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nE1.=tJTIVE SUItIURY

This report provides findings from a Second Year Ivaluation 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 stu4ies under contract with Westinghouse Health
Systems in Washington, D.C., at the Centers for Disease Control in Atlanta,
Georgia, and in Halawi. 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 fa~ and to identify problem areas 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 serviees 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 governIllents are encouraged to
coordinate donor and local support for t.hese services under the CCCD Project
to ensure the greatest possible benefit is derived from tbe 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 a Technical Officer to be resident in-country and
provides back-up support and technical resources as needed during Project
implementation.

Environment and Situation Affecting CCCD Project

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

Health status and health services situation [Section 2]. Over one-third
of the children in Malawi died before their fifth birthday in 198~.

Fifty- ·seven perccmt (571.) of all recorded deaths in Malawi are chil4!ren under
five years old. Yet, children under-five account for less than 2M. of the
population. Health services are provided through public and private
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or,anizations and individuals. A high priority is given to implementing a
basic health services plan for primary health care (PHC) tbroughout. the
count.ry. The CCCD Project. began work in July 1984 with arrival of t.he
t.cbnical Officer. ~e first two years of project act.ivity bave seen
considerable progress with many improve- ments in service delivery being
accomplished. It. in not possible at this stage of the project to demonstrate
Whet.her or not. t.he CCCD Project. bas exerted an influence on lowering mo~bidity

or mortalit.y in the under-five age group. It is not possible also to
det.ermine the degree to which plans are being achieved in improving coverage
under CCCD due to a lack of time-phased plans and schedules f~r the Project.

Project Financing Situation [Section 3]. Punding for the public sector
in lIalawi comes from government.-funded budget.s and from foreign assistance.
the economic sit.uation in Halawi affects the degree to which government or
private individuals can sustain or increase fun""ins to cover health services
costs. The per capita income in Malawi is reported by the World Bank to be
'180, and the Government of Itl&lawi does not expect the amount to increase
significantly in real t.erms during the coming five years. The Hational Health
Plan for 1986-1995 assumes no real growth in HOH budgets for the first five
years, 1986-1991. The Government. devoted 6 to 1 percent. of its tot.al
operating budset. to the health sector in recent years. 0

The CCCD Project. Agreement. provides for total project. funding of '1.4
million (K14 in 1986 prices) for the period July 1984 to March 31, 1988.
project fundi~g estimates that 43 percent of t.he total funding would be used
for medicines (vaccines, oas packets, and chloroquine). S~ending during the
first year of implementation was lower than planned, but since June 1985
funding commitments have increased substant.ially.

~nree prificipal finAncing problems have emerged in the first two years
of the ceCD Project: (1) the HOH has not met the requirement to submit annual
budget plans, beginning in April 1985; (2) USAID and the HOH 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 I \
USAID/Halawi and the Ministry of D~alth.

Commodity Procurement. Dist.ribution and Quality Control Situation
[Section 4]. Three supply networks provide materials for CCCD services: (1)
antimalarial drug distributi~n system through the Central Hedical Stores; (2)
ORB distribution system through a UHICEF-4evelope~ HCH 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 consolidat.ing and rationalizing these logist.ical
arrangements throughout the country. The HOH stores system is being augmented
through construction of regional and national storehouses and the /
strengthening of the materials control and inventory syst.ems. At. this time, Yv
there are severe weaknesses in ordering, inventory control, distribution, cold
chain, and bacterial sterilization arrangements involving the the CCCD
services.
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Proiect Planning. Administration. and HanaRement (Section 5]

The eeeD Project in Malawi was designed during a country assessment
conducted in late 1983 jointly by the IIOH, USAID, the Centers for,' Oi~ease

Control. 'the assessment report setI out the goals and objectivel to be
followed in implementill& .the project. 'the plena of operation available at /
present for the Project are only of limited scope, and~over-All~~ional ~

plan ie_~_@.i.n&.K~red to ..u~~ Pro~~L.!~t!!1tj.es,.--The Government of Halawi
bas an extensive set of le£vices but is very limited in the number of
perlonnel available to manage the health le£vices programs. These limitations
of .taff have had some effect on the capacity of the KOH to implement the eCCD
sorvicea. The U.S.-related agencies and contractor organizations are directed
by the resident Technical Officer in Lilongwe. The Technical Officer has
established a workable arral\&91Mmt for managing the resourc,.s required for
technical assiltance. The USAID/llalawi Health Officer and related perlonnel
of the Mission have developed a capacity to manage tb~ financial, procurement,
and personnel aspects of the Project which are under the responsibility of
A.I.D. The backstopping arrangement for the Centers fOl' Disease Control in
Atlanta is working well. The Malawian Project executive managament depends on
a group of coordin~tors assigned to p~~ticipate in CCCD and also several other
projects in the KOH.

Bote: Recommendations are provided at the conclusion of each report
section, beginning with Section 5, concerning project management and
administration. All recommendations are numbered to IIhow the rEJport section
in which they are presented. For· example, aecommendation 5.2 is the second
recommendation in Section 5.

o )ecommendations:

5.1. Provide for preparation of a project-wide plan and schedule of
tasks, responsibilities, and resource inputl (Which are needed in
addition to the national plans for BPI, CDD~ and malaria control, .iI
diseu••ed in the ne~t ••ction).

5.2. Continue to &ncourage active donor coordin£tion.

5.3. Establish a clear, written process for budget and plan pubmissions
from the IlOH to A. I. D.; 4if.n4

5.". Hake further progress in the development of aetic'"s ~egardins cost
recovery provisions of the Project A&re~nt.

ceCD Proiect Interventions

Project Intervention for Expanded Program of Immunizations (Section 6].
!he national expanded pro&ram of immunization (EPI) bas been in operation
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aince 1973. All of the ~lawi ~PI program ia integratea into the ~ternal and
~hild health and primary bealt.h cI.!:"e (HCR/PRC) network cf serv).ces. Services
are provided throuth both IlOH aud Private Hos"it,al Association of Malawi
(PHAII) facilities, 8S well as through regullir outreaeh elinics. A national
five-year plan for EPI was published for the years 1~B5-19S9.

o Recommendations:

6.1. Weedles 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 in~truments;

6.3. Plans should be accelsr-ated to study the high rate of measles
cases under 1y~~r. of age and high rate of measles cases among vacCi~

. - - --- ..- -------
6.4. A new strategy ;,S recommen/Se" to be initiated to accelerate
vaccination coverage, such as through des~,&na~ion of a special one-time
Vaccination Day country-wide;

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

6.6. Discontinue use of vaccination log books.

l
Project Intervention for Oral Rehydration 'fhetrapy [Section 71. The l\'

control of diarrheal diseases through use of oral r.ehydretion therapy has made ~

,reat progress during the past two years. A national plan for control of
diarrheal diseases was published for the years 1985-1g89. Oral rehydration is
now used in all bospital~ and is taught on an outpatient basis in all units of
the Hinistry of Health. The mothers are encouraged to use local fluids for
treatment of dehydration in the home, but OBS pac~ets are not 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 ?
b~f~le top as a measuring device.

o Recommendations:

7.1. Supply lit"r containers to all. ORT units ana tea-:b mot.hers to
prepare'-oaS-packe-fs-(t;-~nds-oritraining) instaad of SSS;

7.2. Train village health workers to prepare oas and provide ~hem with
liter containers and oas packets; and

"'7.3. Hake OBS packets and liter .:ontainers available to ct.ommunities
through private shops.

----.-
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Project Intervention for Kalaria Treatment (Section ~l. Halaria deot~~

in ~hildren under five years of age more than doubled from 297 deaths reported
bl ~ospitals in 1980 to 7~1 in 1983. Plasmodium falciparum is r.co&ni~ed to
be ~hloroquine resistant i\'? HQlawi. SinC'" 198.4, the Bationsl MalariA Contt'ol
Vomm1ttee has been reactivated to develop policy concerning 1!.alat"ia control
activities. Bumerous studies bave been conducted in Halawi conc~rning

enloroquine resistance and various problems associated with prophylaxis. A
five-Y&At' Kalaria Plan for 1986-1989 has, l:,t an publisbed.

g RecommAndations:

8.1. Technical 8ssistanc~ should be sought to reeclve the present
probl~ms with stock ruptures for antimalarials and ether supplies;

8.2. InereasQd public aw&ren~ss is needed of malaria treatment
schu~ules through distribution of pnsters; and

8.3. Second-line antimalarial drugs "hould be made available to all
hospitals through C~ntral Hedical Stor~s.

CCCD Project Strategies

Training strategy [Section 91. A wide variety of training arrangements
is used in Malawi for both preservice and ~~nserviee training programs. A
Ibertage of personnel lilt all levels of tbeKOH makes it necesllary to double-up
training and supervisory responsibilities i~ the same individuals. The .".~
arrangement is not slW1lys successful in achieving either good supervision or ~

good training. Permanent training premises- are-now 'being "prepared-- for priur-y
hea1lllcare personnel with one unit being built in each nation&l reginn.

o Reco~ndations:

9.1. A CCCD training plan, including provi~ion for systematic
assessment of trainees~ performance, is needed to guide rroject inputs
(a recommendati~n Which was made also in the 1985 CCCD Internal Project
Review) ; --"

9.2. Additional empbasis is needed in all CCCD training on use tlf
experient\al learning in the HOB programs; and

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

Disease Surveillance and Healtb Information SYstem Strategy [Section
10). The health information systems of the IIOH are being developed on an
int2gratet1 basis, with the Health Statistics !!lilt. as the focus fo:
coordinating efforto in eacb section of the HOY. Both routine reporting and
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rampl. surveys are conducted to develop statistical 8et"i~1 and calibrate the
"'lu~em9nt procedures Deing used. A special sentinel surveillance system was
utablished in all Cistrlcts in 198~. 'EVelve b-aalth facilil;.les are
plrticlpatifll I'll an int.riot' sentin~l surveillance system t.broughout nalawi.
Durln& the pa~t two ,nars &n~ witb participation of the c::~ Project, the MSU
hi. 4.v.lop.~ a computerized data atora,. and an~ly~is ca~abillty for pro&ram
.-n.qement t:n,formation.

~ecommendat~9ns:

10.1. Inpatient informati.on on mea51es and pe("tuBsi!.. eases and deaths
should be collected b~' ase of vaccination al. date of onset of disease
in one hospital for each re&ion.

10.2. Routine vaccinaU.on coverale Burvefa 8hould be conducted. at
most, every two years rather than a~lally.

10.3. Cl"lssificatiort of neonatal tetanus should be included in the
disease reportin& system when revision is made;

""-\
\

A ~hief statistician should be a~loyed by the HOH.

10.4.

10.5.

A polio lameness 8urvey should be condueted in 1987. and

/ -
Health Education Strategy [Section 11]. The health education activities

in Malawi come under the res~onsibility of a health education section, Which
includes staff e.t t:'1e ItOH heAdquart.ers. The Healt.b EducatiGn Unit 'nas
preGent.ec:. the MOM with , pt:'oposal t.o establish for the first time a health
adueation cadre within the clyil sertJice of Malawi. A proposal is also beins
considered to centralize all media producti\;;'\ activities of the ,overnment,
including those required by the noH, in a newly cr~ated Communications
Development C0nter. Such a cent.ec would bave the benefit of p~Qvidin& strong,
highly qualified specialists who eould be utiliz~d by any ~a~t of the
lovernment requirin; their services. 'the propoaal bas the drawback that the
lIOK might not--as frequently hap;»ens in the petting of government
priorities--rate sufficient leverage amongst other goverT~nt agencies to get ~
the quick reSfonse and specialized attention that its p~ograms often require.
under CCCD, a major effort in mass ~cUa studies and production is beins
conducted \Ising per-sonnel and resources tt"om the UeslthCom Project of A.l.D.
A series of' fotT.'p.tive research studies is pllinneci in the areas of CDD and
mah.l'ia treatment to determine the types and approaches to health-related V
messages which will be most effective for use in maDS media campaigns.

o Recommendations:

11.1. There should be an intensivB study of the role and range of
activities best &luited for the health education unit, 4:onoi4er111& the
availability of resources to support its staff and operations,
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11.2. The HealtbCom P.;:'oject contractor. in cooperation with the HEU.
sbould prepare tbe ~QCD~ealth-Educatian Work Plan. for adoption by the ~
IiOH and USAl.~._b~_ mi~~~~~_~_1986 ; ')

11.3. The three ne'A regional heal~h inspectors appointe/' as bealth
educators sbould 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 ensur0 donor support is devoted to the
most needed areas of tbe Health Education Unit. once the reconsideration
of the HEU role is completed.

Operations Researcb strategy Section 12]. The operations research
activities of the HOM under CCCD have been extensive and of excellent
quality. Most of the emphasis to date has been on basic questions of CCCD
arrangements, including studi!! of ch~9rQquine , -r.esis.t.anc~~

knowledge-attitudes-practices related to control of diarrheal diseases, and
development of approilches to malaria treat.ment of specialized populations.
Half of the 12 studies undertaken have been completed and results of the
studies have been used to update public health policies and practices.

110 reeormnenda.;.l.,ons were made concerning operati.ons research.

Future Development and Schedule of CCCD Project (Section 13]

The present expiration of the CCCD Project ira Malawi is Karch 31. 1988.
~-

o Recommendation:
-

13.1. It is reeommendpd to A.I.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 bilateral funding
levels for Project activities should continu-e as presen.tly budgeted,
with additional resional funds being made available as needed to
continue the support of technical officer. locally-hired staff members,
and their transpo'..:'tl:ltion, local services, and other support costs. until
Project close-out.

The USAID/Halawi and the IIOH have requested an additional '900.000 in
funding for CCCD/Malawi from the Child Survival Fund of A.I.D. The additional
funds would k used for: el) training of health aerviees providers; (2)
community ,health motivation. (3) operations resear~h; and (4) multi-purpose
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\ '\vebicles. The team is not fully pursuaded that the additionat funding is
necessary. when considering funding from all donor sources, nor that the
proposed activities fall withLn current KOH planning and management capacity.

o Recommendation:

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

Phase One.
Recommended scope of funding: The 10c8,1 and off-shore cotMnOdity
purchase elements, including the proposed additional vehicles Which
will probably require an extended period of time to ,et
iii-country.
Recommended conditions: Assurance that no additional mans&ament
burden will be added by implementation of the work elements.

Pha3LlWo..t.-)
Recommended scope of funding: Other requested elements not in
Phase One would be included but with implementation delayed until
fiacel years 1989-1990. The final fomulation 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 outsi~0 other
available funding are covered.
Recommended conditions: Assurance that: (1) no duplication of
resources would occur and t'le main gaps in other funding sources
are being covered, and (2) the KOH p~licy studies concerning
extension of village-level services show that tecbnical 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, equipment and supplies
necessary to deliver the services each year. These regular, annual costs also
include short, in-service training necessary to maintain the skills of health
workers. The focus on recurrent eosts for purpos,=,s of evaluating financial
viability of a project is usually on the incremental, or additional, recurrent
costs due to the project activity.

