years, to agsiet with the developmont of wmateriels and otaff insevrvice
teaining. The total bacomes conaiderably lavger when some poriicn of training
coste, ac well as the ocoet of vaehiocleas, gasoline, and maintenance, ave
allooated to health aducation and promotion and communications.

When in the field the CCCD evaluation team observed the wide dissemination
of posters promoting imvwnizations, tho use of chloroguine to treat mslaris --
the loaal manufacturer of chloroquine tabdlets (Morelon), in colladoration with
the WOH, has printed the WOH cecomisnded treatmsnt achedule on each box
containing Worolon tablets, and how to properly prepare a sugar and salt
solution (888), to be uead at howme to prevent dehydration due to dierrhea. 1In
evary hospital and health ocenter that the team visited, an ORT Corner (a
pacrticular poom or space dedicated to tha treatment of dehydretion ceses) had
baen established. 8taff ot sach of thess corners train wothers on the proper
prapavation ‘of 888,

In early 1986 the MOH requested the USAID, through the CCCD Project, to
obtain the aervices of the Academy for Rdusationzl Developmsnt (AED) to
provide assistance through ite Communication for Child Survivel Project
(MealihCom) to assist with the integration of wmase wedia suppor: with other
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WOH treining and health service inpute for the control of diarcheul diseases,
treatment of malarie, and prevention of diseasos through immunization.
HealthCom is providing a resident technical advisor for at ieast 24 wmonths
(ehe arrived in country in Xay 1986) and up to 10 additional person months of
technical assistanne through short-term consultancies.

The HsalthCom Project hac submitted a proposed work plan to the MON which
sddvese activities in CDD, walaris, and BPI. The cited cutputs are as
follows: for the CDOD, focrmative rescarch, & mavketing fessibiiity study, and
the development of wessages, matericle, and o pretosting and dissemination
pl:n; for malavia, @ bshavior case atudy, formative rcesearch, a wmarketing
otud¢y and a developmont of wnessages, materials, and & pretesting and a
diseenination plan, Por EPI, redcesign of the immunization card so that it
becomes and sducational 00l se weli as & vecord, and a study on an incentives
strategy: for training, a curriculum for primavy school children, production
of cassettes for use by dietrict lovel supervisors to us: to train and
supervise astaff. The activities in tho draft wor plan are in keeping with
the scope of support to health education by the CCCD Project.

The dreft workplen wa2 intended to identif, the types of ectivities that
would be important to mccomplish for each of the interventions, and in that
context it le overly ambitious, given the resources in HealthCom end the
proposed life of the project. It was stated that the work pilen was to be
revised to more precisely delineate what activities will be undartaken. The
initiel focus wiil be on the dlarrhecal discese and malavie componentis of the
Project, with RBP1 being attended to lever. 1If the proposed amount of
formative research etc. ia golng to involve each of the thros interventions,
input by other donors, with HealthCom serving in an advisery capacity, will bLe
neaded. According to the dudget in ths work plan M0, has made avalladle
821,000 for formative cesearch for UPZ and UNIGEF, $§10,000 feor en BPI
logistics study. The belance of the budget, 8120,000 will be prexided by the
CCCD Program (2100,000) and HealthCom (320,000).

The MNOK'®s Hotlonal Mealth Plan 1926-1993 calls for strengthening the
"Heelth Educatlion Corponent 20 that it ls gsapsble of promoting healthy
behavior which will make maxiwmum impact on the major heaith problems of the
country". 1In pslation to this, the 1936 NWorld Bank 3%aff {fopralsal--Femlly
Health Project indicates the intention to support the laprovement of health
eQucation capabilities in the country, primarily esphasizing the uae of wass
wadia, in-countey and overseas teaining in graphic arvte, health education, and
Journaliem, eané¢ in the provielon of sequipment, materiale and eupplies. The
Bank proposss that ths health educeticn activities will da i{wmplemented by the
Information Repartament, Office of the Prasident and Cebinst, se noted above.

UNICEY ie providing epprovimately $4.7 million, ovar & four yser period,
in esupport of the Mational BP1 end WON progréme., Thelr proposal provides
epproximately $3351,000 in eupport of “Community Mobllizatlon", utilizing 11
monthe of Short-tetwm conguitent time to asslet with materials development and
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dissenminstion, and the planning and conducting of special imemunization
activities in urban areas sach year for three years.

As mentioned above WHO has wmade $21,000 availableo for formative cesearch
in BPI.

Resorwendations

11,1, Rale of the Mealth Rdugation Unjt. The rola of the Health Rducation
Unit and itz relationship to the MOM's health oducation and promotion
requirements needs to be clarified. If it is to be the health education and
promotion center of the MOM, then it will vequire upgrading through training
and perhaps expansion. It should be an integral part of each service delivery
activity in the HOH and involved in the planning and decision making process
for those activities. It ghould be the MOH lialson with other Winlistrles,
providing them with salient health information and, training of their cutraach
workers, i.e., agriculture extenzion vorkers, to develop the broadest possible
disseminaticn of informotion 7.4 promotion of services utilization.

. The role of the Health Education Unit should be studlied
carefully in the light of present and expected resource constraints, including
ataff and funds. The evaluation team advises that the WON seek to build and
sustain only those elements in the HEV for which no competent cutside services
are or cen be made available--such as, for example, in the formulation and
managament of formative, bdehavioral, and related health ecommunications
research. If the MNCH chocsee to increase the numdbers of etaff, the team would
recommand a caceful review of needs by outside consultants expert in the field
of health education.

11.2. €ech Heslth Rducation Work Plan. A work plan and implementation
schedule ls needed to wmanage CCCD health education sarvices, specific to the
activities that will Ue undertaken in the 24 wmonths period, including a
procursment plan. The plen should identify the person{s) in the MO and donor
agencies that have the principal cesponsibility for esech activity, and the
time frames in which the activity will do eccompliiched.

, . The NealthCom Project contractor, in cooperation with the
HEU, should prepare the CCCD Health Rducation Work Plan, as descrided, {for
adoption by the WOH and USAID, by mid-Movember, 1986.

11.3, fraining. There are three rogional heaith education designees in
place having little er no training.

W . 8hort term training should be provided for the three new
vegional health inaspectors recently eppointed as haslth educatora. HealthCom
should provide assistance to the Health EBducation Unit to develop an annual
work plan for this eteff. ,
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11.4. EPI_Research. The draft work plan for the HealthCom project calls
for formative tvesearch and a logistics survey to be supported by WHO and
UNICRY vespeqtively.

. The planned formative research and logistics study for
BP1 should bde conducted prior to the implementation of the plans for
significant donor assistance to the BPl mass media activity.

11.5. Donor Coordingtion. Given the amount of present or planned support
to health education activities in HMalawi it will b2 exceedingly important for
the GOX and donors to coordinate theso activities teo share limited resources
and gain maximum benefit from their collective efforts.

Recommendgtion. Once the MOH has determined the role that they wish the
Health Education Unit to play in their health delivery plans, they snd the
donors should establish & forum wheredy donor support can be coordinated to
provide maxinum benefit to the MOH end avoid confusion and duplication.



conducting operational research.

practices.
undser revision.
Table 12.1, below.
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12. OPERATICHS REZSEARCH STRATEGY

Malawi has been one ‘of the most active CCCD countries in Africa in
Half of the 12 studies have been completed
and results of the studies have been used to update public health policies and
Two mors studies will bdegin in November 1986, and one study is
The full iist of oporations research projects is given in
Wo recommendations are given by the evaluation team for

the operations research strategy.