Given data cQnstraints 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 par fully
immunized child or costs per ORT given and per child covered per year, for the
Kalawi CCCD Project. Heither accurate cost data, nor appropriate current or
planned coverage data, is available for that purpose. But it is possible to
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present preliminary estimates that can be used for a high and low range of the
annual recurrent costs. The total of the high estimate, 16.7 (US$3.6
million), is twice that of the low estimate, 13 million (US$1.6 million).

The high estimate is a total eost estimate for itm'Unization, ORT, and
diarrheal disease control services in lIalawi. The high estimate is not
limited to only the additional recurrent costs of the Project, as are the low
estimates. It 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 1I0H budget should be quite ar1equate
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 MOH

Iafter paying eeeD costs decreases each year during the Project. Prospects for
the Ministry to pay for maintaining eeeD services in the longer run. however
are not promising. If the HOH budget had to pay all recurrent costs of the
eeCD Project services now funded by donors, the estimates indicate that the
real incre,Qse available to the HOH would have to double from Xl.7 million to
X3 million under the low estimate and would bave to be nearly 7 times higher
under the high estimate. The projected increases are unlikely in view of the
current assumption in the Bational Health Plan that the HOH budget would be
held constant in real terms.

Three financing strategies are proposed in tbe Rational 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; (3) implement cost recove~y measures (increase fee revenues) for a
limited number Q,f services. An additional strstegy, not addressed explicitly
in the Plan, would be to rely more on private sector providers for provision
of services. - -- ---- ---

o Recommendations:

14.1. The HOll should develop action plans for Halawian sources of
financing to begin tn pay an increasingly larger proportion of costs for
eeCD and other basic health sorvices that donors are now funding;

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

I
I
)

14.3. The 110M and USAID undertake cost recovery studies aimed at \
feasible areas for eharg;.ng of fees, such as chloroquine tablet fees.
Additioual studies should be conducted to better understand ~the

long-term possibility for cost re~overy in health'servlces. - --l
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1. EVALUATIOH T!AH, OBJECTIVES. MID KETKODOLOGY

Evaluation Team

The evaluation ter.m 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:

0 A.I.D./Washington, Bureau for Africa, Washington. D.C .• USA--24
September 1986

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

0 Kalawi--29 September through 16 October 1986

During the team's activities at CDC and in 1ta18wi, 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 K. Shrestha, Project Officer
(PHC) in the J.1alawi office of the United Rations Children's Fund (URICKF), and
Dr. S. R. Darfour, World Health organization (WHO). Kalawi.

In addition to discussions with the Principal Secretary of Health and
numerous other officials in the Kinistry of Health head~~arters, Lilongwe. the
team travelled to All three regions (Rorthern, 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 Kalawi (PHAK). the Agency for International Development
(USAID/Malawi), WICKF, 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 Uiasulu.

Objectives

The evaluation of the Halawi 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.I.D.:

1. To evaluate CCCD activities in Kalawi through systematic collection
and analysis of data on ceCD 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.
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3. 'fo offer a series of recommendat.ions t.o improve t.he expansion and
delivery of CCCD services (including t.raining, healt.h educat.ion, and
healt.h informat.ion .yst.em development.) and t.o accelerat.e t.heir
int.eg~at.ion int.o t.he primary healt.h care delivery st.ruct.ure given
ever present. resource constraint.s.

In addit.ion t.o the above abject.ives, t.he evaluat.ion t.eam sought to assess the
recurrent. cost.s and sust.ainabilit.y of services in Kalawi for the three CCCD
int.ervent.ions: immunizat.ions, oral rehydratiDn therapy, and malaria t.reat.ment.

KethodolosY

The methodology used by t.he evaluation team was specified in t.he scope of
work as follows (see aLso the full evaluation work scope in Annex A):

A. study relevant reference st.atements at cent.ral and regional levels.
B. Visit select.ed service delivtlry units and other health institut.ions

in rural and urban ~reas of a representative number of regions of the
country.

C. Review survey data.
D. Interview relevant project implen~nting per~onB.

During the process of the evaluation, the team analyzed published and
unpublished dat.a series. With the aid of computers of tbe CCCD Project and
the USAID/Halawi nission, the t.eam performed various data analyses. These are
explained in each section of the report. Whenever appropriate, the team used
tecbniques and standards adopted aud accepted by the Government of Halawi or
by international bodies in each technical, managerial, .n~ financial area of
t.he evaluation. For example, analyses in tbe area of immunizations included
use of st.andard rates and definitions adopt.ed by the Expanded Program of
Immunizat.ion (EPI) of tbe WHO.

First Year Pro&ram Review. In June 1985, a two-person team represent.ing
AID/Washington and the Centers for Disease Control, Atlant.a, visited Malawi
and conducted a first. year program review of tbe Halawi CCCD Project. Their
.cope of work called for a review of the following areas:

1. Progress towards the attainment of the goals and objectives of tbe
CCCD Project, focusing on the int.ervent.ions (immunizations and
diarrbeal disease control and malaria t.reatment.) and tbe project.
support strategies: training, healtb education/promotion, bealth
information systems, and operat.ional researcb.

2. CCCD Project management and coordination of responsibilit.ies and
efforts.

3. Project. funding.
4. Technical assistance.

The report of findings and recommendations from the 1985 review was provided
to this evaluation t.eam. The 1986 evaluat.ion process included examinat.ion of
pro&re£;s made in completina and implement.ing the recommended actions of tbe
previous review.
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Orsanization of this Report. The evaluation rep~rt presents the findings
and recommendations from the team's studies. It is divided into 14 sections,
coverins the following four areas of concern:

A. Health sector situation relevant to implementing CCCD (Sections 2-4)
B. CCCD project operations and interventions (Sections 5-8)
c. CCCD strategies (S~ctions 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 p~ople contacted (Annex B), and list of documents consulted
(Annex C)i 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 tt10. 2" is the second recommendation contained
in section 10. concerning the disease surveillance and health information
system.



2. HEALTH STATUS AHD HEALTH SERVICES SITUATIOII

Korbidity and Mortality

It is estimated t.hat one-third of the children born in Halawi 4ie before
their fifth birthday. Fifty-seven percent (577.) of all recorded deaths in
Halawi are children under five years old. Yet, children under-five account
for less than 2~ of the population.

Primary Health Care Services

Health services are provided by a variety of public and private
organizations and individuals including: government, mission and other
nonprofit organizations, industry, private physicians (35), traditional
~.aler8 (more than 5,000) and traditional birtb attendants (mDre than 5,000).
(Acco~ding to the Malawi Wational Malaria Control Programme Pive-Year
Implementation Plan, 1985-1989, about 400 traditional healers belong to the
Herbalists' Association, which maintains a loose formal link with the HOH.)

The government provides approximately 457. of all health services Which
were ueighted heavily towards curative services until 1973 when a
prevention-oriented llI.atemal and child health (KCH) program was initiated.
Prenatal and under-five (years of age) clinics were estab·lished throughout the
country. The MOH maintains a good relationship with the mission-sponsored
health system called PHAlI (Private Hospital Association of Malawi). For
example, the MOH provided them with around US$I.3 million in 1983-1984 for
.~laries for Kalawians plus commodities such as -vaccines and medicines ..._.--' ,/

Health planning and management are in the process of being decentralized,
and more responsi~ility 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 health care (PHC) in pri.mary health centers,
sub-centers, and health posts (as yet very limited), 8S well 8S at the
community level by selected community members. These facilities and services
are supervised by the district hospitals, although financial constraints limit
these t.~ks. Health centers are considered the key to management 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 \ I /

8Ot. of the population has access to some form of health care. Access is V
defined as living within e~ht kilometers of a fixed health facility.
Porty-five Malawian registered physicians (1983) along with approximately the
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76 expatriate physicians and 21~ clinical officers (Balawians) staff the
pUblic and private hospitals. Most health facilities lack adequate staff and
are limited in the services they can offer. Equipment, training, and
8Upplies, includins medicetions, are often lackins. There 1s one doctor for
50,000 people; one hospital bed for nine hundred people, and -\.68 Iwacha
(US'2.-\6) budgeted for each Malawian for health care in 1986.

This demonstrates the severe ahorta&es of health uanpower, facilities, and
finances Which hampered execution of the first health plan for 1965-1969 and
the second health plan for 1973-1988. Shortases will continue to be a major
constraint to execution of the present ten-year lational Health Plan for
1986-1995.

CCCD Project Events

After the cceD 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 Halawi from February
1984. Project vehicles (4) arrived ei&ht months after the technieel officer.
But, needles and syringes which were ordered for BPI well over one year ago
have not yet arrived. ---

During the past two y.ars tbe HOH, reinforced by eeCD, has made consider
able progress:

o Wational five-year malaria, BPI, and CDD plans were developed fot'
1986 through 1989,

o Over 2,000 health personnel received PHe training;

o ORT units were established in all hospitals (44);

o 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 Mealth education service5 are being reinforced through a special mass
media project;

• o Use of I.V. solutions has decreased nearly 7-f~ld from 1983 to 1986
in Xamuzu Central Hospital, where oral rehydration therapy first
started in Malawi,

o Primary health care services are beins extended throughout the
country;
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TABLE 2.1. Health ltanpower (Staff at Post>, Malawi~ .1984

staff cate&orx MOH 1984 PHAH 1984 Other Total

"dicel Officer , 84 33 4 121
Clinical Officer l1C 11 20 215
Medical Assistant 351 115 162 628
Registered BurselK 361 128 26 521
Enrolled Burse/H 919 • 49 260 1628 .
Dentist 8 3 1 12
Dental Technician 1 14 6 21
Dental Assistant 9 9
Pharmacist 9 3 12
Pharmacy Technician 1 1
Pharmacy Assistant 32 9 1 42
'~borat~ry Technician 25 14 .- 43
Laboratory Assistant 55 32 9 96
Radiographer 9 3 12 24
X-Ray Assistant 8 3 1 12
Health Inspector 10 0 19 89
Health Assistant 169 24 193
Physio/OT 6 6
Other Establishments 1916 ..~10 ....ill. 2453

Total Istablishmente 4223

~
716 6132

-
Source: lIational Health Plan, April 1986

TABLE 2.2. Health Facilities, Malawi, 1984

Cates.orx

Central Hospitals
General Hospital
District Hospitals
Mental Hospital
Private Hospitals
Primary Health Cehters (Government)
Primary Health Centers (PHAlt)
Dispensaries
Hatemities

Humber

2*
1

22
1

20
19

.19
~S6

94

*lIote: One central hospital in the Southern Region, one in the
Central Region which .eryes the Worthem Re&ion as well.

Source: lIational Health Plan, April 1986.
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o Health informatipn .ystem (HIS} was improved with initiation of
sentinel surveillance and comput.r1zation of the .ystem;

o Kalaria studi..s were conducted; policies and strategies vera
developed; and treQtment and propbylaxis services were improved and
expanded in the public sector;

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

llIotwithstanding t.he 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 lowerinl morbidity and/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) n
decreased from 282 (2.9 per 10,000 children under-S) in 1913 to 11 eases (0.1 V
per 10,000 children under-S) in 1984.

At the current rate of time required to compile the MOH annual statistieal
report, CCCD's two-year influence on morbidity and mortality will be
measurable in llIovember 1988. (Tbe 1984 amlual report is not yat available.)
However, with CCCD and Volunteer Services Organization (VSO) assistance in
computerba~.tion of the IIOH Statistical Unit this year, timely quarterly and
annual morbidity, mortality, and service ~elivery reports will greatly
facilitate comparing 1983 and 1984 CCCD/PHC data with 1986 data. Both should
be available early next year (1981). Examples of computerized HIS data Which
are now being tracked are given in Table. 2.3 through 2.14.

TABLE 2.3. Polio Cages, a~ Provided through
Hospital Reporting System, Kalawi, 1973-1984

Year

1973
1974
1975
1976
1977
1978
1979
1980
1981
1982
1983
1984

Total Poliomyelitis
Reported all Ages

282
109

95
40
31
60

116
70

204
35
34
11

Projected Population
Under 5 Years

968,781
997,8·U

1,027,779
1,058,613
1,090,372
1,125,202
1,161,208
1,198,367
1,236,715
1,276,289
1,317,130
1,359,278

Rate per
10,000 Children
Under 5 Years

2.9
1.1
CI.9
o.~

0.3
0.8
1.0
0.6
1.6
0.3
0.3
0.1

Source: llalawi Health Information System



1982

1984

~st Dose

297,123
301.560
'i.67~7a5

277 ,61S
254.:'62
:257.415

2!'G Dose

135,934
l75,38L;
179~:t.25

212 ~ $~~9

133,575

1st Dose
-3r<1 Dose

161,190
125,676

38.560
64,969
70,586
85,000

--_._----------------------------------------
1A2LZ 2.5. DPT r~~nizcticns for Un~&~ Ones Compared

t.o All U:.d-=.r-t"i'J'3::;. !.;21~:;-:i ~ 19Z0-1985

.._-'-;:~- Uf;~e':- 1 ~-=-l:,t[', 1 Over 1

·~~;~C 564.2.74 6 ~... .,. ');) 117,155\,).f- ) "' .... ;I

:'9£:l ~37 .662 718,237 80,575
::.. f;.J2 59.6,233 671,5:0 75,277
:.S.22 ,. -. ,314 737,503 53,189"'c~
c.' ..~ ~ t 623,543 664 ~ 2"'i1 40,693:-~'b~

1~G5 \)18J3~4 553 t e14 35,420

~i/XL~~ 2. \j. D?T :~:~wTJ...r.nizaticr.g COlI~a ."ing :'s·;';' Dose and 3rd Dose for
Cilild~c:n :Jl1Ge~-Cc= a:•.:1 r::'rt:~ CO:~Oi:i:.i' ~:z.l.z.~iit :geO-~985

19t Dos~ 3ir-t:b. Cohort
'-:!-·E~~· --, 'I~:~: Dost='- 3rd Dose -:'::~d DG~12 CO'tH)::;t -Doses

:~S'l~,O ~-~66 ,596 103,112 ,163 ~.t;57 331~~O9 65 ,340
-=..<;~£~l ;!S5, 710 i..:n.714 154,056 3.1.1. ,,51 56 ,081
-';·_~;32 :250.071 :A2,607 :07 ,'::;C"I :Slt 7:';9 101,728
J.;;82· 255,464 ~ l-"~ ,072 77 ,392 357,294 92,430.Le"

:-.. ..J2~ 242 .61'~ 167,030 75,539 269,234 126 ,665
:_935 21;6 ,383 159,659 2£ ~72": Z~1~175 134,792
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'rABLE 2.7. Heasles Immunizations Given to Under Ones
and Birth Cohort, Halawi, 1980-1985

Birth Cohort
I!!!. Under 1 Total Ovel' 1 Cohort -Doses

1980 98,708 132,440 33,732 331,909 233,201
1981 143,508 116,006 32,498 341,851 198,343
1982 169,181 200,449 30,668 35~,799 '182,018
1983 ~,74 ,490 200,9~5 26,415 351,894 183,404
1984 151,052 178,401 21,355 369,284 212,232
1985 151,398 169,874 18,416 381,175 229,777

TABLE 2.8. Polio Immunizations Comparing 1st Dose and 3rd Dose
for Children Under One and Bi~th Cohort, Malaui, 1984-1985

1984
1985

1st Dose

243,015
232,135

3rd Dos'L

168,411
143,189

1st Dose
- 3rd Dose

74,598
88,946

Birth
Cobort

369,284
381,115

Cohort
-Doses

126,269
149,040

TABLE 2.9. Heasles Caseo (OUtpatients) Amans
Children Und.r-5, Halawi, 1918-1984

Year
1978
1979
1980
1981
1982
1983
1984

Cases
£~6,511

195,644
162,686
84,610

104,921
150,248

58,984
/

(Hot Complete)

'rABLE 2.10. Heasles Cases (Inpatients) Among
Child~en Under 5, Halawi, 1978-1984

Year
1978
1919
1980
1981
1982
1983
1984

Cases
23,048
14,527
14,035
10,974
12,464
16,236 -

7,924 (Hot Complete)
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TABLE 2.11. Diarrhea Cases (Inpatients) ~ng
Children Ur.der 5, Halawi, 1978-1984

Y6ar

1978
1979
1980
1981
1982
1983
1984

Under 1

5,688
9,248
3,026
4,864
4,708
7,812
7,135

~R!aths

424
523
218
341
316
534
476

1 and Over

5,284
8,7.'5
2,808
4,52.3
4,392
7,278
6,659

TABLE 2.12. Kalaria Cases (Inpatients) Among
Children U~der 5 f Malawi, 1978-1984

Year Cases Deaths

1978 6,694 363
1979 23,237 715
1980 5,899 287
1981 10,705 451
1982 10,240 436
1983 16,585 741
1984 15,685 589

TABLE 2.13. Top 10 Causes of OUtpatient Attendance,
Malawi, Jan-March 1986

Rate
Cause Cases per 10.00G

l. Kalaria 983,512 1351 /'

2. Symptoms Referable to
Respiratory System 503,604 692

3. Symptoms Referable to
Abdomen and Gastro-
intestinal Tract 211,857 291

4. Conditions of the Skin 191,269 263
5. Other Diarrheal Diseases 166,681 229
6. Inflammatory Diseases of

the Eye 148,160 204
7. Traumatic Conditions 137,336 189
8. Venereal Disease 78,509 108
9. Symptoms Referable to

Limbs and Joints 71,373 98
10. liookworm and Other

Helminthiasis 59,999 82
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TAELI 2.14. IIontbly CDD Sentinol* SUrveillance Report. April 1.986

!!.riable

Total Cases

Cases By Age
Under 1 Year
1 to .. Years

Treatment (More than
S.S.s.
Other Fluid
l'(~ne

Jreast Feeding
Yes
Stop
Ho

Cases

1.371
1.230

1 Response Possible)
183
~84

1.365

1.811
122
614

Percent (t.)

52.82
41.18

30.03
18.57
52.36

11.77
4.68

23.55

Ststus of Dehydration
Mild
Ilocierate
Savere

Ref~rred or Admitted
Ye~

lio

1,753
191
63

170
2.431

67.24
30.34
2.42

*~: Sent.inel health centers in April 1986
Bol~ro. Xhombedz8. Kamuzu Centr~l Hospital.
Ildirande. ~outh Lunzu. Beno. tzulanje. and Muona.

w~re as follows:
bpili. Chit.owo.

Cbinteche.
st. Lukes.
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3. PROJECT FIH.MICUIG SITUATIOtJ

Introduction

There are two major sources of finan~ing for the public health sector in
Malawi: the government-fun~ed operating budget of the Ministry of Health,
which pays for the Ministry's salaries, medicinQs, an~ general administrative
and operating erpenses; end foreign assistance, Which funds both operating and .1
development costs of the public health sector. The Ministry's budget als'->
receives a small amount of revenue from fees charged at the three resional
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 operatin& 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 thi6 pattern. The other pri\1cipat chnor for cccu services, mJICEF,
also covers recurrent costs by providin& the total national supply of vaccines
and ORS packets, as we:'l as the nia~fChiOroCiuInetableti--rnHalawL

'" ---- ---
The private heslth sector, operated principally throu~h church sponsored

organiza.tions, is represented by tha Private Hospital Association of Malawi
(PHAH). PHAM includes both hospitals and health centers, provides an
estimated SO ?e~cent af the health services ifo Malawi, an6 is fuily integrated
in the defivery of CCCD services. In FY 1986 PHAH received S4 percent of its
funding from the Ministry of Health f~r payment of sal'lries for th& 2,900
Malawian staff working in PHAH health units. The Ministry also provides
vaccines and some essential medicines to PHAK free of Ch8~&e. PRAM oper3tions
are also finance~ thrgugh consumer fees for services an~ ~dicines 37

.....P~rcent)j contributions, primarily frvm fore gn sources, for salaries of the
150 expatriate ataff (~ercent); and domestic and foreign donations (3
percent). ?6~

A second source of private financing briefly exist~4, unde~ which villages
were responsible for compensation cf village h~alth iiorkers (VHWs) in three
~ilot zones where the. KOH had initiated exp~riments with villhge level primary
health care followin& the WHO Alma Ata mod&l. The concept of compensating
VHWs h&~ been dropped, though a voluntary village level pri~ry health program
now exists in 13 districts~ with indirect iiwolvemf~t in p~omoting the use of
CCCD services.

The traditional ~ealth ilectl)r, represented by more than 5000 traditional
heelers and ov~r 5000 traditional birth attendants, ia funded thro~gb in-kind
eQntribt..t.ions and cash f,",es from COf::.sumers. This sector is not involved in
CC~D services.
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ror 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 Kalawi and by
USAID and URICEF. With respect to evaluating long term financial viability of
CCCD services, however, Section 14 extends this analysis to include
q:onsideration of the role of otqer donorl, private sector ,rovider~, and
consumers in financing CCCD services to help cover recurrent costs that the
government is unlikely to be able to fund.

General Economi~ Context

Both GOM and forei&n assistance funding of health services in Halawi must
be underatood in the context of the country's general economic situation. the
overall economic context and the public budget situation prC)~ide a means to
judge Whather tbe government will ba able to fund increales in the Ministry of
Health' 8 budget to cover the costs of serving a larger population each year
and to cover any additional project costs. The economic situation also belps
indicate possible changes in per capita income, whicb can help provide a
preliminary indication about whether people are likely to be able to aff.,r4
fees to pay tor bnalth services.

During the 1970's, ltalawi ha4 one of the highest real economic growth
rateJ, 5.9 percent from 1973-1979, amonS Sub-Saharan African countries. From
1980 to 1984, however, annual"average GHP growth rates of .7 percent did not
~eep paC3 with an average population growth rate over 3 percent.
Consequently, per cllpita income in Halawi, $180, liS reported in the World
Bank's 1986 World Development Report, is now well below the aVtlrage, $210, for
comparable low incolU& economies. According to t.he Government of Kalawi' 8

(GO") 1985 Economic Report., per capita income is not expected t.o improve
significantly in real terms over the next five ye.rs.

The principal causes of the economic decline in 1979 and the early 1980&
are attributed to the increase in oil prices in 1979 and 1980. deteriorating
teems of trade for Halawi's principal export crops of tobacco, tea, and sugar.
losq of major transpo~tation routes through Mozambique, estimated to cost the
economy about $50 mill.ion per year~ and increased government borrowing at high
comr~rcial interest rat.es. The government initiated several short.-term
economic stab: lization measures to counter these difficulties and is now
part.icipating in a third structural adjustment loan with t.he IBRD. By 1984,
GHP was estimated at $1 billion, an amount. equivalent in real terms t.o the
1919 level.

Since 1~8., the economy baD improved, and the highest. growth rate since
1978 is expected ior 1986. Over the next five years the economy is expected
to zrow at real annual average ratos of 3.6 percent.. With an estimated
population growth rate of 3.2 percent, thia economic &rowth rate means per
capita income will increase in real terms by less than 1 percent during tbis
periDd. 70 achieve the growth rates predicted for the next five years and to
meet requirements of the structural adjustment loan will require that Halawi:
(1) receive a large inflow of foreign resources; (2) rest.rain t.he Irowth of
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the ~overnment's recurrent bUd~et expenditures to 1.S percent; (3) live
priority to repayment of the government's debt; and (4) maintain tight
controls on foreign exchange.

In this context, the need for wbatantial amounts of foreign assistance
can be also expected to continue for the health sector, particularly for items
auch as medicines that, if'purchased by the government, require scarce foreign
exchange. These financial constraints also mean that the ability of the GOIS
to fund increases in healtb sector costs is likely to be limited. With only
very small growth predicted for averase 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.

Financins Issues for the Health Sector and the CCCD Project

In light of the general economic uituation, the Wational Health Plan fo~

1986-1995 assumes 1\(': real growth in the Ministry of Health's budget for the
first five years, .12!6-1991. It is thus important that any health sector
investments not place an increasing burd~n on the national budget. The CCCD
project, by integrating delivery of immunization, diarrheal disease and
malarial control services within the existing health service deJlivery system,
has been designed with these budget constraints in mind.

I.n 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 financia~

viability of CCCD services. First, projected constraints on the KOH'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 Hinistry'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 fin~ncin& the health Dector in Malawi are likely to mean the
Ministry will need to malte adjustmento 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 Spendins

The government has devoted 6 to 7 percent o( its total operating budget to
the health sector in recent y'ars. As ta~le 3.1 shows, the Minis~ry of Health
has received the fourth largest share uf funding for all ministries in the
past tyO years. Public debt charges are expected to absorb nearly the highest
single proportion. 38 percent, of total estimated &overnment recurrent budget
expenditures in FY 1986.
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TABLI3.1. Government of Ilalawi'8 Recurrent Budget Expenditurea for Health
and Other Ministries, FY 1986 and FY 19d7
(Funding amounts in thousands of llwiOlCha)

1985/1986
Amount ~ of Total

1986/1987
Amount ~ of Total

Ministry of Health
Ministry of Education
Ministries of Police

and Defense
Ministry of Works
Ministry of Agriculture
Public Debt Charges
All other

TOTAL

36.753
..6 ....n

68.290
25.220
23.363

191.792
131. 751

523.616

131.
5'l.

4"
37~

-m
100-1.

35.201
51.2~8

67,340
25.962
2S.516

208.238
133.513

547,018

121
5t.
5!t

38t.
24~-

lOOt.

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

While remalnlng 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 ~acha ($18.5 million). This amount is five times sreater, in
absolute terms. than expenditures a de~ade aso and nearly twice the 1976 level
in constant terms. In contrast to many other Sub-saharan African country
health financing situations, MOH recurrent budg~t expenditures in Malawi have
grown, on average, 5 pet'cent annually in raal terms since 1980. Growth in the
Ministry's recurrent expenditures since FY 1984 has. however, baen due less to
authorized increases than to overspending tbe initial budget allocation. This
pattern is also expected for thr- current-year:--Estlinates orni987 spending,
135.2 million, in the printed budget are now expected to reach X40 million by
the end of the year.

When population gro"fth 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. In l"Y 1986. the MOH wi11 spend an estimated ".68
Kwacha <$2."6) per capita. This amount is, in real terms. almost one-third
higher than the 1976 per capita level of 3.62 ~acha <$1.91). If future
spending remains constant in real terms as the Bational Health Plan assumes.
however. per capita spending will decline to 13.99 <$2.10) by 1991. Table 3.2
pr.sent~ details of these trends.



TABIE 3.2. HIstorical 'fte'ds in MInistry of Imlth Recurrent Ib:1get 8qarlitures
(F\n:iing BIIIUlts :in t:1nlsands of ~cln)..

'lbtal I«nE1~t Change in
(bvetlUeut Min1stry of Haalth Iecurrent lUJ&et Mlnistry of Jealth FKpenditures
Recurrent eqiiil1tureS
~- 1btal Is~t 'lbtal in Onstant 'lbtal 1btal R:!r
tures ac:pemJ.tures of'lbtal ~tures 1~ PriCes in :In O:1pita

ftJdget (Q.1I'rent (QJrrent <bvenllEilt :In Or:1stant ~ O1pita OJrrent Cmstant :In Onstant
Year prices) PEices) ~t 1986 Prices (~cln) Prices Prices Prices-

1976/n 93,643 7,003 7.6% 19,914 3.62 11%
1977/78 100,277 7,761 7.'lJ, 20,260 3.57 1m 2% -1% . .
1978/79 140,413 10,326 7.4% 22,286 3.81 33% 10% 7%
1979/00 173,or.7 U,003 7.0% 25,625 4.25 17% 15% 12%
1900/81 2fJl ,649 14,980 7.tJ. 26,210 4.21 24% 2% -1%
1981/82 273,020 18,723 6.9% .]),246 4.71 2.5% 15% 12%
1982/83 278,:l>7 17,422 6.3% 26,204 3.96 -7% -13% -16%
1983/84 315,283 Zl.,599 6.9% 19,957 4.33 24% 14% 11% I....
1984/85 416,786 28,031 6.7% 35,858 5.00 D 2m 16% 0\

I
1985/86 523,616 .lS,753 7.0% «>,428 5.55 3l% l3t 9%
19f¥J/87 547,018 35,201 6.4% 35,201. 4.68 -4% -13% -16%

Averas!J! Fbr
1981-1987 .lS5,963 24,673 6.8% 32,005 4.65 18% 5% 2%

SClI«E3: G7YezliJdlt of MU.awi, Approved EStlDBtes of bperrliture til ReveRE kOCUlt for tile F.lnancla1 Year
1986/87; WJrld lSnk, Staff Appraisal. ltaport MUawi Rmdly Ifalth Project, .lme 1986 FOr F'il976/n-1983/84.

Qmstant prices C9Jclllat:e:1 fran QJrld lSnk, Staff AppraIsal Rep:Jrt MU.aw1 Rmd.1y Health Project, .JlD:! 1986.

H7IE: 1985/&S mil 1986/87 are the estiDBted actual expen:tl.tures in the FY 1986/87 bWget on ReveBE kca.Dt.
Prior years are actual experdit:ures.
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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 GOH expenditures for this fiscal year in the
development budget are ~1 million (.US 530,000). Corresponding donor funding
amounts in the Development Account are an estimated K9. 4 million ($US4. 9
million) •

Pinoncin& for the CCCD Project

The Project Agreement. The financing ov of the Project A&reement
provided for total project funding of 7.4 m111ion (~14 million in 1986
price~) for the period July 1984 - Karch 31, The A&reament specified
total fun(1ing amounts for the government of llalawi. and for the USAID &rant.
Although UblICEF is not a signatory to the Agreement, the Project Asreement
budget also included funding amounts for UHICEF to in6icate the major source
of other donor support to CCCD services.