TABLE 12.1. Operations Research under CCCD Project, Malawi, 1984-1986

Pcotocol

haselanont of Chloroquine Resistent

5 leiparum Maleria in Malawi
xnvsstigator. Khoromana

¥nowledge, Attitudes, and Practices concerning
Childhood Diarchea snd Dehydration in Mulsnjs

District
Investigstor: Kalenga

Antimslarial Drugs Evalustion for P,

Egicipacum Infection
Investigator: Wirizms

Pansider Bfficacy Study
investigater: Khoromana

Bfficacy of Guinine in the Treatment of
Childrsn Hospitailized with Malsria
Investigator: Wirizs

Continuation of tha MHealth Ismpaci Study
of the Zomhs West HWater Projest
Investigator: Hyasulu

Bffsctiveness of Chloreguins/Anodisguine
Proghylenis in Ralnteining FPeriphersi
Blocd/Placenta Parasiiec Fres
iavestigator: UHicima

Level of
Funding \éc,,‘ o

Coxpletion

A

~Bate Eﬁﬂ!!iﬁh::zjdlit

August 1985 8,502

Octobar 1986 10,000

Yebruary 1985 9,500

Februer» 1986 9,016

Febgruary 1986 7,758

Perding 10,000

Pending 4,000

Wz
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TABLE 12.1 (Continued). Operstionz Rusearch undec CCCD Project,
¥alawi, 1984-3986

Level of
Completion Funding

10.

11.

12.

13,

14.

15.

Protoes} — Date 2066~
Testing the Mational Malaris Control Policy Panding S50
Investigetor: Machesgo
Reviewing ‘he Relationshiy betwesn idslarie Pending 4,000

and Iron Deficlency Anemie in Malawl
Investigstor: Novundula

Developmsnt of Bentinsl Surveillsnce for
KHeasles and Trentment Practices for Maleris
end Diarrheal Disseses

Investigator: Kslilsni

Continuing to bs
Zvslusied and Bevised.

Bvaluation of Impsct of ORT Unit, Namuzu Augusz 19£5 Hot
Central Hospital ef.ar L yesr of Iperstion Avaiiable
Investigator: bkbvunduls

Evaluation of Impact of ORT Astivities Pending Yot
on Hospitel Aduisgione efter 3 Yezre Avallabie
investigutors: Mbvunduls ond Kalileni

Comunity Level Interveniion Btudlies feor To begin Eot
the Control of Malavia, Salima and ¥ov. 1966 Aveileble
¥khotakote Districts

Investigators: Wirens and Mslaria Commitico

Bvalusticn of Keariss 3itustion Under-9 momth= e bagin ot
including Bero-confirmstion of Diagnceis, Yov. 1886 Aveiledle
Sarological Burvey for Antibody end Hospitel

Rscord Review

Investigators: Hsliiani and Chickaluds

Evalustion of 388 for Sodium Content efisr Completed ot
Hixing Yy Mothars Aug. 1986 Avalilsdle

Investigstor: ¥siilani
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13. PUTURE DEVELOPMEET AND SCHEDULE OF CCCD PROJECT

This section considers two issucz affecting the future development of the
project: (1) the need for extension of the project time period, specifically
known a3 the Project Assistance Completion Date (PACD); sna (2) the evaluation
team findings concerning the 1986 request for additional funding to be
provided to the Malawi CCCD Project from the Child Survival fund of A.1.D. to
complete certain specific project functions and objectivee. These two issues
are discussed in the remainder of this section.

Extension of Time

The CCCR Project in Malawi wes planned in 1983 and initieted in 1984,
sfter extensive discussions among the principal participants. The original
Project Agreement was signed 9 June 1984 for a period of approximately four
(4) years of operstion. The original amount of funding wes US$1.78 wmillion,
including the central funds. The present Project Assistance Complation Date
(PACD) in the project agresrent remains March 31, 1988.

Two recurmendstions by outside roviewsrs have been submitted to A.I1.D.
concerning possible extension of the preject. The Third Veer Overall CCCD
Bvaluation, examining several CCCD projects in the region, recommended that
the Halawi project be extended to December 1988. The 1985 Project Review,
held in Melewi during Juns 1985, recommonded extension for & period of one (1)
yoar.

In the view of the evaluation team, & recommendation for additionsl time
to complete the project should be baced on the following elements: progress
maede tc daste; how rapidly funds can bDe wused &nd ectivities ecan be
eccomplished, considering the expectad obstecles facing implementers of the
project in the future; a:d the neture of the assistance which will be required
in compieting the work.

Project prosress. Progress in implementetion 18 summarized for each
project eleament in the preceding 12 sections of the report. The svaluetion
teem finds that the steps teken to complets project tasks and errange required
procuremant actions is adequate to sensure viable resuits from the project
inputs. Review of progress made in resolving iesues discussed in ths 1685
Projec: Reviow team report was found also to be adequats.

Delays in project implementation caused by slow completion of procuremsnt
sctions are of apecial concern (o the evelustion tean. CDC has no
responsibility in procursment required by ths project once clear
specifications end cequirements are prepared in _consultation with the
Governmant of MHalawl. The evaluation team finds that both CDC and
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USAID/Malawi personnui hiave handled the effects of the delayed procurecment in
such a manner that other project activities have not suffered unnecessarily in
the process. (Needles and syringes requested by the Project over one year
ago, however, have not yet been received in-countrr.) The USAID/Malawi Heeslith
Officer has attempted to take special steps to resolve procurement problems as
they arise. It was noted by the evaluation team ithat USAID/¥Melaw. has now
arranged to employ additional comptroller staff, but ths procurement process
will still involve lengthy procedures which are conducted both in dHairobi and
AID/Washington. The situation now with respect to procurement is viewed by
the Evaluation Team as adequate to prevent further difficulties in enapleting
the procurement actions.

Future _progress. The start-up experiences of project participants
involved a number of predictabie, but lergely unaveidable, delay" and
set-backa. The Evaluation Team found that structuring the r«lationships among
participating agencies and professionzls had taken a considesrable pariod of
time in the early months of work, owing tc the faciors ilready cited in the
section on project management. The Evaluation Team found ac rcason *o believe
that progress now could be not be susteined toward completion of the remaining
project elements.

Rescurce requirements. The completion time required for the CCCD Haleni
project mey require more time wiith or without the continuation of technical
asglstance inputs. The technical assistance provided for the prcject includad
technical officer, regional epidsmiologist aessistance, end outside
consultations. Under the Malewi CCCD Project, ths technical officer wus
provided as a part of the project operations. (The regional epidemiolrgist is
assigned on a regional basis o ssveral countriss in th: region s0 would be
available to cooperate with Valawi with or without the Malawi Project, ana,
coincidentally, 1is besed in Malawi.) The Evaluation Team found that the
Malawli project benefitted greatly from the assignment of a techni:al officer
in the first two years of the work, and that the project will find 4ihe
tochnical officer role essential to meking further progress.

Recommendatjion
13.1. The Evaluation feam recommends to A.1.D. that the Halawi Project be

extended for an additional period of one year, making the revised Project
Assistance Completion Date to be March 31, 1989. The funding . levels for
project activities should continue as presently budgeted, with additional
funds being made avallable as neaded to continue the support of technical
officer, locally-hirzd staff mwmembers, and their transportation, local
services, and other support costs, until project close-out.

Adéitionsl Funding liequest

The funding requested in the asmount of US8900,000.00 f£from the Child
Survivel FPund for use in the Malawi project may be summarized as follows
(based on USAID/Mslawli Cable 2286, duted 186 Juna 1986):
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1. Tr.ining of Health Services Providars (US$300,000)
Espensior of training to include more health workers serving in
rural health centers, andé increasirg the emphasis on practical
clinical training.

2. Community MHealth Motivation (US$250,000)
Extension of health awareness training, and motivation programs
to community-level heslth cecnmittiees.

3. GOperations Research (US$150,000)
Initiatinn of operativnel research fccusaing on the provision
and use of tue basic child sucrvival preventive heslth services.