The Agreement includes s~veral important prOV1S1ons that affect financing
by the Government of Halawi. Uncjer the A&reement, GOH funds can be made
available in currency or in kind from its own resources or those of other
donors. The document also specifies that the GOH 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 tha GOH
submit, after Ap£!l 1985, annual project work plans and budgets which at a
~inimum set forth tne-amount of GOH funds to be provided to the project during
the year, estimates for the succeeding fiocal year, and expenditures for the
prior fiscal year. Finally, a special covenant requires that the GOH actively
contribute to efforts made by the project to identify methods to recover at
least a portion of the costs of the eeeD services, including the collection of
user fees, ~n4 to implement methods it has Btudied 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, OIlS
packets, and chloroquine). Supplies and equipment and technical assistance
received the next largest shares, 20 percent each. The UHICEF contribution,
at ~1 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 Kalawi represented 28 percent of the total.

Of total funding estimates in the Project A&reement, the imnunization
(EPI) component represented the greatest share (34 percent) and diarrheal
elisaase control the smallest (9 percent). As Table 3.~ shows, the malaria,
CHSU and project management components each represented 15-18 percent of the
total funding level.

first and Second Years of Implementation. Spendin& durin& the first year
of impl~ntation was lower than planned in the Project Agreement. According

,
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to the first year int.emal evaluat.ion conduct.ed in June 1985, USAID bad
commit.ted '231,650 of t.he bilateral funds, 32 percent of funds estimat.ed for
the first Y8ar in the Project Agreement; the GOlt bad spent. an estimated
'20'* ,011, 55 percent. of its estimated amount for "1985. The Malawi CCCD
project is not unusual in experiencins a slower than estimated start up and

,factors associat.ed with procurement and administrative issues underlying this
1al are discussed in Chapter 5.

Since June 1985 funcUng cotm\itments have increased substantially. Table
3.5 sutm\8rizes the annual funding estimates, by source, as included in the
Project A&reement and during the implementation period. This ~ata indicat.es
that each of tbe financing sources bave spent or corranitted funds at, or
slight.ly above, the t.ot.al estimated in the Project. Agreement for the first. t.wo
y••rs.

Table 3.5 also indicat.es planned spending for the remaining years of t.he
project. Weith~SAID nor t.he ltOH have developed specific budget plans for
spending the remaining project. funds. Thus, amount.s given for t.he two USAID
sources of funas-Bnd t.he GOlt simply represent. t.he balance of uncommit.ted funds
available, based on tot.als included in the Project Agreement. With respect. to
USAID bilateral funding, the CDC tecbnical officer and MOH staff have
developed estimates of $150,000 for laborat.ory equipment. and offic~ space for
the CHSU field unit.s. These funds will not. be obligat.ed until the :field units
are in place.

Amounts for planned spending by UHICEF reflect UHICEY'S current. funding
plan for the next five years. These i~lude, for the two remaining years of
the CCCD project, increases in purchases of vaccine., needles and syringes to
take account of recent. policy changes for daily immunizations and for
improvements in sterilization practices. UlICEY plans will thus make
available an estimated additional $62" ,000 to ceeD services than ori,linally
planned in the Project Agr~-------

There have been several shifts in spending of USAIO funds from those
planned in the Project Agreement. A separate accounting of USAID spending for
research, training, transportation, office alid medical supplies and equipment,
and other items (i.e., by object class) was not readily available. But verbal
informat.ion indicates that the major sbift made with respe.ct to the USAID
regional funding was t.o increase funding for administrative and office support
beyond that originally planned. In addition, though some bilat.eral money may
have been used for short term teclmical assistance early in the project, no
regional funds have apparently been used yet for short term tecbnical
assistance. A total of '252,000 was included in regional funding in the
Aireement for t.hat purpose.

With respect to USAID bilat.eral funds, the changes with the most important

1

funding implicmtions are a reduction in the number of refri&erators from 60 to
'*8 and a reduct.ion in the number of vehicles provided and current.ly planned.
Four vehicles have been purchased and 6 more have been ordered, compared with
16 vebicles originally planned. In addition, USAIO officially reprogrammed
bilateral spending to include $100,000 for concerted health education
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TABtE 3.3. summary of Funding, By Item and Source, for Kalawi CCCD Project, 1984-1988,
As Estimated in the Project ~reement

(Vunding amounts in US .)

Project
Item

1. SALARIES (LOCAL)
£PI
DDe
MALARIA
PHC
CHSU
PllOJECT

SUBTOTAL

2. TlWJSPORTATIOU
Vehicles (16)
Bicycles

SUBTOTAL

USAID
Bilateral

..

390,000
58,500

448,500

USAID
Regional

10,0\10

10,000

GtW't. of
IIslawi

15,000

15,000

73,001
4,500

77 ,SOl

Othet· Donors
(UUICEF/SCF) TOTAL

15,000

15,000

473,001
63,000

536,001

Percent
of Total

0.2tJ

7"

3. HEDICIUES
Vaccines 1,776,000 1,776,000
OIlS packets 510,000 510,000
Chloroquine 888,000 888,000

SUBTOTAL 388,000 2,.286,000 3,174,000 43"

4.SUPPLIES/EQUIPKEHT
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

SUBTOTAL 444,100 20,000 1,004,900 1,469,000

1"

13"

5.TECH. ASSISTAUCE
Long term
Short term

SUBTOTAL

1,260,000
252,000

1,512,000

1,260,000
252,000

1,512,000
-----------~------------------------------------------------_._------------------------------
6. TRAUIINO
7.0PIRATIOHSRESEARCH
8. COIfTIIIGEliCY

316,000
100,000
114,500

10,000
80,000

81,000 407,000
180,000
114,500

--------------------------------------------------------------------------------------------1,423,100 1,632,000 2,066,401 2,286.POO 7,407,501
#

•

PIIlCIIIT or TOTAL 19~ 22~ 28~ 31~ . lOOt.

lOOt.
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'fABLE 3.4. SUmmary of Funding, By Project Component,
Por Kalawi CCCD Project, 1984-1988

(Pundins amounts in US 'I)

Project Agreement
Project Total Percent of

Component Funding Total

EPI 2,490,375 34'-
CDD 692,875 91.
Kalaria 1,126,875 151,
PHC 548,938 71.
CHSU 1,331,063 lSI.
Project Management 1,102,875 lSI.
Contil\&ency 114.500 ....A

TOTAL 7,407,501 1001.

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

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

With respect to the Government of Malawi's actual and pl@aned contribution
to the CCCD project, amounts shown in Table 3.5 should be regarded as
provisional estimates. The Ministry of Health's budget offie~ ha§ not
established a separate accounting mechanism for expenditures related to the
project. The first year evaluation team also had to estimate the government's
contribution for the same reason.

The estimates of GOH spending presented here are based on two important
provisions in the Project Agreement. Sinee donor funding can be counted as
part of the GOM contribution, the estimate includes '238,000 for chloroquine
and vaccination cards provided by UHICEF and not otherwise included in Table
3.5 as VUICEF funding for the project. In addition, the Project Agreement
budget included a total of 1720,000 for in-kind office space provided by the
Ministry. Since this has clearly be~n available, 60 percent of this amount,
('432,000) has been included in the estimate for the 27 ~nths of the project
to date.
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TABLE 3.5. Comparison of Annual Punding Estimates,
by Source, For Halawi CCCD Project, 1984-1988,

in the Project Agreement and in the Implementation Period
(Punding amounts in US .)

Proiect Agreement

Source of Funding FY1985 "1986 FY19!L.- ,-Y1988 Total

USAID BILATERAL 128,481 291,211 352,121 50,621 1,423,100
USAID REGIOHAL 438,000 404,000 400,000 390,000 1,632,000
GOV •T. OF MALAWI 314,300 425,300 566,300 100,501 2,066,"01
utiICEF &SCF 513,000 561,000 583,000 629,000 2,286,000

TOTAL 2,053,781 1,681,511 1,902.021 1,770,122 1,407,501

Implementa~ionPeriod

Actual* Planned** Actual as ~ of Pro.Ag.
Source of Funding lY84-lY86 0-86-VY88 total "84-"86 "84-n88

USAID BILATERAL 1,011,431 411,663 1,423,100 9ft. 11"
USAID REGIOHAL 993,609 638,391 1,632,000 1181, 61"
GOV •T. OF MALAWI 771,818 1,294,583 2,066,401 91" 31"
mlICEF 1,044,873 1,865,000 2,909,873 97'1. .6~

TOTAL 3,821,737 4,209,631 8,031,374 102'1. 52"

*Amounts in this column represent actual expenditures plus cDmmitments made
through 9/30/86. based on data provided by USAID/Halawi, CDC Project Hanagement
office, and UtllCEFI Kalawi. Amounts for the GOH are estimates made by
the consulting team.
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Finally, since all available evidence suggests that the ItOH bas been
paying fuel, training, ~ld the salary cost included in the Project Agreement
budget, the estimates include amounts for theae activities, prorated for the
length of project to date. It is thes~ latter amounts, totallilll '101,.01
(K192,662 in 1986 prices) that would have actually been spent from the HOH's
recurrent. budget for Fls 1984-1986. Though actual records of these
expenditures were not separat\\ly accounted for, it is reasonable to assume
equivalent amounts have been spent due to program activities observed. There
ia no Qvidence that eeeD project a~tivities have been delayed due to
unwillingness or inability on the part of 1t0H to pay amounts included for the
GOIt in the Project Aireement budget. Based on these estimates, the 1t0H bas
contributed 91 ~ercent of the amount oxpected for fYs 1985 and 1986 in the
Project Alreement.

Pt"oblems Encount.et"ed. Tht"ee pt"incipal financing problems have emerged in
the first two years of the eCCD project.

Fit"st, the.-t'inistry has not. met. t.he condition precedent. in the Project
Airee~nt. t.hat required submission of amwal b""&et plans, beginning in A..pril
!285. Heither have USA!D/Mala~i an~ the HOH, to the team's knowledge, agreed
·~u writing that this-COrtdltton~a-va1rve4,as provided for in the AgreemenE.

Second, neither USAID nor the HOH bave met the conditions required by the
special covenant in the P£oje~t_~eement for conducting studies and actions
related to cost recovert:- The AID/WashIngiOn office took °a preliminary step

11
byeontt"acting for a study of the recurrent c.os.ts of the project, based Oil

data available for the first 9 months. USAID/Halawi has made no apparent
effort to make use of this study in the pa.st -ye8r- anC! "1\0- attempt--to-relat.e-an
estimated costs- to possible fees to finance them,- as required in the Project
A&reement. - _ \

\
Third, accountability for project spending is weale on the part of both

USAID/Kalawi and the Ministry of Health. yo U~D~ part, a~o~ntability has
yee." weakened_~ t[jffi@ferrJng I:'esponsibility for_man~ginh~"'ing,an4 ~

pTannTng-project expenditures to ~ the CDC technical officer. In addition.
---USA"IDn-as-t""a"ken-noapparentsteps--to-foflow up on or provide-guidance to the'

HOR regarding requirements fOr a~~ounting for the GOM share of proje~t ~o.t•. ~
the recent A.1.D. audit -_~nducted -in July 1986 in 6 countries with CCCD
projects, including Hal~wi. also noted the general failure of USAID missions
to monitor host government contributions.

on the part of the IIOH, there is no means by Which its contributions can
currently be accounted for on a accurate basis. Although they provided
assurance in June 1985 that a system would be implemented, that system is not
in place 15 months later. Current plans in the Ministry are to include the
eeCD project in the Development Account budget, along with other donor
aa.i~te4 projectB that require local contributions. other changes underway in
presenting and accounting for HOH budget expenditures should also facilitate
the identification of expenditures relevant to eceD services. These changes
are to take place effective with the FY 1987 Development and Revenue Account
budgets.



-23-

'rABLE 3.6. Cban&es in USAID Bilateral l'undin& for !lalawi
CCCD Project, 1984-1988
(Funding amounts in US,)

Amended
Project AJreement Project Alreement

USAID USAID
Project Bilateral Percent of Bilateral Percent of
Component trundins Total Funding Total..-

IPI 311,450 26~ 331,650 23f.
DDe 125,550 en. 155,550 111,
MALABIA 145.550 lot. 160,350 I1t.
PHC 211,615 15t. 291,675 20-1
CHSU .05,625 29~ 340,125 24~

PROJECT KGT. "8,750 3'1. 48,750 3'1.
COHTIHGEHCY 114,500 8f. 0
HEALTH COHK 0 100,000 --1..\'

TOTAL 1,423,100 10Of. 1,428,100 1007.

SOURCES: Project A&reement and PIL Humber 9, August 11, 1986.-- ---~-------

Section 5 includes recommendations for resolving problems related to
submission of annual budget and work plans and manasement of project f ...nds.
S_ctian 14 includes recommendations related to cost recovery.

r.:r"

,,
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" • COKKODITY PROCUREMENT, DISTIlIBUTIOI MID QUALITY COtfrROL SITUATIOJi*

There are" three >nc1ependent s!:!pply networks in use to provide materials
for CCCD Be~icet:'" Each of the supply networks arose in response to a
particular need in Malawi for special inventory control, handling, and
c11stribution. In this section, a summary assessment is given of the present
situation and problems in the procur~nt, distribution, and quality contro]
of commodities for CCCD services.

Antimalarial Drug Distribution System

The primary responsibility for procurement, storage, and distributitm of
all medical supplies, except EFI supplies, lies exclusively with the Central
Ked~res (CHS). The Central Iledical stores is now a Treasury-fUnded
departmgnt within the Ministry of Health, endowed with a revolving capital
fund and intended to operate on a no-profit, no-loss basis.

The Central Medical Store purchases (centrally) through international
tender all medical supplies, except EPI supplies. Antimalarial drugs required
f~r all health facilities in Malawi form a si&nificant proportion of the eMS
imports. As malaria i~ one of the leading causes of morbidity reported in all
health facilities, a timely supply of all antimalarial drugs is crucial. The
procurement lead time normally ranges from a minimum of 1 months to a maximum
of 1. months. A local firm, Sterling Products, Inc., also produces some
pharmaceuticals, but nevertheless most orders go to overseas companies.
Antimalarial drugs are alsa sol~ over the counter at a few hundred groceries,
but due to high cost most public con~umption comes from the government (free)
supply through the health facilities. SUch drugs are also distributed through
PHAM clinics, for which patients mayor 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/maximuw stock levels,
classification of inventory, preset buffer alock, or any othlr form of stock
control. At district level, district hospitals are responsible for all
requisitions for the health centers including those nan by other agencies
(PHAK, local govt. etc). District hospitals submit their r~quirements for a
six month period to the CKS. This request is then processed, which normally
could take up to another six months depending upon other factors such as stock

'

1 availability, transport, etc. Once the stock reaches a district hospital, the
distribution from district hospital to the peripheral units is done when
transport is available.

*This section is based on a special al~lysis prepared for the CC~~ eveluation
team by Ilamesh K. Sht'estha, WICEF/Kalawi., in October 1986 .