4. Muiti-Purpsse Vehicles (US$200,000)
Six four-wheel drive wvehicles end thelr operating costs for:
transport of supervisors, trainers , trainees, and other
pacticinants; treuwsport of operations research supervisors and
field workers; and transport of .raining, research, and health
services suppliles.

These four slements are proposed for spending during the period 1986 to 1988.

The Evsluatiocn ‘i.am has considered the merits of the proposed individual
elements and thelr »otential impact on other CCCD Projec. activities. Also,
the length of ¢ime t¢ properly use the proposed additional funding was
usgesg2d

proposed work sgslements. The Evaluation Team considired the mix of
proposcd e4diticnal work and commodities 4included in the request. The
Bvaluation Team cz2me {0 the c¢onclugion that the additional work and
commodities, %sken %ogether, &re a reasonable set of work elements to be
implemented et the time the HOH proceeds with village-level sctivity in the
CCCD services. With the exception of the vehicle procurement, most of the
funding 13 requested for local purchases and costs. The extreme ashortage of
KON budget zupport funds for the asctivities envisioned in the preposed work
was censidered by the Evaluation Tesm. The Evalustion Team concluded that the
japortance of the sactivities, which largely ere for one-time deveiopment
costs, provides support for use of the funds for local rather than off-shors
use or the funda. The funding of taese cost elements by the Coverraent of
Malewli aftor completion of the project activities is not of itself Likely to
be 2 large Purden tuv sustain the programs. The Eva’uation Team did not have
sufficient information with which to judge _f some additional elements would
b2 ncedod zlso to permit such an exten.lion of the work, perhaps to fill gaps
in supsrvicicn or training in addition to those named im the proposal.

Tha policies of the HOH concerning viliage-level committees, workers., ond
cutroach acre considered by the Evaluation Committee in relation to the
villasge-level activities proposed in the Request. The Evaluation Team
und.rstands that the MOH Committees invoi.ad in the CCCD services sare now
corming their planus uné polic.:3 concerning the next phase of local-lavel
development for serv'-es fo primery health cee and village-level
zupervision. HNew or revized and extended policies are expected to provide
ulso a further basis for guiding the use of resourcas for use at the villsage
level.
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An sdditional concern of the Evaluation Team is the potential overlap of
elements in the Request and the activities proposed for funding by the several
donors active in Malawi primary healih care: (1) Multiple Assistance Schemes
in Health (M.A.S.H.) Project proposed for Malawi by USAID/Malawi; 12) UNICEF
funding for EPI and CDD; and (3) World Bank funding for Family k:alth (see:
Section 14, below, for additional data on other donors).

Potential impact on Project. The proposed additicnal work and procurement
under the Child Survival Funding Request will requirs a great deal of time on
the part of MOH officials and the CCCD Technical Vffirer to implement. The
CCCD project has reached a point in implementation whece the causes of delays
in the first two years are unlikely to burden the remaining two years of
work. The available staff mexbers in the MOH are spread among many projects
slready, and the large additional project activities upcoming in the World
Iank and UNICEF funding will further burden the MOH participants. The planned
addition of \ o people for EPI technical assistance by UHNICEF during the next
few months may provide some relief and improved implementation progress for
EP1 activities, but their potential contribution is still too early to
deternmine.

Time period required. The Bvaluation Team concluded the proposed
implementation time for the requested funds would be at least the twenty-four
months proposed in the request. The implementation time could even be longer
should there be additional delays caused by lack of MOH staff to carry-out
their various functions at the same time they are participating in the other
projects starting in the MOH.

Recommendation

13.2. it is recommended to A.1I.D. that the Malawi Request for Child
Survival Funding in the amount of US$900,000 be divaided into two phases, with
funding approved if certain conditions are met as follows:

Phase One:

Recommended Scope of Funding: The local and off-ghore commodity
purchase elements, including the proposed additional vehicles which will
probably require an extsnded period of time to get in-country.

Recommended Conditions: Assurance that no additional managsment
burden will be added by implementation of the werk elements.

Phasc Two:

Recommended Scope of Funding: Other cequested alerwnts not in Phase
One would be included but with implementation delaysd untll fiseal yesrcs
1989-1990. The final formulation of the Phase Two funded activities ought to
be reexamined by the MOH agalv. at the snd of fiscal ysar 1387 to ensure thut
the main gaps lying cutside other aveilable funding are covered.

Recommended Conditions: Assurance that: (1) no duplication of
resourcas would occur and the mein gapz in other funding sources are being
covered, and (2) the MOH policy studies concerning extenaion of village-level
services show that technical and managecrial obstaclies are resolved.
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14. LOHG-TERM FINANCIAL VIABILITY

Recurrent Costs of the Project

Short and Long Tzrm Igsues. The principal recurrent, or operating, costsg
of the CCCD project include the costs of salaries, wedicines, tramnsportation,
equipment and supplies necessary to deliver the services each ycar. These
regular, annual costs slso include short, in-service training necessary to
maintain the skills of health workers. For the Ministiry of Health in Malewi,
expenditures in the budget on Revenue Account gll represent the cperating
costs of the Ministry‘'s sarvices each year. Most of these expencCiturss now
support the basic sarvice level from year to year; soms support increases in
service and increased coverage of the population.

' iae focus on recurrent costs for purposes of evaluating financilal

- viability of a project is usually on the incremental, or additicvnal, recurrent
costs due to the project cctivity. These costs are above the costs associated
with che basic services that existed before the project. It is genarally
assuned that a ministry will maintein the funding necessary t> suppor:
operating costs of existing servicse laevels.

F( » example, if a Min.stry reguiarly [rovides immunizations to 3,000
children per yser, the costs of dcing so 3re part of the basic service lavel.
It is assumed thal tue \linistry will continue to receive encugh funding in its
budget %0 cover the cost ¢f serving 3.000 childrua annuslly. If a project
then seeks to provide immunizationc toc 1,000 more children than the Ministry
slready would have sorved, the additional rescuctent c¢~sts of the project are
those of the extra vaccines, needles, syringes, and fuel for outreach
transportetion necessary to accomplish this goel. Usually, a Projsct
Agreemnent provides that b%oth the alnistry end donors wiil ghare thess
additional costs during the 4 or 5 years of the project period.

The short run recurcent costs of a project cam thus be rspresented by
funding, for relevant catmgorizs, in the Project Agreemxent budget. The short
run financing issue for the Mini.ry of Hsalth ther involves corsidaration of
its ability to pay the amounts included as its contribut .on, a3 specified in
the Project Agreement, during ths life of the project.

The lorg run costs Sf the project that the HOH wiil have to fund include
recurrest costa funded by donors during (he project, n8 well as costs tae
Ministry -eid during the project. The long run recurrent costa to the
#inistry of Health ere therefor uasuaslly higher than the short run costs and
obtasining increases in the MOH bhudget to cover Lthese higher costs is usuelly
more difficult than obteining the incrsases to cover additioneal costz durivng
the project period. Thiu i3 one ¢f ths reasens it is important that s
ministry prepars gradually *o find ways to pay these additional costs so that
the MOH is in a position te continue the project activities oncc doror funding
ends. '

L]

~N
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Estimates. Given data constraints and the time available for the
evalration, it was not possible to prepare & detailed estimate of specific
recurrent costs of the project. It is also premature to estimate unit costs,
s#uch 88 cofts per fully immunized child or costs per ORT given and per child
covered per year, for the Malawi CCCD project. Neither accurgte cost data,
nor eppropriate current or glanned coverage data, is available for that

purpose.

But it is possible to present preliminary estimates that can be used for a
high and low range of the annual recurrent costs. These estimates can then be
used to illustrate the possible impact of project costs on the Ministry of
Health budget.

Tsble 14.1 presents low and high estimates of annual recurrent costs for
each of the program components of the CCCD project. As the table shows, the
total of the high estimate, X6.7 million ($3.6 million), is twice that of the
low estimate, K3 million ($1.6 million).

TABLE 14.1. High and Low Estimates of
Annual Recurrent Costs of the Malawi CCCD Project
(Funding smounts in US$)

LOW ESTIMATE HRIGH ESTIHATE
Annual Recurrent Cost Annai Becurrent Cost
Estimate Based on Estimate Based on
Project Project Agreement Robertson Cost Study
Component Kwacha us$ Kwacha us$
IMMUNIZATION 1,539,588 810,309 3,241,104 1,705,844
DIARRHEAL DISEASE 683,875 359,934 809,557 426,082
MALARIA 863,425 454 434 2,702,308 1,422,267
TOTAIL 3,086,888 1,624,677 6,752,969 3,554,194

Bate of Exchange: $1aK1.9

NOTE: Dr. BRobertson estimated the first nine month coets. These have
been adjusted-to annual costs for purposes of this presentation.

v’
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The low estimate is based on the relevaut costs included in the Project
Agreement budget. Malor categories of cost in thc Project Agreement that have
been excluded from th2 low est:mzte are research end long term technical
assistance, since these should not be required on an ongoing, annual basis
once project goals have been achieved.

The additional costs associated with activities funded by USAID are
technically thz major recurrent costs to consider for the CCCD project. But
full consideration of the long run financial viability of activities supported
under the project must also take account of costsz of medic.aes and other
supplies provided by UNICEF, that would have to be maintained to keep the
project operating on a regular basis. The low estimate thus also includes
costs attributed to UNICEF in the Project Agreement.

While specific categories of recurrent costs included in the Agreement
have changed with operating experience, totel spending is likely to remain the
same. A low estimate derived from the Agreement should thus provide at least
an egpproximation of the average gnnual recurren’. costs during the life of the
preoject. They may =also serve as a8 low estimate of additional, e&anual
recurrent costs tiiat would have ¢¢ be paid al .-  the project ends.

One of the most important types of cost not included in the low estimate
is salaries of heaith workers and MOH central office support staff. Because
no new positions have been added to the MOH budget by the projeect, it is
appropriatz to exclude these costs for purposes of a minimum estimate of
sdditional costs due to the project. But long tewm viability of the project
will depend on recruiting and funding sufficient staff to manage the program
at the central level and to provide all the CCCD services in the field for an
increasingly lurger population.

For example, under the current situation, it 1is the same heaith workers
that have been responsible for delivering all existing services that have had
to incrvease their level of activity to provide a larger number of children
with vaccinations and with oral rehydration therapy. If “hese health workers
do nnot increase their level of activity, and work longer bhours in the day if
aecessary, they will not be able to treat the same aumber of people for cther
aealth prcblems as they dié, plus provide the increaszd number of CCCD
rervices. Recruiting and paying additional health workers is thus a major
long term issue for the viability of CCCD, as well as of the whole MOH service
delivery system. More detailed 2analysis than time permitted for the
evaluation team is necessary to estimate these longer run costs.

The high estimate is based ¢.. thc mnre deteiled and complete derivation of
costs carried out by Dr. gobert kobertson, at the request of A.I.D./Washington
in 1985. These estimates were developed based on the first year of operation
£ the program, and are not necessarily representative of costs that will
exist at the end of the project. Ccsats by the 2nd of the project will depend
on 8 variety of factors, including tiie numbers of people zctually served by

the CCCT program by then. Nevertheless, they represent the best ngigggga“_

estimate of the full annual recurrent costs of providing CCCD eervices.
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A few comments are necessary to best understand the important implications
of the high estimate. This estimate is a total cost estimate for
immunizatior,, ORT, and diarrheal disease control services in Malawi. The high
estimate is not limited to only the additional recurrent costs of the project,
as ere the low estimates. It iacludes costs of both the level of services
that was already being provided, as well as the increased activity due to the
project. Further, the high estimate includes central office =~upport costs, as
well as the cost of szaluries of health workers, based cn an estimated
percentage of time they spend delivering CCCD services. In oaddition, it
includes operating and salary costs for the PHAM units, as well as for
government wnits. It is appropriate to include costs of the PHAM units since
they are completely integrated in the CCCD project and their participation is
essential to reach the coverayge geals set by the project. Aleo, most of the
costs included in the high estimate for PHAM represent costs to government
since the MOH provides CCCD medicines to PHAM and 95 percent of PHAM manpower
are funde! through the Ministry of Health subsidy to PHAM.

Thus, the MOH would nct have to increase its budget by the full smount of
this estimate to cover the costs of the CCCD project, since it is already
vaying some of this cost. Sufficient information is not available to
determine what proportion of these costs the Ministry and donors are now
funding or what oroportion represent increased activity due to the project.
For this reason, the high estimate must be understood as only an illustration
of the full coste that may have to be paid by the Ministry in the long run.

-~

Ability of the Government to Support Proiect Recurrent Costs

Table 14.2 provides a preliminary measure of the ability of the MOH
recurrent budget to fund the additional costs of the CCCD program. This tabie
shows the average funding levels expected of the MOH during the project, as
estimated in the Project Agreement, and the low and high estimates of the
annual average recurrent costs of the project for the post-project period.
The table compares these CCCD costs with the amount of real increases in the
MOH budget that are available to pay them. The increase in real funding,
after taking account of inflation, is used because this amount represents
funding available tu support increases in service delivery capacity. This is
an important point because, if there were no real increases, then funding
additional costs of CCCD would take money away from other MOH activities.

The estimates guggest ihat the MOH budget shculd be quite adequate during
the life of the project for funding the GOM share required by the Project
Agreement. But, as Table 14.2 shows, the amount of additional funding
availabie to the MOH after paying CLCD costs decreases each year during the

1
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TABLE 14.2. Impact of Government of Malawi Funding for CCCD Project
on Ministry of Health Budget Expenditure,
1984-1988, and i~ the Post Project Period
(Funding amounts in thousands of Kwacha)
Post-Project

Project Period Period
1984/85 1985/86 1986/87 1987/88%* (1988/89+)%
A. Minstry of Health |
budget expenditures
current prices 28,031 36,753 35,201 36,949 24,949
constant 1986 prices 35,858 40,428 35,201 36,949 36,949
% . Amount of annual
real increase in
MOH budget 5,901 4,571 -5,227 1,748 1,748
C. Estimated average
CCCD costs for MOH 981 981 981 981 3,087 to
6,753%%
D. Balance of annual
MOH increase after
paying CCCD 4,920 3,59 -6,208 767 -1,339 to
-5,005%%

* 1587/88 and post-project period calculated in constant 1986 prices. For
1987/88, the estimates assume that the budget will be increased by the average
amount of real increase for the past several years. The budget is assumed to
be held constant, in real terms, for succeeding years.

*x Low to high estimates.

project. “lter paying nearly K1 million ($526,000) for the CCCD project in FY
1984/85, the Ministry had nearly K5 million (3$2.6 million) left for increasing
its capa:ity in other areas. By the last year of the project, FY 1987/88, the
MOH contribution to CCCD under the Project Agreement will absorb more than
half of the projected additional real funding available that y=ar, leaving K
.7 million for other activities. For the current fiscal year, if the total
hudget steys at the level currently authorized, there will be a deficit.
Current MOH estimates of final spending by the end of FY 1986/87, (K40
million) would, however, cover this deficit.