......._------------ - -
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Health centers submit their requirements on a monthly basis to the
district hospital, and these are lIupplied to the health centers during the
monthly supervision visit by the district hospital staff. When the district
bollpital atock is eXhausted. usually due to laek of stock at the CKS. tlw
health centers av.ffer. This system of requisition is followed for all
....appu..es. In certain cases a cOIllDl.lnication sap exists. For sxample. in a
health center visited by the team, there was no stove for sterilizatio~. All
8terilization ~as done on firewood. It was later learned that a request was
never made to the GHO for supplying a. stove. The lJupervisory staff when
visiting 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 GKO and the district hospital
pharmacist. ror .~ampl., in another healtb center visited by the team, there
was no chloroquine at the time of this team's visit. The GHO, with lood
intentions, decides which health center should receive what quantity, and the
quantity mayor may not have relevance to what was requested.

In the past, whenever personnel with a vehicle from a district hospital
happened to visit Blantyre thgy were able to get their supplies. In this Nay
the lead-time was short. Howevel·, this practice has been discouraged and
finally 'Stopped for understandable reasons. Tber~ soon will be two more
slores available. one each at kilongwe and tlz\Jzu. It is expected that upon
the completion of lhese regional medical stores both the stock keepins as well
as the distrib~tion system will improve to a great extent.

OIlS Distribulion System

Parallel to the CMS store there also exists anQtore which receives
supplies from UNICEF and other asenries. The war9hou•• of this store is also
in Blantyra. The HCH store 8uppliea and distributes of all HCH supplies for
all HCH clinics, which includes chloro~uine for antenetal clinic, OIlS <mixture
for 1 liter) for all health facilities, high potehcy vitamin A for under five
elinic, etc. Thes9 items are only an indi.rect cost to the program in the
sense that these are not procured by the government.

The relevance of HCH distribution here is mostly to the ORS packets and to
a less extent to other supplies, especially ehloroquine. The source of OIlS
packets is limited only to tlv~ UNICEF supplied packets. 110 or.~ packets are
commercially sold, though serious consideration is being given to the
possibility of local production. The supply of OIlS packets through KCH
clinics has cSramatically increased over the p~st few years. The current
wpply is probably the maxiDJJm tha oystem can absorb under the existing
distribution and trainin,s syetem. The ORS packets are !l2i given away to the
motherp., thereby limiting the use of OIlS packets to a considerable extant.
All health facilities the team visited lUlve enough of the packets in stock. A
regular monthly supply of the packets was evident also from our discussion
with tbe peripheral staff. Following table indicates the packets distributed
throu&h the KCH network over the past three years:
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Year Quantity of oas pkts.

1984 235,750
1985 010,000
1986 ~rSOOjQOO

As mentioned earlie~ th~ pr~aent conntraints are the limited distribution
of OKS packets, availability of conteiners, as ~ell a~ insufficient training.
Many mothers are ~nable to use ORS packets because of the lack of containers.
Hothers bring their c~ildrcn suffering from dia~rh6~ tu th~ health facilities,
but they do not car~y ~i~h them c~ntainers or at l~ast an »ppropriate (large
enough) one. Mothers return home to let containot'.1. Kmny moth9rs in this
process do not return to the clinic. HQnce, the child receives only a limited
amount of OKS solution during the mother's stay at tha health centera.

It was observed by the team that ~he OKS program has definitely made some
positive impact. Kany health workers including Govwrnment Medical Officers
cunfiI'l'.tec1 a Sh2~ decline in the use of intrevenou<;1 r6hydr~t!c;'1 t.herap:/. In
two district hospit.als the team visited, there were two ORT cornerp, one for
OPD and one for inp&tient. With further improvement in the communications and
the training of relevant health workers, additional impact ofth~s pi',ogram
could be felt.

Geo&raphically ORS distribution bas covered all health facilities in the
country, Whicll provides a strong base for further development of the program.
One of the constraints noted in the field is the spaeJ allocated for the ORT
corner in certain health centers. In one of the centers observed oaT service
is offered in a dispensary where all outpatif..\nts 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
lood, 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 COO Committee of the Kini3try of Health concerning
the possibility of commercial production and sale of OIlS packets in Malawi.
The Committee is considering giving its approval for the commercial production
and sale of OIlS packets in the country. The Committee would place
requirements as to quality, packet size, distribution, and promotional
arrangements for the OKS products. During the most recent discussions with
t.he OIlS 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 1.18 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 Kinistry of Health, would have little
or no impact in the areas of Malawi having major diarrhea and dehydration
caseloads. 10 other efforts are underway to develop local production of OIlS
or to subsidize costs of ingredients or packaging materials in a local product.
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Vaccine and Cold Chain DiJtribution SYstem

Th~ distribution of vaccine, cold ehain equipment and other EPI s~~p~l1!:.l·eIUS;i..-_
is the "'hird independent ~ supply distribution network. The~n~ra-ri"£Oie for
IPI supplies is located in ~!longwe. "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 Supply. Malawi EPI program is using six antigens to immunize
mothers to prev~nt 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. All
vaccines required for the program are supplied bYjUHICEF. The cost of polio
vaccine ;'8 reimbursed by the Kotary International as part of Eotary'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
DPT 35,500 75,000 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 10,00~ 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 itrununization services. As a
part of Africa Immunization Year celebration Malawi began dii!Y immunization
schedules in April 1986. Until early this year vaccine requirements were
calculated by considering projected coverage of target population with various
ant.igens, wastage factor and a reserve stock. Since the program moved 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 utilization pattern for each health center/district.
Vaccine ~rdering will be adjusted accordingly.

Every child visiting a health clinic will be screened for his immunization
record and i>ffered appropriate service. IIany clinics are, however,
implementing this strategy are plagued by various eonstraints. Main
eonstreints affecting delivery of daily immunization services are: inadequate
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staff, supplies, fuel for cold chain, as well as working space in certain
health centers. -In one of-ule- 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 W9re done with needles and syringes used for other
injections. This combil'.ation saves kerosene but increases the chances of
abscess at the site of i~~nization.

Returning again to the supply issue, none of the health facilities have {(
adequate supplies for implementation of ~ needle one syringe per child
immuni~ation, 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, syringe~~, refrigerator spare parts, otber
cold chain equipme~lt, etc. The three regionll send their request periodically
to this store for the supply of vaccine. Bonnally 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 centr~l 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
c<.;llect the vaccine, depending upon the ul~gency. 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 clinics
depends upon the catchment area. During t.he team's visit a maximum of four
weekly outreach clinic were found. Bone of the cold chain stores were using
the "cold chain monitoring." cards. ~- -----.

Cold Chain Distribution System. Cold chain maintenance in Kalawi is
accomplished by use of special facilities and equipment from initial receipt
in-country through to the most distant vaccination sites. In the ~zu

International Airport where vaccines are sometime~ 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 walic-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
senerator which was requiret1 to be put into operation only once last year.
The electric p~wer supply in Lilongwe has been consistently sood.

Below the central level there are three regional vaccine stores. These
atores have three to four deep freezers (moutly ice lining type). These are
used for storing polio and measles vaccines. Some of these freezers are
converted into refrigerators for storing BCG. DPT & if 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 are stored at ambient temperature. Vaccine stock books are
maintained in separate registers for 8eparate vaccines contained in different
freezers and refrigerators. Each of the freezers and refrilerators also bave
their own temperature chart maintaineell with the help of vaccine thermometer.
The vaccine monitor card "is stored in theae units, but they are not beil\&
utilized.
-oqr-:"'.- ~---

At the district level, all distt'ie.t hospi.tals 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 tha regional store. At the district level, the maintenance of
temperature becomes less impressive in the sense that some refrilerators
showed a consistent temperature of more that 10 degrees C. Some of these
faults seem to be due t~ heavy ie.e formation in the deep freezer compartments.

The supply of electricity was reported to be l00d i~ all districts Where
service was available. Whenever a cut in power supply is planned, a warning
is issued (by district branch of Electricity Corporation of Kalawi) in writing
living 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) bil cold/ice
boxes, and a 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 UUICEF assistance to EPI), should be
able to replace all damaled units as well as provide some reserve units.

Other EPI SuPPlY Distribution. All other supplies like needles, syril\&es,
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 equipmant are stored at the district hospital. Bach district also has a
cold chain mechanic based at the hospital to provide all cold chain technical
support. Ilone of the health centers stock any spare parts, includinl wicks
and chimney Ilasses. The situation leaves the prolram vulnerable to equipment
failures. A breakdown in comnunication can easily create a problem. For
example, in a health (".enter visited by the team there was no stove for
sterilization. When thil sit,lation was discussed with the GHO it was realized
that the health center n~ver had requested a stove. There were a number of
supervisory visits from the hospital but somebow this problem was never
communicated. 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 roquiring sterilization. In a few health
centers, a constant boiling of needles and syrio&es was observed Whereby used
needles were thrown into the tray of boiling water. A &ood stock of
sterilizers at district hospitals should help to overcome this acute shortage
of sterilization equipment. 80 timers were used in the health facilities to
note the len&th of boiling time.
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Fuels and Power SU~~ly. All district hospitals are supplied with electric
power Wherever available. In absence of electric power kerosene is the most
commonly used power source. Some health centers also bave 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 refrigeratolt"s are in use. In auch
places lack of kerosene has been reported as a major problem. The budset for
kerosene is allocated and supplied from district hospitals to all health
centers. Hany 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 &as supply. ~

aecently. the Industrial Gas Company has been encouraging the Ministry
toward wide-scale use of las. This certainly is attractive in the sense that
if a constant gas supply could be maintained, the problems inherent with
kerosene-powered equipment would be solved. At the request of the Ministry,
UHICEF supplied 80 gas conversion kits to convert kerosene refrigerators to
gas and also supplied 50 ga~/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 PLABlUIG, ADKlllSTRATIOl, AJiD ltAHAGEKEH'r

The CCCD/Kalawi project management activities cover a wide range of tasks
carried-out by numerous individuals in Halawi and in the U. S. This section
considers the adequacy of those management activities, and provides lome
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 count~y assessment prepared in Halawi jointly by the KOH, USAlD, and
the Centers for Disease Control in September and october 1983.

The assessment ;;resented an excellent technical analysis and carefully
specified objectiv~s and targets. A total of 12 objectives and targets were
proposed to be completed by the en~ of 1987 (or 4 years of project
operations). All of the recommendations and resource estimates in the
assessment were developed for the purpose of achiaving tb~ t,arget levels
within the project period. Ambitious goals and targets were p~oposed in the
assessment also for reduction of morbidity and mortality &mong tbe target
populations within the planned four (4) years of CCCD Project operations, but
these morbidity and mortality goals were not incorporated into the Project
Aireement.

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 asaessment establish~d clearly the need for
and feasibility of developing the three CCCD interventions (EPl, CDD, and
malaria services) in the Malawian context. Major emphasis in tbe assessment
was liven to strengthening lIOH capacity in epidemiology (inclucUng 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 the cceD
strategies for training and health education. "

The expatriate post of Techni,.l officer was proposed in the assessment as
the main in-country operations coordinator, operating under the Centers for
Disease Control. The existilll or expected future KOH coordinators in Efl,
CDD, and malaria services were determinod to be the best focal points for HOH
operation of the cceD project.

80 manasement analysis was provided in the assessment to establish the
feasibility and required processes for effective project manasement. 'rhe
assessment left numerous critical maana&ement issues unanalyzed: the
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arrangements which would be required to organize and manage the CCCD/Kalawi
project; how elements requiring action by USAID/Kalawi (such as procurement.
financial transactions. and personnel) could be accomplisbed i~ view of their
lack of staff; how the multiplicity of international organizations and donor
agencies already active in programs for BPI. 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 1I0H
could be made available to direct CCCD activities.

Plans of Operation

The Kalawi 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 U
scheduled with care. A one-year plan of operations and budget is required as
a condition of the A.I.D. funding grant ~f the Project, and careful management l
of the numerous elements in the Project would demand also a quarterly detailed
schedule of actions. The actions being taken by WHO and UWICEF 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 needing
attention;
2. MOB 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 activities 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.

'Bone of the three types of plans provides a complete picture of the planned
i activities in the specific parts of the Project. Bo over-all operational plan

18 being prepared to show annual and quarterly activities for the full scope
\~ the Project.
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Capacity of Government Management

Severe personnel constraints make it very difficult for Government of
Kalawi managers to be available for direct involvement in all parts of the HOH
pro;ram on a continuous basis. The structure for extension and development of
the ~ervice 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 HOH several times in the
last few years in an attempt to provide the strongest supervisory support to
the field that is possible liven the lack of staff members. The next stage in
development of that process was taking plece 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. Tilis new regional directorate would
build on the e~~Ating publie health inspector supQrvisory system. The regions
would each add a ~sician r.gional management position, having authority to
supervise district: o-spital'7and 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 t\ua 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 HOH 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 t.aken already to solve
problems related to ruptures in supply of antigens, syringes, oral rehydration
materials t and other materials required in the CCCD Project. Hew r'egional
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 1wplementation of
the CCCD Project in Halawi requires involvement of numerous U.S.Government and
U.S. contractor organizations: the USAID/Malawi Health Officer, USAID/Kalawi
financial and personnel officers', Peace Corps/Halawi, U.S. contractor for
health education--HealthCom, USAID/Regional financial nnd procurement officers
in .airobi, 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 maltes 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 teclmical and managerial
roles in the CCCD Project. The 1:0 is responsible ultimately for making
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certain that all these partieipating u.s. Government agencies and contraetors
are aware of their duties and meet projeet time sehedules. The TO is not
responsible for coordinating the CCCD aetivities with those of other donors.
It is likely that the ~O will diffieulties in aehieving Projeet objeetives in
the event that the numerous other donors operating in the Malawi health seetor
are not fUlly aware of the upeoming work steps, requirements, and objeetives
for cceD serviees. ·therefore, ultimately, management of teehnieal assistance
to t.he CCCD Project in Malawi rests on the shoulders of the 'to, and mueh of
the possibility for strengthening over·-all projeet management will be found in
the actions taken by the TO. The Evaluation Team eoncluded that the
management role of the TO is probably more eritieal to projeet success than
any speeifie teehnieal or seientifie adviee 1,e may give. In the last
analysis, the TO must be seen by the u.s. ageneies and eontraetors listed
above as manager of the Malawi projeet technieal assistanee.

The Evaluation Team found that the TO had achieved considerable sueeess in
directing the input of u.s. ageneies and eontraet.ors. The TO developed a
elear understanding early in the projeet of the requirements which each
partieipating 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 eircumstances 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/Halawi and (2) CDC/Atlanta. USAID/Halawi
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/Halawi officers
in-post at the time the project began. Substantial delays in procurement and
other USAID support eaused a number of CCCD Project tasks, such as 1
distribution of needles and syringes, to fall behind during the first one and
one-half years of the Project in Malawi. Bow that the USAID/Halawi 1'lI;'ssion
has received additional staff support for its many programs, the cceD Project
ean expect to receive additional support that it needs for the aecomplishment
of the Project aetivities.

To improve the financial accountability and management of the Projec~, t'~)
USAID/Kalawi should provide guidance to the MOH regarding the preeise means l)f
accounting expected for the GOM contribution for the remaining years of the
Project. It should also provide fund in, and/o~_manpower assistanee in
developing and maintaining the agreed upon system. In addition, USAID should
either assume the responsib1li-t.y- for planning, implementing, and evaluating
the bilateral project bud&e~ or provide periodie short-term technical
assistance with pro]ect-runds--to~heCOC--prD:ject coordinator to carry-out this
function. .- --- -- -----------.......