Prospects for the Ministry to pay for maintaining CCCD services in the
ionger run, however, are not promising. The low estimate (K3 million) of
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annual costs during the life of the project is three times higher than the
average annual contribution (K.9 million) expected to be funded by the MOR
budget. The high estimate is almost 7 times higher. As Table 14.2 shows,
paying the annual recurrent costs of CCCD would leave a deficit of K1.3

million ($704,737) under the low estimate and a deficit of X5 million ($2.6

million) under the high cstimate. N

@M,
Most importantly, if the MOH budget had to pay'%&§>reéurrent costs of the
CCCD project now funded by donors, the estimates—indicate that the real
increase available to the MOH would have to double from K1.7 million to K3
million under the low estimate and would have to be nearly 7 times higher
under the high estimate. These projected increases are unlikely in view of
the current assumption in tihe Wational Health Plan that the MOH budget would
be held constant in real terms.

Even if such increases were possible for CCCD services, it would be
necessary to add even higher increases if the Ministry also wanted to maintain
basic services for a larger population and wanted to cover the costs of
expanding other activities it plans to undertake. Given a realistic
assumption about future increases in the MOH budget, the Ministry will face a
choice between using any additional funds for maintaining CCCD services, as

donor funding declines, and using the funds for maintaining or expanding ottler

activities:

= wleo

n/‘ .

Financing Strategies

MOH Plans. The Ministry of Health is well aware of the inability to fund
the recurrent costs of all its efforts to improve and expand the capacity of
the health service deliver; system. The National Health Plan of Malawi for
1986-1995 explicitly proposes a financing strategy with three basic
components: 1) rely on donors to continue to fund a large portion of recurrent
costs; 2) introduce management improvements that can reduce costs and improve
efficiency; and 3) implement cost recovery measures (increase fee revenues)
for a limited number of services.

1. Donor Funding. Reliance on continued donor funding appears to be
~ealistic for the near future, given the support already committed or planned
by UNICEF, the World Bank, and USAID. Each of these donors plans substantial
assistance for the health sector that includes continued surport for
immunization, ORT, and malaria activities through at least the early 1990s.
But it should Pe recognized that each of these donor efforts generate
additional recur.ent costs well in excess of the estimated CCCD costs
discussed here.

The World Bank has reportedly indicated to the MOH that the Ministry will,

be eble to finance recurrent costs that will be generated by its five year $43
million Health II project. UNICEF and USAID are planning a total of
approximately $10 million for assistance to MOH activities through the ecarly
1990s. There was no information available to the team that indicated the MOH

could fund the additional recurrent costs that would be generated by these

%7
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donor activities. Counting on donors for the next 5 years, without other
action to gradually cover costs they will be funding, only serves to postpone
and increase the Ministry's long term financing problem.

2. Cost reduction. The Ministry has recently begun efforts to reduce
costs, principally at the regional hospitals, with assistance from the World
Bank. In addition, the Ministry recently issued an order :hat would restrict
personal use of vehicles to save fuel costs. But information gathered during
site visits suggests that it will be recessary to strengthen and monitor
implementation of these plans.

There is no apparent contrul over field staff requests for additional fuel
for whatever purpose. Many districts have already overspent their allocation
for the current fiscal year in one or another category. Hospital pharmacists
order drugs without a firm basis of estimating actual needs in their district
and it is not known whether hospitals are hoarding drugs that should be made
available to health centers. Further, staff with authority to order goouds and
supplies frequently do so without checking what the budget allocation for
those items is or how much is left for the balance of the year.

This situation continues up to the central level. 1Initial authorizations
from the Ministry <. Finance for the Health budget have been unrealistically
underestimated in recent years. Consequently, the MOH has been overspending
its authorizations with subsequent approval from Finance. ~ Although this
strategy keeps the health system‘runn1hsf*It‘Ic‘ndE“reat§st1c for the long run.

Vo T

3. Cost recovery: fee policy and practice. 1In general, the policy with
respect to fees is that government health services are to be provided free of
charge. There are two exceptions to this policy. The MHinistry officially
requires fees to e charged at the two government regional hospitals for
certain services and medicines. The Ministry recently issued a revised fee
schedule for these hospitals that wag intended to bring in more fee revenues
sand increased esgtimates of this fee revenue were included in the FY 1987
budgec. But information gathered during site visits made by the evaluation
team suggest that the new schedule is not being followed in at least one of
the hospitals. The Ministry apparently did not take adequate steps to explain
or to work out appropriate details with the field level staff to sassure
implementation.

The second exception to the "free care" policy is a one Kwacha ($.50) fee
for a full series of antenatal and maternity (delivery) care. This fee
applies to services provided at all MOH health facilities and the system of
collecting these fees has been well-established and operated. Field evidence
from MOH facilities generally suggesis that most people were able to pay this
fee; those who were not were not charged. One day before the evaluation team
completed its work, however, it learned that the Ministry now intends to drop
this fee.
l/\hd‘

Under current policy, fee revenues from the hospitals and the antenatal
services are returned to the Treasury. In contrast, however, to similar
policies of many Sub-Saharan African countries, the amount of fee revenues is
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credited to the Ministry of Health's budget in Malawi. Fees collected for
health services are thus used directly to support the realth system and the
Ministry has an incentive to collect fees to augment their budget.

Other options. The Ministry's ten year plan does not explicitly consider
the poterntiai for relying more on private sector providers as an additional
option for relieving the government budget of some health costs. The
potential for the largest group of private providers, PHAM, to help in this
regard is probably limited.

For example, under current arrangements, any increase in PHAM staff that
would be necessary to expand their service delivery capacity would have to be
paid for by the Minist of Heal As noted in Chapter 3, the MOH now
provides approximately 54 percént of PHAM's budget to cover salaries of
Malawian personnel, who constitute 95 percent of PHAM staff. Foreign
donations to PHAM units are not likely to increase substantially in the near
future and any increase in fees charged at PHAM units would be likely to
restrict utilization, rather than provide increased revenue for expanding
services.

Another alternative in the private sector is to rely more on private
sector production and distribution of pharmaceuticals. A private firm,
Sterling, already produces and distributes, through small shopkeepers, a
substantial volume of chloroquine, and has begun producing ORS packets. Omne
liter containers, appropriste for use in ORT can also be produced locally.
Careful planning between the MOH and these private producers could establish a
basis for wider availability of medicines and supplies particularly relevant
to the CCCD program without increasing costs to the government.

Recommendations

14.1. Action Plans. The Ministry should begin now to develop action plans,
to be implemented in several phases over the next five years, for Malawian
sources of financing to begin to pay an increasingly larger proportion of

«?

-
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costs for CCCD and other bai.ic health services that donors are now funding. D/

The long run financing scituation is sufficiently serious that it is
important to begin laying a base now for significant cost saving and cost
recovery efforts that go beyond the present focus on only the two réegional
hospitals. New action plans should identify areas of cost savings and cost
recovery in additional area that appear to have the greatest potential and are
most feasible. They should be practical plans on which staff can take action
as soon as possible to lay a base for modification as experience is acquired.

Specifically, these plans should identify amounts and types of cost (e.g.,
medicines, supplies, fuel, salaries) and the sources of funding (e.g., donors,
the MOH budget, fees) for each type of cost. To do this with respect to the
CCCD services, the Ministry will first need to identify better than at present
service delivery and population coverage goals. The Ministry can then

estimate more accurately the cost of implementing program policy. Once better
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cost estimates are available, it will be feasible to identify affordable
service levels, potential for greater efficiency, and target amounts of
funding from various sources.

14.2. Efficiency. The Ministry should concentrate efforts at improving
staff efficiency in the field on ways in which CCCD services are delivered.

Sterilizing and assembling equipment for immunizations, providing the
immunizations, and teaching mothers how to treat diarrhea and dehydration take
eubstantial amounts of time. Both the mothers and children receiving these
services, as well as people seeking other kinds of health services, wait for
hours while these services are provided. Because there are not enough staff
to handle to current workload and because of the time consuming nature of
these services, improvements in efficiency would have a major impact on the
Ministry's ability to reach coverage levels.