The CDC/Atlanta supervisory support has been especially strong during the
life of the project, although it is elear that the distance between Atlanta
and Malawi made it diffieult sometimes to ensure that support can be made
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available exactly when neede~. The arrangoment used to support the Prtlject
has undergone ~everal ehanges over the last two years in attempt to strengthen
the 8upport given to the local projec.t personnel. The present arrangement,
involving monthly reporting from Lilongwe to Atlanta and written and
t~llaphonic 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 i'lDprove the type of back-up support available.

Country Project Executive Management

The personnel assigned to partic!.pate in the Project, as coordinators and
as participants in the three HOH committees (EPI, COD, and malaria) are highly
committed professionals, whose qualifications and experience permit them to
handle an extremely heavy load of difficult work with ,reat skill. The Malawi
project executive management consists of several HOH senior officials, who
.lso have several other assignments and responsibilitius. The Project
Coordinator and the intervention coordinators for ZPI, COO, and malaria, are
highly dedicated professionals Who have a keen understanding of the
r2quirements for providing effective programs in the CCCD services. The
operating structure of ceeD requires that these coordinators ancS the TO
maintain frequent communications to ensure that plans and potential problems
are well-known. The lack of additional HOH personnel assigned full-time to
follow-up on the policies and decisions of t.he coordinators within the CCCO
Project leads to occasional difficulties and lapses in progress. The HOH bas
assigned one such person for follow-up and is considering the assisnment of
additional personnel to such duties in the CCCO services.

Recommendations

5.1. The TO should strengt.hen the management process under which the
Project operates by assisting the Project C~ordinator in preparing a
project-wide plan and schedule for tasks, responsibilities, and resource
inputs which covers the life of the project ancS 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 plans.

5.2. With the upcoming addition of personnel fundf"d by UWICIF to EPI, it
is important that the involvement of CCCO be clear to all partieipatins \
organizations and individuals. The TO is encouraged to continue with efforts .
to atrengthen donor coordination to ensure that laps 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 MOM re&ard~ the sum~ission ~
of budget and wor~lrans-s1fould be made as soon as possible, probably in the
form ofa-Project I~ementationLetter (PIL). This agreement should maintain
the requirement forsubmitting these plans. In the longer run, the developing
of 8uch budgets in conjunction with work plans will make it possible to link
re80urce 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~Dts responsibility under the Project Agreement to initiate )
the actions regarding cost recovery provisions of the Agreement. USAID should
do this vtth- full- partieiPatfon-lii-fheKOli-r-tlcteterminiD& issues relevant to •
financin~Hifawi __ ~t;ogram. Section 14 of thi~ report provides some
susgestions for carrying-out t.hese steps . .---------- - - .~-

-----
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6 . PROJECT INTERVENTIOH FOR EXPANDED PROGRAM OK IHHUHlZATI05

Back&t"ound

A WHO mission in 1973 assisted the Government of Kalawi in preparing a
15-year wational Health Plan, recommending iw~4iate implementetion of
routine, organized immunization activities. Five years later (1978), 507. of
the under-five (years of age) population was being seen at under-five clinics
and the number Df vaccination sites increased from 200 to 850.

The level of achievement in terms of vaccination coverage was variable and
still low because of insufficient cold chain equipment and knowledge of
vaccine management. Furthermore. while smallpox, BeG and DPT were 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 3~ co',erage of 3rd DPT were
attained.

A country-wide tl\easles mass campaign was launched in 1978, after being
tried in three districts. In 1980, another count.ry-wide mass campaign was
launched against poliomyelitis. In 1980, these two campaigns, aimed at
children less than 23 months of age, were running Loncurrently, leading to a
successful 84~ coverage for measles by March 1981 and 807. coverage for polio
by July 1983.

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

Policies and Management

IPI/Malawi is fully integrated within the KCR/PHC network, and
immunization activities will continue to be carried out together with weight
and srowth monitoring, health/nutrition education, and early treatment at
eU.ni~s. Apart from scheduled clinics, contact made with a health facility
for any reason will be used for the purpose of immunization. In principle,
imDUnization set"Vices are carried out at fixed facilities daily and outreach
posts weekly.

At the central level, the BPI program is managed by the Chief Clinical
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Officer, Who is responsible to the Assistant Chief Medical Officer (HCK). At
the regional level, a Senior Public Health Burse is responsible for HCH
activities, including EPI. At the district level, two HCK coordinators bave
been appointei, one either a Senior Medical Assistant or Health Assistant and
the other either a Staff Burse/Midwife or Enrolled Burse/Midwife to supervise
the maternal aspects of MCH, including tetanus toxoid vaccinations to pregnant
womftn.

Immuqizatiun Strategy and Schedules

El'I/Kalawi's strategy is to bave each newborn immunized against all six
EPI diseases before attaining the age of 12 months and ensuring that women
receive 2 doses of tetanus toxoid during pregnancy, using the following
schedule:

BeG
1st DPT
1st polio
2nd DPT
2nd pollu
3rd DPl
3rd polio
Heasles
Tetanus Toxoid

at birth or 1st attendance
6 weeks of age
6 weeks of age
10 weeks (If ::.&e
10 weeks of age
14 weeks of age
14 weeks of age
9 months of age
2 doses during pregnancy and a booster
a'ter 3 years for subsequent pregnancies

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

EPt Objectives

By 1989, EPl/Kalawi 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:

50-1. Measles (morbidity and mortality)
75~ Polio (morbidity)
5M Neonatal Tetanus (mortality)

Other objectives are to establish morbidity and mortality baselines for
pertussis, childhood tuberculosis, end diphtberia; and to make vaccinat.ions
available at all fixed and outreach facilities.

Vaccination Practices

Honoring the Africa lmmunization Year celebration, EPl/Kalawi embarked on
a policy of daily immunization services in all HCH clinics. In principle,
every cbild visiting a health clinic is screened for ium,mization needs and
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vaccinated accordingly. A large number of clinics are baving difficulties
implementing this policy. Major constraints to delivering daily immunization
8ervices in all clinics are: inadequate staff, supplies, and working space.
Sterilization procedures are not always a~",quate. Occasionally, treatment
rooms are used for vaccination rooms, Whero needles and syringes used ior
various injectiona are put in the same sterilizer. &0 health facility Which
the team visited had adequate supplies of needles and syringes. Abscesses at
needle entry sites wer.e ~eported in some clinics among vaceinees. Ib!
imPortance of using sterile injection equipment cannot b& tOQ stronglY
!ID,P-hasized in vh~w of the very real threat of AIDS transmission as well as
transmissi~n of other diseases through use of unsterile vaccination equipment.

The supply of vaccines from central stores to resions to districts and to
clinics during tbe past year was generally lood. There were occasional polio
stock ruptures at all levels due to a complex arrangement of supplying polio
vaccines throu,~h UNICEF. It would be preferrable for UNICEF to order polio
v.ccines in lh\~ ~ame way as the other vaccines and then simply be reimbursed
by Rctary.

Conservation of vaccines is go04 at the central, regional, and district
l~vels. 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 eithar not available or not
reliable, the same old problems that are found throughout Africa ~~ere

keruselle refrigerators ara used ar:e also found in Halawi; clinics run out of
kerosene, the kerosene is of poor quality, refrigerators not properly
maintained and any number of other problems that make the conservation of
vaccines unreliable at some clinics. Until all vaccines are made totally heat
st~~le or until a reliable source of energy is made available for
refrigeration equipment, the cold-chain problem will continue to ,lague
immunization progr~~ throughout the developing countries.

The team observed the introduction of vaccinetion log books in some of the
clinics. Suffice to flay that vaccination log book~l for recording names of
children t names of parents, addresses. etc., B.re inappropriate in clinic
situations Where staff are overworked. Hore important duties a~e neglected in
order to maintain a vaccin'ltion log book which in al1!1Ost all eases is never
used for the purpose intended. If staff do not have time to ~intain a log
book, th~y also do not have time to search for children Who have not completed
their vaccination requirements. If vaccination cards are lost, it is more
efficient to record history of vaccination stlatus f:-om tbe mothers on a new
card and administer or readminister those vacci~ations that are in doubt.

Over one million vaccination cards were printed by UNICEF f~r BPI/Malawi.
Should the policy of administering one dose of polio to newborns be adopted,
clinic: personnel can write "polio" in the same square where BeG (at. birth) is
written and the date of adnlinist.ration t"ecorded for BCG would serve as well
for po;"io.
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Vaccination Coverage

With nearly 400 fixed and over 700 outreach vaccination sites, BPI/Malawi
can provide vaccinations to 80% of the target population. (Population within
five-mile radius.) (See: Table 6.1, below, and Annex D.) Vaccination
coverase, however, bas declined from 557. fully vaccinated in 198~ to 357. in
1985.

TABLE 6.l. Coverage SUrveys for Immunizations, Malawi

Part A:

Children
Age Humber BC DP DP DP POL POL POL Me Y-i.I1

Date Area (Months) Card L Tl T2 IL L L L !!- !L.

1980 Hzimba 12 24 13 79 91 77 51 88 72 47 64 39

1980 Lilongwe 12 24 50 69 60 52 40 59 40 23 58 20

1980 Thyolo 12 24 69 66 61 55 49 93 75 50 61 28

1982 All Malawi 12 24 86 87 88 82 69 91 80 72 70 55

1984 All Malawi 12 24 70 72 84 78 66 82 76 68 64 S5

1985 All Malawi 12 24 73 73 83 74 58 84 71 56 52 35
(weighted)

Part .I:
" of Coverage

of Women
Humber Durins Last
of (By History)

~ Area Women £!.D1 TTl TT2

1985 All blawi 626 41 51 30

Botes:

TTl: ~ercent vaccinated once.
tT2: Percent vaccinated more than once.



lleasles

A special five-montn measles surveillanco was conducted in 1984. All 24
districts participated in collectins age and immunization status data on
nearly 5000 outpatient measles eases. Thirteen percent of the cases reported
were under 6 months of a&e and 62'r. were under one year of ase. -rhirty-two
percent of the cases were amons vaccinees. (see Chart. 6.1.)

FIGURE 6.1. Measles Vacca Status,Malawi
Sentinel Sur••y. 49&9 Cales. Jan-May 84

VACC STATUS UNKNOWN (11.0%)

VACC < 9 MONTHS (10.0~)

UNVACC. (57.0~)

VACC 9 MONTHS + (22.0%)

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 Halawi (500,000 population). Six perr~nt of the cases
were under 6 months of age and 48T. were under one year o~ lise. -rhirty-four
percelit of the cases were among vaccinees.
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TAl'LE 6.2. lIeasles Cases b7 Ase and Vaccination St.atus,
Queen Elizabeth Hospital. Blantyre, Kalawi. January-September 1986

Pe!:cent
Percent Humber of (I.) of

IIwnber of (~) of Children Children
Au Children Children Vaccinated Vaccinated

Under 6 mo. 6 ( 4,. 0 M.
6-8 months 28 48~( 18~ 4 87.
9-11 months 39 ( 26,.. 8 161.
12-23 months 42 28t. 14 21~

24 and above 37 24'1. 2S 49t.

TOTAL 152 10M. 51 347.

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

Polio

A polio outbreak occurred last year in the Central Ile&ion \)f
Malawi. SevQnty-two cases were reported between Hay and December 1985. Only
one child had a series of three polio vaccine doses (2 had 2 doses).
Vaccinations to control the outbreak started in June. Over 18.000 cbilcSren
under six years of age received one dose vaccine while only 6.300 cbildren
received the third dose. Ages of polio cases were:

Me Cases Percent

1 Year 10 14
1-3 Years ..1 57
4-5 Years 13 18
6 Years &Over --! ..!!

Total 72 100

BPI/Halawi had one of the best va~cination coverage rates in the early
1980'. in all of Africa. In 1982. wli>en mass campalano were carried out,
measles vaccination coverAge was b~twellln 58 and 7~ for the entit"e eountry. *
Since then. with the integration of IU"I activities into tbe IICH/PRC syst.em,
measles coverage declined steadily until it reached 5~ in 1985. Since 1986
i. the Year of Vaccination and more emphasis is beiDl placed on immunizations



in Malawi, tbere IIbould be an increase in coverage as a result; especially
witb tbe new policy of clinics offering vaccinations every day. At tbe end of
this year, bowever, results of tbis year's EPI activities need to be analyzed,
and if tbe results sbow tremendous increase in vaccine wastage wit.bout a
aignificant increase in vaccination coverage, EPI/Malawi needs to consider
aome modifications in IItrategy.

Modification does not mean radical change. strengt.bening tbe healtb
infrastructure by integrating vaccination services in fixed and outreacb
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 servic~

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 (tbe case in many clinics) is a practice which a
country can ill afford moneywise and manpower-wise. If there are no otber
options, and if the government's money cannot be spent in a better way, then
it may be justifiable. Otherwise, clinics should work out their own
vaccination schedules according to need. If fifty or more cbil"ren present
per week for vaccinations, daily vaccinations may be ideal. If ten cbildren
present per week, weekly vaccinations may be ideal. other options may also be
availaole.

One option, for example, which bas been used in other countries with
success, is the prornot.ion of Accelerat.ed Vaccination Day(s). This strategy
employed in lhe U.S.A. contributed to the elimination of polio in tbe 1960's. ~
Malawi, more than most other African countries, is best pre~ared to succeed
witb 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 501. are vacc inated • leaving 6S ,000
susceptibles. If 8~. or 52,000, present for vaccination at 491 vaccination
sites (fixed and outreach) there would be an aver3ge of 100 children
presenting per vaccinat.ion site for DTP-polic vaccinations in one day.
Another 100 children would present for measles vaccinations.

This is not a substitute far integrated clinics. It is an ~ption for
8urpassing the excellent vaccination coverage of 1982; it ill an opportunity to
control, or perhaps even interL~pt, transmission of measles; it is an
opportunity to reduce significantly the number of meas19s cases in children
under one year of age; it provid.es an opportunity for children to reach the
ase of vaccination before being expolied to measles; and most important of all
it provides the opportunity to eave live. a. 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 transmission (September or October) would be
n••ded to accomplish the above. otlller n••ds would be 100,000 disposable



needles and syringes ($12,000), at least 500 vaccinators, and 1500 other
personnel, volunteers, or nursing school students.

A4vanta&~~ of an acceleration vaccination day(s):

o reduces deaths and suffering;
o stops or slows down measles tranBmission so the under-g's can reach

ve~cination before being exposed (reduces ~ of cases in children
Uli"~2r one year);

o ~tivates government's personnel and the public;
o makes awareness of communicable disease problem a~ute;

o eases clinic loads (fewer cases);
o eases vaccination clinic loads (fewer susceptibles);
~ makes vaccinations more efficient and convenient to the public;
o makes conservation of cold chain monitoring easier;
o eases sterilization problems;
o boosts morale of personnel; and
o conserves vaccine.

It is prudent not to include BCG vaccine in a vaccination day activity
because of the complexity of the vaccination, the slowness of the p~ocedure,

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 liven at birth at the matemity.)
SUcce~s with the Vaccination Day will provide health staff more tiu to do
BCG's in proper surroundings.

Recommendations

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

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

6.3. KOH in cooperation with WHO and/or CDC accelerate plans to study high
rate of mee.sles cases amonl children under 1 year of a&e (Ireater ttaan 451,)
and high rate of measle. cases amana vaccinees (Ireater than 3~).

6.~. KOH determine and implement a stratelY to increase vaccination
coverale, for example. by initiAting accelerated vaccination day(s).

6.5. Polio vaccine be ordered under relular VlIClr orderin; procedure•.

6.6. Discontinue use of vaccination 101 books.
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7. PROJECT INTERVEifI"TIOIi FOR ORAL REHYDRATIOI THERAPY

Backltround

The Control of Diarrheal DiselJes (CDD) Program in Kalawi 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 preven~ive services. Also represented on the committees were
members from the Ministry of Local Government, city eouncils, and the Private
Hospitals Association of Kalawi (PHAM). . Reconuuendations of this conmittee
were:

o Formation of permanent Control of Diarrheal Dis8ases Conmittee for
COD direction,

o Integration of diarrheal disease control activities within the
primary health eare system,

o Implementation of diarrheal diseasEl control activities through itCH
clinics and primary health workers;

o Provision of or~l rehydration lalts in packets to fixed health
f8cliities, and education of the comnunity to use ORT for treatment
of children with diarrheal disease while at the same time encouraging
feeding of the children during the diarrheal episodes.

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

CUrrent Policy

Malawi has adopted all four (4) strategi6s for enD as recommended by WHO,
Which are as follows:

o Case management
o Environmental sanitation
o strengthening maternal and child health services. and personal

hygiene; and
o Epidemic control (data collection for action).

Presently, all diarrheal disease control activities are integrated within
the HCH/PHe system and are larsely funded through the national budget.
However, since the introduction of the Combatting Childhood Cmarrunicable
Diseases Project (CeeD), increased fundins bas been made available.



~jectives of CDD in Kalawi

The immediate objective is to reduce cbildhood mortality. The long-term
objective is to reduce morbidity. To this end, the case management strategy
has been adopted as the maj or component of CDD while encouragi", the other
strategies to continue. Case management includes prevention of dehydration at
health centel.':'S and at home by continuing feeding, including breast feeding,
and encouraging fluid intake. .

Although case management has been chosen in ~rder 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 beint 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 HCH and other workshops have been held in which CDD
training was included. Personnel from district hospitals attended the
International CCCD Hid-Level Hanagement Course in Kalawi in Bovember 1984.

ORT units 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. ICamuzu Central Hospital's outpatient OIlT unit 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, 4~ 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 OIlS packets at the beginning of
the clinic. Few mothers ~itness thilS operation. The large OIlS container
usually is covered but rarely has a spigot. The solution must be dipped from
the container. Kothers are given small containers (20-50 ml.) of OIlS and told
what, why, and the how of it. The evaluation team did not observe any
training of other health 'PQlrsonnel in any of the ORT units. The ORT unit at
the Q.E. Hospital in Blantyre sees several cases of dehydration per day and
would be an excellent training and demonstration unit.

J).aring clinic sessions, mothers are taught to make SSS (sugar salt
solution) for use at home. They are shown how to mix 10 level bottle caps of
8U&ar, one level bottle cap of salt, and 3 Panta bottles full of water into a
container large enough to hold at least the equivalent of one liter. Besides
beins more complicated than aixins one packet of OU in one liter of water,
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.tudies have shown that in most areas most families do not have either sugar,
aalt, bottle cap, Fanta bottle, or Ii proper container. Studies have also
ahown that over 6~ of mothers do not prepare sss properly even When given all
the necessary tools and ingredients.

OKS packets were first introduced in ltalawi over four· years ago, yet
mothers have not yet been taught to use them. Since OU 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 ehloroquine i.l the treatment
of malaria. OKS is less potentially dangerous than chloroquine, and there is
no need for fear of resistance. An estimated half ~illion children suffering
from diarrhea this year will contri~lte to the chronic overcrowding of health
facilities; &nd even more alarming--thousands of those children will die from
dehydration.

The solution--(not a pun):

o teach mothers the importance of giving fluids i~ 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 ean
prepare OKS themselves;

o make liter containers available in shops;
---.a

o teach TBA t S and other village health personnel the importance of
giving fluids to prevent dehydration and bow to prepare oas to treat
dehydration;

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

o make OKS packets available in all sbops.

UHICEF is prepared to supply the quantity of oas packets necessary to meet
the demand (5 million packets per year when t.otal access and utilization is
achieved) and to fund the purchase of liter containers needed for clinic use.
Yne local plastic factory should be encouraged to produce well-designed liter
containers for 4istribution to all shops. sterling Products or other
commercial firm should be encouraged to distribute OKS packets for sale in all
shops. This should dispel the frequently-mentioned fear of running out of
aupplies after the demand bas been created. Hothers had not been given OKS
packets in the past because it was felt that they did Dot know how to prepare
them, and theJ:"e t1ere incidents of incorrect utilization. Kotbers should be
taught how to prepare and use OKS packets eorreetly. Occasionally, abuses in
the use of packets can be expected p but in spite of the occasional abuse
thousands of lives will be saved. This is primary health eare.

WICKF is the aole supplier of OIlS packets for blawi. table 7.1 shows
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the number of OIlS packets IilUpplied in Malawi over the past three years.

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

The KOH statistics Unit has recently computerized the trackinc of:

Inpatient Diarrheal Disease Cases
Inpatient Diarrheal Disease Deaths
OUtpatient Diarrheal Diaease 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 all ORT units and teach mothers to prepare
OllS packets (hands-on training) instead of SSS.

7.2. Train village health workers to prepare ORS and pl:ovide them with
liter containers and OKS packets.

7.3. Hake ORS packets and liter containers available to communities
through private shups.
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TABLE 7.1. OKS Packets SUpplied by UHICEF, Malawi, 1984-1986

Year:
Bo. OKS Packets:

1984
235,750

1985
610,000

1986
1,500,000

TABLE 7.2. Amount of Intravenous Fluids Used for Children witb
Diarrheal Disease, Kamuzu Central Hospital Pediat~ic Ward, Lilongwe,

July 1982-July 1986

IV Fluid Liters Used
xw: 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, Halawi, 1986

Cases . Total
~ Center Under 1-4 Under 5 Degree of Dehydration

Month Reporting 1-Year Years Years ~ Moderate Severe

Feb 9/12 (751.) 1145 (521.) 1078(481.) 2223 1687( 761.) 473(21'1.) 63(3'1.)
ltar 10/12(83",) 859 (5M.) 848(5o-x.) 1101 1130(661.) 531(321.) 40(21.)

Home Treatment
Other Breast feeding Referred,'

Month ~SS Fluid !2D!! Total Stopped Admitted

Feb 759 (34") 353 (167.) 1111 (5o-x.) 1541 113 (117.) 18 (141.)
Mar 586 (347.) 277 (16'1.) 854 (5o-x.) 1275 108 (91a) 98 (6~)
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Diarrhea Cases & Deaths, Mala~wi
Children Under rive. 1978-1984
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8. PROJECT ItlTERVEtlTIOI FOR MALARIA TREATMENT

Background

Malaria deaths in children under five years of age ~re than doubled from
287 deaths reported by hospitals in 1980 to 141 in 1983. It was then that
Plasmodium falciparum was recognized to be chloroq~ine resistant. At the same
time, the incidence of cerebral malaria, and abortions associated with
malaria, were noted to have increased. As a result, in 1984, the ilOH
reactivated the lational Malaria Control Conunittee, which provides direction
for malaria control act,ivities 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 Program at the central
level. The functions of the Committee are to 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 ~f antimalarial prophylaxis to select groups;
o Regular mo~itoring and evaluation of malaria eontrcl aetivities,

including drug efficacy.

Under Conunittee ~uidance, malaria treatment, prophylaxis, and community vector
eontrol 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
specific, measurable objectives of the lational lIalaria Five-Year Control
Program to be aecomplished before 1989 are:

1. Ceduce hospital admissions due to malaria by 15~

2. Reduce hospital mortality due to malaria by 3~

3. Reduce malaria case fatality rate in hospitals by 25~

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

A. Presumptive treatment of favers;
B. Continuous monitoring of ant~larial efficacy;
C. Seleetive antimalarial chemoprophylaxis.
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D. Vector cont~ol through community participation; and
E. Health education.

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

Current malarial control policy in Kalawi follows WHO recommendations for
malaria control in areas of proven chloroquine resistance in Africa (1983).
All malaria 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 an~/or other signs and
symptoms recognized as malaria are treated as elose as possible to
their homes;

o Chloroquine chemoprophylaxis "ill be given only to special groups of
individuals, such as those who have compromised immunity, sickle-cell
disease t 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.

Bo other chemoprophylaxis programs, including those of healthy
children under five, will be condt.1cted so that chloroquine pressure
on P. falciparum will be kept to a min~m;

o 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;

o llajor vector-control efforts requiring 8ubstantiai. financial inputs
will be initiated only after careful consideration; for the immediate
future only local urban government vector-control programs by
residual spraying and larvicide will be continued in certain regions
such as Lilongwe and Blantyre.

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

o selecting community volunteers t.o distribute antimalarials and
supervi~e local vector-control activities such as elimination of
breeding sites, encouraging use of mosquito nets, repell~nts and
screens;
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o reporting to local health authorities eases ~f malaria not
responsive to routine treatment.

~rrent Practices

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

Junior aspirin is no longer recommended as an antipyretie due to its
association with Reya's Syndrome; and amodiaquine has been discontinue4 as a
malaria prophylaxis drug. k.nodiaquine remains, though, an impo['t.ant second
line drug for short course treatment of chloroquine r.sistant malaria.
Paracetamol is recommended as an antipyretic for ehi14ron und3r-five.
ChemoprophyLaxis for malaria is reccmnended <only for pregnant. women plus
expatriates and special hi&h risk &roups, ar,d studies are cur-rentl)' 0011\&
conducted to determine its effectiveness.

Chloroquine resistance st~dies were 40ne in 198. and routine surveillance
was start.ec!. In 1985, new malaria policit's and strategi€Js were comrlet1td,
disseminated and, later on, malaria treatme';lt seminars were held for over 2000
health personnel. Seven operational reserlreh studies were done. Results of
these studies will help adjust malaria policies as needed.

I A two-year study on the efficacy of malaria chemoprophylaxis in preinant
women will begin in January 1ill __ ~Kanlochi. Chl1drfln bom to mothers ta'kins
chloroquine wiLL be followed for slx montbe to observe susceptibility t.o
malaria, Irowth, etc. Preliminary studi•• have ahown that 25~ of women ta'kin&
resular prophylaxle have para.ite bre.'cthrouah in peripheral blood and that
over S01. havo incidence of placent.al infectic,., at time of delivery. other
laboratory confirmed results revealed that only 2~ of the women Who said they
were takins 300 mg. of chloroquine per week bad blood levels consistent with
actually havina taken it.

As a result of the new malaria policies, injectable antimalarial druls are
preBently aveilable only in hospitals. When parenteral administration of
antimalarials is necessary, the drugs are siven intravenously. The supply of
vials of injectable antimalarials decreased 75" from 99,200 in 1985/86 to
25,480 in 1986/87. Inject.able chloroquine will ba discontinued altolether
after 1986/87.
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'tABLE 8.1. Halaria Among Children Under Five, Hospital Reportins,
Bational Health Information System, Malawi, 1978-1983

Cases Admitted Incidence
<Cerebral and Case 100,000 Children

I!!£ Bon-Cerebral) Deaths Fatality Under Five

1978 6,094 363 6t. 533
1979
1980 5,899 287 St. 485
1981 10,524 632 6-& 841
1982 10,240 427 4t. 195
1983 16,579 741 .." 1,24'

TABLE 8.2. Cerebral Kalaria Among Children Under Five, Hospital Reporti""
Bational Health Information System, Malawi, 1978-1983

Incidence
t. of Tot.l per 100,000

Cases C••e llalatria Cbildren
IU£ Admitted Deatb. ratality. Ca.,. .- Under riu

1979 1,044 168 16t. 17ft 91
11)79
1980 815 12. 1St. 14" 67
1981 1,601 435 27'- 1St. 128
1982 1,814 234 13'- lat. 141
1983 2,487 334 13'- 1St. 187

TABLE 8.3. Halaria Amana Children Under Five outpatient ••port1na,
V.tional Hftalth Information Systam, Halavi p 1978-19R3

JS!£

1978
1979
1980
1981
1982
1983

Ca•••

1,613,916
1,790,385

Incidence per 100,000
Children under rlv~e~_

--
125.303
134,585

-----------------_...--_..._------------,,-
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During the past th""ee fiscal years, Central lIedical SUpply distributed
following &m9unts of anti~larial drugs through its distribution network:

Antimalari,l Dru& 198./85 l.U.:i..!!! 1986/87 ~

Chloroquine Syrup 7,900 10,500 9,000 Liters
Chloroquine Tabs 3.,1.0 ~0.500 34,000 Tins
Chloroquine Injec • 25,300 56,000 280 5 ml Amps
(discountinued)
Chloroquine Inj.c. 33~.OO 25,600 23,000 50 III Amps
(discount.inued)
Quinine Tablets 900 3,300 1,500 '1'1118 of 100
Qu inine Injec . 10,160 17,600 2,200 Ampules
Camoquino 3,500 Tinl of 100
Palludrine 100 me .00 130 63 Tins of 1000
Daraprime 690 600 180 'rins of 1000
Pansidar (Ixhet quantity of use not available)

Be.ides the above amount of chloroquine, the KeN pr~lram elso received the
following &mOunts from UWICIF for antenatal clinic.:

Chloroquine .,551

l2.I1

5,228 15,000 tlne of 1000

Oral antiularia druls, when available, are pr••cribed in all treatment
fecilitie. throulhout the country. W1th the exception of the pre.ent rupture
in stock which i. lupp1l.•4 by WIClr for KCH c~.nter., the t... faund
cbloroquine available in all t.re"tment. cent8t'1. a.cond 11ne dnall~ novaver,
were not always lufficiently available in hOlpital••

Chloroquine tablet. (150 ma.) are produced by a private firm in Blantyre
call..4 Sterling Products. The KOH ••d1cal Stor•• p,..rcba••• Chloroquine froll
private firma to aupply bo.pital. and h.alth centerl. aterlins ••11.
chloroquine to private outlut. which mako chloroquine availabla throulhout the
country. On ••v.ral vi. ita to .mall .bop., the team founa 101'0ion
(chloroquine) alwayl available at 0.085 to 0.09S lwacha, or approxlutaly
US'0.05 par tablat. ion. of t.be Ihopk••per. knew t.he "'Iconraonded (HOH)
treatment schedule, nor 1. there lufflclant public awarana.. of proper
antimalarla treatment. :;Jchadule.. ~Jt.rl.i1\l Producta be. prlnt.ed larle u1allla
pre.crlptlon pOltere identical 1n contt,nt to t.he lmaller .1.e NOH ,oltel'l for
dlltrlbutlon to all Ihop. Where chloroquine i. '014. 10 ••cond line
antimalarial, were found in ~h••hop••

110M drul ,up,l, and dllt&-lbut.lon, lLncludina antllularlal druiD, have been
Gonllet.nt.l, problematic. stock deplotion at the central loval and lr~.lul.r

deU,verle. to rea10n.1 end dlltrlct l.vell l'alult in frequent and prolonsed
rupture. 1n .tock down to the peripheral level. With central eupp11•• belna
80ved from Ilantyre to L110nawe perbap. .~ of tbe lOlllticl probl... will be
lolved.
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'rABLI 8... CCCD project Reaion.l fundina of Operat.ion••••••rch
for Halaria in Hal.wi

Level of

~CGq)l.t.i.on fund ina
Protocol Oat, - ~

1. AlI'lament of Chloroquine B••lltant &aIUIt. 1985 8,502 ~ I\),
Plasmodium Palcip'rum Halari. in Malawi
Inv••t.ia.tor: lChoroman.