Improved efficiency in delivering CCCD services would also help to ensure
that health workers can continue to provide the other basic health services to
the rest of the population. Making better use of existing resources would
also be the first step for appropriate estimates of additional staff needed
before attempting to fund additional positions in the MOH budget.

Funding from the CCCD project is available and should be requested from
USAID to provide technical assistance personnel to work with MOH staff in the
field to develop and implement more efficient service delivery patterns.

14.3. Cost recovery. The team found no evidence that cost recovery studies
or actions had been undertaken with respect to CCCD services, as required in
the Project Agreement. It is USAID's responsibility wunder the Project
Agreement to initiate these actions and they should do this, with full
participation by the MOH in determining the feasibility of fees for these
services.

We do not recommend that the MOH devote effort at this time to studying or
experimenting with fees for immunizations or ORS packets. Evidence in the
field suggests that the travel and waiting time costs for these services are
now very high, such that a cash charge at a Ministry facility is likely to
present a strong disincentive to use.

We do recommend strongly that the Ministry consider charging fees for
chloroquine, for which Jdemand is high. These fees should be explored in
conjunction with introducing fees for other curative medicines (e.g., aspirin)
for which the demand and use are high, which are also available for purchase
in local shops, and for which PHAM charges. Charges for chloroquine at MOH
facilities could be combined with increased efforts to make chloroquine
available at the village level at an affordable price through the private
distribution mechanism.

To be effective, any initiatives for cost recovery in the CCCD program
mist be based on policy decisions that esteblish a general fee principal for

! all services the MOH provides. The Ministry needs to establish a fee policy

WA
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that takes into account equity, as well as the incentives and disincentives it
wants to establish for use of preventive compared with curative services, at
what levels (e.g., hospitals, rural health centers, villages) of the health
system, and from which providers (government, PHAM, traditional practitioners,
shop keepers).

Not enough is currently known about the effect of the present fee systems

/;n the public, private, and traditional sectors; about how many people are

, paying what amounts at PHAM facilities; or about the extent to which fee

revenues for a variety of services could cover the costs of health services in

, the public sector. For example, people who live nearer PHAM facilities where

, they have to pay for services may be considered disadvantaged compared with

) those who live near government facilities where services are free. Yet

UAQ/‘ evidence_in the field indicates that pecple often bypass nearer government
:'7 facilities and travel longer distances to receive services at PHAM facilities.

9] It is clear that people are now paying for hedlth services in the public,
private, and traditional sectors. All health facilities in Malawi now charge
fees for some services. There is little reason that people able to pay a
variety of fees at PHAM facilities should not also be askeéd to do so at
government health facilities. These considerations suggest the importance of
further data collection and analysis for the purpose of developing plans soon
to assure greater equity and to make better use of the potential of revenue
generation from fees. 1If such steps are taken now, the government will have
greater assurance that it can fulfill its goals for health service delivery
and improving the health status of the people of Malawi.

Funding from the CCCD project, as well as from A.I.D.'s REACH project, is
available and should be requested from USAID to provide assistance with
carrying out this recommendation. This assistance can include development of
appropriate cost estimates; feasibility studies; analyses of people's
willingness and ability to pay for different kinds of services and medicines;
development of means to assure equity; analysis of the impact on utilization
of fees at PHAM facilities, compared with free services at government
facilities; estimates of revenue raising potential under various options; and
assistance in coordinating prices with the private sector.

N
——
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ANNEX A. Evaluation Scope of Work

Objectives of Evaluation

1. To evaluate CCCD activities in Malawi through systematic collection
and analysis of data on CCCD management and op=rations &%t the central,
regional, and peripheral levels.

2. To measure the extent to which CCCD activities have been integrated
into the existing primary health care structure.

3. To offer a series of recommendations to impress the expansion and
delivery of CCCD services (including training, health education, and health
information system developments) and to accelerate their integration into the
primary health care delivery structure given ever present resource constraints.

Methods of Evaluation

A. Study relevant reference statements at central and regional lcvels.

B. Visit selected service delivery units and other health institutions
in rural and urban areas of a representative number of regions of the country.

C. Review survey data.

D. Interview relevant project implementing agents.

Evaluation Components

1. Project Planning, Administration, and Management [Report Section 5]
a. Review the CCCD assessment and evaluate its adequacy as the
basic planning document for the CCCD project in the respective countries.
t. Review the development of plans of operation ané¢ the adequacy of
those plans to govern and support field activities.
c. Describe and review the capacity of government management and

administrative structure to manage and eaiminister a regional program
incorporating immunization, ORT, and malaria treatment.

d. Review the AID, CDC administration and support to the project
and adequacy of procedures established for project support.

e. Review country project executive management structure and
functions with particular emphasis on relevant CCCD project and executive
committees.
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2. Project Support [Report Section 2]}

a. Review epidemiologic and health services statistics in order to
determine if the CCCD project has exerted an influence on lowering morbidity,
mortality, or increasing the availability or quality of primary heualth care
gservices in the respective country.

b. Review the adequacy of information systems current and planned
to provide data necessary to determine project impact.

3. Program Operation [Report Section 2]
a. Review the delivery system (current and proposed) to be utilized
to delivery CCCD services.
b. Review the following operational aspects of the delivery

system--supervision, logistics and supply, communications, personnel toverage,
control of funds and supplies.

c. Review the distribution of delivery points of CCCD services.
d. Review staffing distribution to delivering CCCD services.
4, Interventions
a. EPI__Program__Components [Report Section 6]. (1) analyze

geographic coverage of delivery systems and characterize the system; (2)
review immunization policies and schedules; (3) review frequency of
vaccination schedules; (4) review coverage of immunizations and review
immunization practices with special emphasis on sterilization of equipment,
immunizing ill children, and frequency of immunization clinics.

b. ORT __ Program _Components [Report Section 7]}. (1) analyze
geographic coverage of oral rehydration therapy delivery system and
characterize the delivery system; (2) review national ORT policy; (3) review
population coverage of ORT; (4) review ORT practices with special emphasis on
continuing use of 1.V., adequacy and frequency of use of ORS, and adequacy of
public information regarding ORS.

c. Malaria [Report Section 8). (1) anelyze geographic coverage of
delivery system and characterize the system; (2) review national malaria
treatment and antimalarial chemoprophylaxis policies; (3) review population
coverage of malaria treatments; and (4) review malaria treatment and
chemoprophylaxis practices with particular emphasis on availability of
Chloroquine, adherence to national policies, and frequency of antimalarial
chemoprophylaxis in pregnant women.

4. Procurement, Distribution, and Quality Control of ORS and other
Commodities [Report Section 4}

Review drug acquisition and distribution;

Review cold chain performance;

Review vaccine distribution system;

Review local ORS production;

Review acquisiticn and distribution of other supplies.

[ - S - g

5. Strategies
a. Training [Report Section 9). (1) Review types and magnitude of
training provided; (2) review training materials developed; (3) review numbers
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and types of personnel trained and evaluation of their performance; and (4)
review training plan for remainder o¢f project.

b. Target Disease Surveillance and Medical Information System
[Report Section 10]. (1) Review baseline surveys--morbidity and mortality;
(2) review current reporting and report-keeping systems; (3) review plan for
modification of present system to provide accurate M and M data and

utilization data; and (4) review health information system activities proposed
for remainder of project.

¢. Health Education [Report Section 11)]. (1) Review the current
health education structure, plan of execution and activities to date; {2)
review staffing and institutional capacity for delivering health education
services; and (3) review the adequacy of technical assistance provided for
support to health education activities.

6. Financing [Report Sections 3 and 14])

a. Review sources and amount of funding for current program
activities;

b. Review government's normal budget and auto-financing;

c. Review USAID bilateral funds, regional funds, and counterpart
funds;

d. Review future financing of recurrent cost estimates and country

project ability to finance recurrent costs in 1986, 1987, and 1988 from
government; and

e. Review country fee-for-services systems.

7. Program Costs [Report Sections 3 and 14]

a. Review cost for immunization given, cost per fully immunized
child, and cost per pregnant woman immunized;

b. Review ORT cost per ORT given, and cost per child covered per
year; and

c. Review antimalarial treatment and chemoprcphylaxis average cost

per antimalarial treatment provided, cost per child covered per year, and cost
per pregnant woman covered per period of gestation.
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ANNEX B. List of People Contacted and Field Visits

Malawi-——Ministry of Health"

Headgquarters

B. L. Walker, Principal Secretary

Dr. Ntaba, Chief Medical Officer

Dr. J. Lungu, Deputy Chief Medical Cfficer

Dr. Jean Kalilani, Deputy Chief Medical Officer; CCCD Project Coordinator
Dr. A. R. Msashi, Assistant Medical Officer--MCH
John Chickakuda, EP1 Coordinator

Stanley Jere, Director of MCH

Mr. Mandambwe, CDD

Dr. M. Mbvundula, CDD

S. M. Mtilatila, Health Education Officer

G. Namanja, Health Education

Yohani Niasulu, Chief Health Coordinator

Dr. J. Wirema, Maleria

Mr. Zgambo, Chief Accountant

Field Facilities

Southern Region
Brenda Keller, Peace Corps Volunteer

J. Msowoya, Deputy Health Iaspector
Mrs. Nkhunga, MCH Coordinator

Shawn Olsen, Peace Corps Volunteer

Mr. S. Washoni, Regional EPI Supervisor

Facilities:
Chickwawa District Hospital
Mangochi District Hospital
Malindi Hospital (PHAM)
Nchalo Hospital (PHAM)
Ndirande Health Center
Ngaho Rural Hospital
South Lunzu Health Center
Queen Elizabeth Central Hospital

Central Region
A. W. C. Munyinbiri, Regional Health Imspector

Mr. Makoka, Cold Chain Manager
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Facilities:
Chipoka Health Center
Kamuzu Central Hospital
Kasungu District Hospital
Khombedza Health Center
Madisi Hospital (PHAM)
Mponela Hospital (Rural)
Mua Hospital (PHAM)
Nathenje Health Center
Salima New Hospital
Salima 014 Hespital

Northern Region

§dr. Dauod, Cold Chain Coordinator

E. P. Jumula, Deputy Regional Health Inspector
Mrs. Katambo, Regional Nursing Officer
Katherine HMzembe, Regional Public health Nurse

Facilities:
Bolero Health Center
Jenda Health Center
Mzimba District Hospital
Mzuzu Health Center
Nkhiata Bay District Hospital
Bumphi District Hospital
St. John's Hospital (PHAM)

Malawi--USAID and Centers for Disease Control

Charles Gurney, Health Officer, USAID/Malawi

Reggie Hawkins, CCCD Technical Officer, Centers for Disease Control
David Heyman, CCCD Regional Epidemiologist, Centers for Disease Control
John Hicks, Mission Director, USAID/Malawi

Charles O'Rare, Financial Officer, USAID/Malawi

Malawi—--Other Organizations

Claudette Bailey, Howard University

Michael Culp, Country Director, Peace Corps

S. N. Darfour, Family Health, WHO

Cooper Dawson, Country Representative, UNICEF

Debra Helitzer-Allen, Acadery for Educational Development

Mr. Joe, Health Education, WHO

Mr. Katunda, PHC Coordinator, Private Hospital Association of Malawi
Mrs. Mzoi, MCH Coordinator, Private Hospital Association of Malawi
Ramesh M. Shrestha, Project Officer, UNICEF

Dr. S. H. Siwale, Representative, WHO
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Mr. Tamandu, Statistician, WHO
Mr. Zgambo, Executive Director, Private Hospital Association of Malawi

U.s.

Andy Agle, CDC/Atlanta

Vincent Brown, CDC Consultant

Lillian Gibbons, DrPH, Westinghouse Health Systems
Mary Harvey, Westinghouse Health Systems
T. Stephen Jones, CDC/Atlanta

Maryanne Neill, CDC/Rwanda

Dennis Olsen, CDC/Atlanta

Kathleen A. Parker, CDC/Atlanta

Wendy L. Roseberry, AID/Washington

Jean Roy, CDC/Atlanta

Anne Voight, CDC/Atlanta

Ron Waldman, CDC/Atlanta

Jason Weisfeld, CDC/Atlanta
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ANNEX C. List of Documents Consulted

Agency for International Development. (1981) Combatting Childhood Communi--
cable Diseazses (CCCD) Project (698~0421i). Project Authorization Document,
9/15/81.

. (1984) Country Development Strategy Statemeni, Fiscal

Year 1986. WwWashington, D.C.

(1984) Project Grant Agreement between the Government of

Malawi and the Government of the United States of America for Combatting

Childhood Communicable Diseases in Malawi. A.I.D. Project No. 698-0421-12.

Lilongwz, Malawi.

(1985) Combatting Childhcod Communicable Diseases (CCCD).
Government of Malawi. First Year Program Review, by Wendy Roseberry and
Dennis Nlsen and Ministry of Health Staff, CCCD Project. June 24-28,

1985.

(1986) Africa Bureau Response to the Draft Audit Report
of the Combatting Childhood Ccmmunicable Disease Project (6980421) Audit
Beport 7-698-86. Cable dated 25 September 1986.

(1986) Annual Budget Submizcsion, Fiscal Year 1988,
Malawi. Washington, D.C.

(1986) Combatting Childhood Communicable Disease Project
Ho. 698-0421.12. Internal Budget Adjustments, PIL Number 9. August 11,
1986. Memorandum from USAID Mission Director to Secretary cf Treasury,
Government of Malawi. ULilongwe, Malawi.

(1986) The Malawi Economic Policy Reform Program. Wash-

ington, D.C.

Agency for International Development and Centers for Discase Control. (1985)
Combatting Childhood Communicable Diseases. Quarterly Reports, Jen-Mar
1985 and April-June 1985,

(1986) Audit of Combatting Childhood Communicable

Diseases Project (Project Number 6$98--0421). Audit Report Humber 7-698-86.

Memorandum from Competillo to Edelman, July 23, 1986.

. (1986) Combatting Childhood Communicable Diseases, 1985
Annual Report. Africa Regional Project (698-0421)

Asiat, Dereje. (1985) Some Observations on the Malawi Regional Evaluation of
Immunization Coverage. August 15-20, 198.. Lilongwe: UNICEF.

Centers for Disease Control. (1985) Family Foundation Survey Results
Discussions with Dr. Shea Rutston and Mr. Zamaere. Memorandum for the
Record, Field Epidemiologist, East and Southern Africa. October 18, 1985.

(1985) Foreign Trip Report. Memorandum from

Acting Director, E & R, IHPO, CDC, to Director, CDC. October 31, 1985.

(1985) 1Inpatient Malawi, Diarrheal Diseases and Measles,

Kamuzu Central Hospital Pediatrics Ward (Children Under 5). Lilongwe,

Malawi, 1981-1985. HMemorardum fcr the Record. Field Epidemiologist,

East and Southern Africa. HNovember 21, 1985.




-96-

. (1985) HMalaria/diar~heal Diseases Questions in 1985
Malawi EPI Survey. Memorandum for the Record. Field Epidemiologist, East
and Southern Africa. November 8, 1985.

- . (1985) Measles Immunization Coverage and Suryeillance,
Malawi, 1978-1984. Memorandum for the Record, Field Epidemiologist, East
and Southern Africa. November 9, 1985.

— . (1985) HMonthly Repovt No. 19. From Field Epidemiologist,
East and Southern Africa, to Director, Evaluation and Research, IHPO, <DC,
November 1, 1985.

. ‘1985) Reported Malaria, National Health Information

System, Maslawi, 1978-1983. Memorandum for the Record. Field Epidemio-

logist, East and Southern Africa, June 27, 1985.

. (1986) Chemoprophylaxis in Pregnancy Trials, Lilongwe,

October 1985-April 1986. Memorandum for the Record. Field Epidemio-

logist, East and Southern Africa, June 12, 1986.

. (1986) Chloroquine Resistance by Age Group. Memorandum

for the Record, Field Epidemiologist, East and Southern Africa. June 16,

1986.

. (1986) Evaluation of Clinical Officer's Presumptive Diag-
nosis of Malaria. Hemorandum for the Record, Field Epidemiologist, Eazt
and Southern Africa. May 12, 1986,

(1986) Malaria Chemoprophylaxis among Pregnant Women,
Malawi. Memorandum for the Record, Field Epidemiologist, East and South-
ern Africa. May 9, 1986

(1986) Priorities for Evaluation and Research

Divisicn. Memorandum from E & R Director, IHPO, to Director, IHPO, March
10, 1986. Atlanta, Georgia.

£1986) Quinine Treatment Trials, Lilongwe, 1986. Memo-
random for the Record, Fieid Epidemiologist, East and Southern Africs,
June 20, 1986.

(1986) Report Malaria, National “ealth Informa‘ion System
Malawi, 1978-1983. HMemorandum for the Record. Field Epidemioslogist, East
and Southern Africa, June 27, 1985.

Chang, Jack, and Ned Viallace. (1986) Child Survival Project Health Informa-
tion System. Adventist Development and Relief Agency--Malawi. <JConsultant
Report Submitted to PRITECH, USAID, ADRA, August 1986.

HealthCom. (1986) HealthCom Draft Implementation Plan, Malawi, 1986-1988.
Lilongwe, Malawi: Academy for Educational Development.

International Science and Technology Institute, Inc. (1385) Third Annual
Evaluation of Combatting Childhood Communicable Diseases (CCCD) Project
(698-0421) in Atlenta, Georgia. Prepared for AID/Washington. Contract
No. PDC-0000-I-21-3083.

(1986) Fourth Annual (Second External) Evaluation of
Combatting Childhood Communicable Diseases (CCCD) Project (698-0421) in
Africa. Prepared for AID/Washington. Contract No. PDC-1406-I-09-
4068-00). Washington, D.C.

Johns Hopkins University. (1986) Immunizing the World's Children. Population
Reports, Series L, Mumber 5, March-Apcil 1986.

Michaels, Brad. (No date) Health Information in Malawi: A Review and
Preliminary Evaluation. First Draft.
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Republic of Malawi. (1986) Approved Estimates of Expenditure on Revenue
Account for the Financial Year 1986/87. Replacement for Budget Document
No. 1. Zomba, Malawi: Government Printer.

(1986) Economic Report, 1986. Budget Document No. 4.

Zomba, Malawi: Government Printer.

(1986) Estimates of Expenditure on Development Account
for the Financial Year 1986/87, as laid before Parliament on 21st March,
1986. Budget Document No. 2. Zomba, Malawi: Government Printer.

Republic of Malawi, Ministry of Health. (1983) CHSU. Malawi Epidemiological
Quarterly, #o. 3, July 1983.

(1983) sStatistical Reference Tables, 1982. Lilongwe.

(1984) Statistical Reference Tables, 1983. Lilongwe.

(1984) Medical Facilities in Malawi by District, Decem-

ber 1983,

(1985) Control of Diarrheal Diseases. Malawi Epidemio-
logical Quarterly, No. 1:3, January 1985.

(1985) Expanded Programme on Imrunization. Malawi Epi-
demiological Quarterly, No. 1:1, January 1985.

(1985) Malaria Control Programme. Malawi Epidemiologi-
cal Quarterly, No 1:2, January 198S.

(1986) Malawi Expanded Programme on Immunization: Five
Year Implementation Plan, 1985-1989. Lilongwe, Malawi.

(1986) Malawi Guide for Management of Malaria. Updated
July 1986. Lilongwe, Malawi.

(1986) Malawi National Control of Diarrheal Disease
Programme, Five Year Implementation Plar, 1985-1989. Lilongwe.

(1986) Malawi National Malaria Control Programme: Five
Year Implementation Plan, 1985-1989. Lilongwe, Malawi.

(1986) The Mational Health Plan of Malawi, 1986-1995.

Lilongwe, Malawi.

(1986) National Health Plan and Primary Health Care Work-
shop for Principal Secretaries, held at Capital Hotel, Lilongwe, 18th-19th
April 1986. Lilongwe, Malawi.

Republic of Malawi, Ministry of Health, and UNICEF. (1986) EPI/MCH Plan of
Operations, 1986-1989.

Republic of Malawi, Ministry of Health, UNICEF, and WHO. (1985) Report of
the Joint Programme Review, Maternal and Child Health, Expanded Programme
of Immunization, and other Elements of Primary Health Care, 10-31 August
1984,

Republic of Malawi, Ministry of Health, and Management Sciences for Health.
(1984) The Economics and Finance of the Health Sector. Prepared by Ann
Mills. Technical Document D-1.

_ (1984) Health Sector Analysis and Emergency Programming
Strategies in the Health Sector. A Hinistry of Health Working Document.
(1984) Ministry of Health Resource Analysis, 1984-1985.

Technical Notes on Cost Cszlculations. Technical Document D-4.
(1984) The Potential for Income Generation and Cost
Saving in the Ministry of Health. Technical Document D-2.

Republic of Malawi, Ministry of Health, USAID/Malawi, and Centers for Disease
Control. (1983) Country Assessment: Combatting Childhood Communicable
Diseases, Republic of Malawi. August 29 to September 13, 1983.
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Robertson, Robert. (1685) Cost of the Combatting Childhood Communicable
Diseases (CCCD) Project in Malawi, 1984-1985. Final Report. Serinmber,
1985. Bethesda, Maryland: University Research Corporation.

Shafa, E. 0. (1985) Evaluation of National Immunization Coverage, Xalawi.
August 1985. Geneva: World Health Organization.

UNICEF. (1986) Annuel Report for Malawi, 1986. (Draft) Lilongwe, Malawi.

Westinghouse, Institute for Resource Development. (1986) External Evaluation
of Combatting Childhood Communicable Diseases (CCCD) in Swaziland. Septem-
ber 1986. A.I.D. Contract PDC-1406-1I-00-4062. Work Order No. 15.

World Bank. (1986) Malawi Population Sector Review.

(1986) Staff Appraisal Report, Malawi Family Health
Project, June 1986.

World Health Organization. (1986) Country Profile (Health), Republic of
Malawi. Lilongwe, Malawi.

(1986) Expanded Programme on Immunizations. Evaluation
and Monitoring of National Immunization Programs . WHO/EPI/GEN/86/4.

(No Author). Expanded Programme on Immunization: Measles Surveillance
Methodology, Malawi. Weekly Epidemiological Record, Mo. 25-20, June 1985.

(No Author). A Joint Evaluation on the Expanded Programme on Immunization,
Malawi. September 20 to October 8, 1982.
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ANNEX D. STATISTICAL DATA

FIGURE D.1. Map of District Boundaries and Road, Malawi
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Expanded Program on Immunization, Malawi
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MALA W |____ORAL REHYDRATION THERAPY TRAINING CENTRES, 1385
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MALAW]

TANZANIA

12 SITES SELECTED FOR NATIONAL
SYSTEM OF SENTINEL SURVEILLANCE
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