2. Ant.imal.rial DruS' Ivaluat.lon for ~ V.bru.r)' 1985 9,500
!ilsi2IIYm Inf.ction
Inv.stilator: Wirima

3. ranlidar Ifficae, stud, Ir.bru.l~' 1986 9,016
Inveltilator: lChoroftlana

•• Ifficacy of Quinin. in the Tr.atment of Ir.bruary 1986 7,75'
Children Ho.pitelicod with Halaria
InvestlSltor: Virima

5. Iffectlv,n'.1 of Chloroquin./Amodiaquine I-endi,.. .,000
Prophylaxis in Halntalnln; Peripheral
Blood/placenta 'arA.ite Fr••
Inv'ltilatora Wlrima

6. T'It.ina the V.tional Malaria Cont.rol Pollc, I-.ndill\l 500 t/

Inv.ltilat.or: !tach.10

;j•.Vl...l111 the ••1.Uonohl, bet...." ~j I'.ndina .,000 'r
, . and Iron Defici.ncy An.ml. 1n Malaw

~nv'ltllat.or: Mbvundula .
f[) tJ'

\
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TAILI 1.5. 8.ntln.l Burv.ll1anc. of "1'1'111, ...la.,l, 1'8'

(,bru.rr. ltl6 IIIreb. 1'16
ID1W: ',rclnt l\IIUE r.rg.nt

',rc.nt of C.n~.~. ..,or~lna ./12 75t. 10/12 '3~

Und.r 1 tlar 3293 .2'1. !393 ••ft

c.... 1-. V••r. .5.5 5. .273 56ft

Total un~.r ! V~ar. 785. 766'

lorolon '99 l1t. 1356 1"
HOM Ir••t.""n~

Aaplrln, Caf.nol. 'anadol 1607 201 1620 11t.
Oth.r 310 .t. 257 ,fa
Ion. 5111 65ft .50. 5'"

I.f.rr.d'ldml~~.d 189 n. 250 3t.

•ourc.: I.nt.ln.l Burv.lll.nc••11t.••• Kal.wl. 1.86 •

-

1.1. l,chnl0.1 .111.t.no. b. loulht. tbroulh aCCD. UlICI'. or ot.her donor
'I.ncr for • .ufflol.nt "1'104 of tl.. (.,ulv.l.nt to 6 to 11 800\hl.
unlnt..rrupt.ad or ,.rloeUc) to laprova ord.rl",. .too'~lna. and dl.trlwtloo of
,",p11e••t. .11 lev.l. of t.b. ,,,.It.h .t.ruot.ure.

8.1. In .d41tlon t.o dllt.rlbutlna .1 loon al ,olilbl. t.o 111 healt.h
',0111t.le. tha ..l.rl. t.re.t...nt lohldule t.••r·ou~ found 10 t.ha II1IE1I
trl""n~ qy~. t.h. 1t..r11nl po.t.arl Ihou1d be luppl1e. .1 loon .1 ,o.11b1_
t.o alA ,1t.a. "".ra _lai'l. dNI' '&'41 1014. 're,tilent. r.dl0 annwDoe.nt.1
.e,ol'lblnl ..lal'l. t.N.t.Mnt. .0h.d",le. Ihould be C1ont.lnued 'Dd .ffol't.1 t.o
t..aob oorrect. t.1'••t..nt. .0hed",le. to Ihop ownar. lbould be aooeler.t..d.

t.3. I.oond 11ne .nt.l..1.r1Il drul' of obol0' Ihould be ..de .vall.b1. t.o
.11 hol,l t.a11 throulh the Centl'.l lIedl0.1 Itore. ."d t.broulh CCCD. UIII1CU•
•nd/ol' ot.hel' donor 'I.nol•• Who o.n •••I.It. 1n puroball·ftI leeond llne drual.
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9. 'fIAIMlla STRATECY

D,curoynd

Trllnl", of IUnl.tr, of H.Ilth ,Ir.onnel il conducted throu,h ,r•••rv1e.
educ.tion. In••rvlc. trlinlnl Ind work,bo,.. elin1cIl ob.ervation.. and
abort-t.rm Ind lonl-term tralnlnl out.Act. tbe eountr,. There i. no on•
••etlon tbat ovsr.... III trllnlnl of p.rlonnel 10 the IIOH. but rltber
nUNrou. offic.. and .,eclI11tle. Irrlnaemont. for trllinin, of ,.r.onnel a.
n.ed or I' r••ource. become IVlllabla. Ther. 1, no lnt'lret.d tra~nlna plan
for the KOH to or,anl.e Ind 8ulde the numerou. t",e. of tralniOl. donor
fundlnl ~,.ncl.,. end locltion, where trllnl", le ,er(or.-d.

Mumeroul prlmar, bealtb clre trllnln" actlvltl•• 11~e tebeduled .Ich ,ell'.
funded b, UHICIF. WHO. or from lnternal fundi of tbe .OK. The ,rlmar, b••ltb
care tralnlnl activitl•• of the KOH lnclude attentlon to .any of the ••rvlel
concarn. of tb. CCCD proj.ct.

Mucb of the ,rl.ervlc. and In.ervlc. tralnlnl ln ~h. , ••t wa. orlanl••d a.
cla••room lnltructlon witb little tl-. devot.d to o"ort~nltl.. to learn
blnd.-on. how to do cl1nlcal procedur•• or u.e eonca'\1 of communit, b.alth.
Over tbe ,'It few ".1'1. tbe ,lInneI'I of HOH tralnlftl bave r.colol.ed tbe need
for expanded bandl-on tl'1101nl ,U.u.tlcn. and tll. ap,rolcb i. .10'11, bel.",
chanl.d. 'lb. u.. of experlential 1••mina (combinin,: eXl'erionce.
reflectlon. lanaraU.ltlon. and a"llcatlon) 1. 'elna con.id.r.d for ule in
future MOM trllnlna actlvitl••.

The 11\0I'tl,a of pal'.onnel at all l.vell in the MOil ba. placed addl~lonal

bul'den on unr t)'l)" of haaltb ,rof.... lon.l1 to cot"'lne lupervlllon wltb
~I'alntnl Ictlvltla.. MeN Cool'dlnatol'l end othel' .""arvl,oI'J p.raonnel are
.xpected \0 conduct trllnlnl of ItOH ateff membera ln tbe ar.a. of prlNrJ
b.ll~h care and mat..rnal and cbl1d bealtb. In lome c••••• ~b. ~.l.ntl of lueb
luparvl.or-~r.ln.r. ara not. .",fflelent to permlt them to do 1 lood job .~ bo~b

••pactl of t"elr I.,llnment. 80me of t.h... ,eop18 are akllled .u,el'Vl.or.
w1tbout bavlnl I c,plbllltJ for 48.1Io1nl. arranllna. and conductlna oraanla.d
tralnins ••••10n. fol' tbelr Itaff ..mberl.

'.cl11tle. for ,r1~r, h••ltb car. In.ervlce tralnln, ar. Icarc. and
poorl, located to Incoura,e larle ICll. ,.Irtlclpatlon by noH p.l'lonnel. Ttl11
proble" 11 bel", .olved witb the eaqalcted compl.tion in the n••r future of
pr1..r, bealth care ,r•••rvlce and lnlarvlce trelnlna 'acll1t.l.. in .acb
"Ilon of t.he countr, under World '1lnle fund1", • Addlt.lonal tralnlna
'acl11t1•• 11'8 oparated b)' tba ItOH for t.lralnlnl of nur•••• cllnlcal offlc.r••
he.lth In.pec\ol'l. ,al'amedloal perlonnel. and relat.d b.altb worker••
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ccep Ir'ininl ARllviti••

11'"inina ill ont3 of tbe four ..in .trct.eat•• employ.d in tbe llalawi ceCD
Project for tb. dQvalopment of di••a.. control ••rvice.. (The other thr••
ar.: cU••aa. rlut'v.illan:e and healtb information .,.tau, health education,
and operation. ~•••areh)., Altboulb ceel) Project i. not .n,aleJ in any
lona-te~ trainlna, the tr,lnina activities are to be provided at all l.vel.
in the ••rvice delivery .Yltem and are to include trainins for both clinic.l
and manalerlal ••pect. of the proaraa. A Ir••t deal has already been
accomplished in the traininl .t~ateIY of the Malawi CCCD Project a. given in
table 9.1. these .ctivitie. focu.ed on nume~ou~ i~diate needs for trainlns
tAterlal development and inlti~l tralnlna of many primary bealth care
workers. the .valuation team wal unable to find a CCCD life-of-project
traininl plan, which would s.t prioritio. and define • comp~.hen.ive trainina
per.pective, a. recommended durina the 1985 CCCD proj.ct review.

TABLI 9.1. Summary of CCCD Trainina Activitie., Malawi, to September 1986

RI1! ll·.inina Actl!i!~

December 1984
llarch 1985

September 1985
May-December 198~

December 1985

January 1986

rebnaary 1986
Hay 1986

iua/Sept 1986

Mid-level Kana,.rs Course
Adaptation of materials for trainina module.: tre.tment
of diarrhea, mal.ri., .pidemioloaic .urv.ill.nce.
Development of nutrition and arowth mooitorina module.
Peace Corp. Volunt••rs train.d in oaT (9).
Wlel' funded aceD trainina of over 2,000 b.alth work.rs
(peripheral lev.l traifiina in 3-d., ••••ion8)
Mel.ria module translat.d into Chichewa.

Pl.n. mad. for int.cretins CCCD topic. into the country'.
tr.inina institutionu.
'1't'a1nina for individuals respon.ible for ••tabli.bins and
maintainina tbe 12 sentin.l sites.
Dev.lopm.nt of Job Aid.
Development of .valuation tool for trainina.
Discuss.a possibility of holdinl trainina of trainers
cours. in Malawi beeau., participants had not been able to
attend tbe L••otho Yrainina of Yr.iners cours& a. planned.
Peace COrpl Volunt.ers volunte.r. counterpart trainiDl
Hid-level man.,era courRe for district ORI and BPI
coordinators
Evaluation of UVICIF tralnlna.

Production of Trainina Cour••,. A combination of c.ntrali.ed and local
train!na has b.en us.d thus far 1n the IIlal."l CCCD Project. With VIIICI', WHO,
A.I.D., and aCCD fundlna, well over 2000 healtb trorker. were trained in
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una,ement. primal')' health eare fundamentall. related to COD, malaria r end
nutrition d~rina the yearl 1985-1986. The numbers of train.es throuah the end
of 1985 are ,ivon in table 9.2.

tABLE 9.2. Cateaories of Health Personnel and Others Trained
in Manaaement and Treatment of Priority Diseas••• Malawi. 1984-1985

Cat.l.o£[

llIedical Officer
Clinical Officers (All Crades)
Health Inspectors (All Grad8s)
a.sistered Hu,rs.s (All Grades)
Medical &ssiatants (All Grades)
1I/Iurse Midwives (All Grades)
Health Assi~tants (All Grades)
Health Surveillance (All Grades)
Homecraft Workers. etc.
Hoapital SQrv.nts. etc.
Laboratory Asaiatants
Pharmacy I~ai.t&nts

Others

TOTAL

Issues Conceminl. TrainiDl

lumber

9
78
69

236
372
849
141
118

33
40

9
2

87

2.043

Trainins. materials deyelopm!Dt. Several types of training materials
and dOlcument,s are needed to achieve a blah level of effectiveness in the
traini'RI activitie~ of CCCD:

1. Guides to instruction for inatructors and train.es.
Z. Audio. vi.....l. and poater material to illwninate and expand on the

instructor'. presentation or demonstration
;j. Short job aids for us. with sins1e. or 118"era1 8impl•• procedures

after trainina on-the-job.
4. Lona reference mat.erial aivi1l\l theory and practice deacriptlons for

techniques required in ren4erin; .ervice.. for use by eupervilors or
eliniciens havina complex dutie.

5. .valuation materials to determine prOlr881 of train••• and for use 81
supervi80ry tool•• if P08liblo.

!he Malawi project preparees reference material. and job aid. 4urina the past
,~ar Which have .erved a. • model for CCCD projects in otber African countri••
amd 18 continuing to develop additional uteri.lll. Some of the uterial
produced by the "lawi project thus far il an atttiDlpt to combine ••veral of
t.he above types of trainins ..t.rimls into one document. There i& some
fllfficulty in tryil\l to achieve ••voral purpo... inaide the ... t.l"ainlna
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do~ument. Careful study should be made of the cQst. and ben9~it8 derive4 from
developing .uch material_. Con.ideretion should be given to 4evelopins,
.eparately, both inetructional 5"id•• and reference materialB.

trainin& approach. The evaluation team held numerous discussions witb KOH
participants in tbe training and tbe organizer. of the training. In ad<iition,
the evaluatien t.~ ob,erved the work practiceg of tho•• deliverins &PI, COD,
and malaria treat.ment service. in boaltb facilities. These discussions and
observations lad the team to the conclusion that much graater empha.i. wil~ be
n••ded in the future on ban~8-on, experi6tntial learning in orjer tg achieve
desired improved performance in the eeeo services.

Evaluation of performance. An extensive evaluation of tr:aininz is bei",
concSucted during October and lovember 1986. The result. of tbe .vallJ~tion

process were not available to th~ evaluation team. the evaluation team
.neourale. t.he orlaniztlP:1 of fut.ure t!'ainifll a."iona a180 to incorporate a
practice-oriented evaluation in the plan. for '-raining developed under the
CCCP proje~t.

Trab\in& !lites ancS j.nstnactor.;. The combination training sit•• u••d for
i:.rainin& in CCCD to date often caused people to travel from tbrou&bout. the
country for courses. Kany of tbe main cour.8S wel·. botel-ba8flad trainins in
majot' tOWl\I6 of Halawi. The inst.ructor. for t.heso cour8es included .enior
o~flci&l. and experts from around t.he country. Mauy of tbe later tourse. ~~re

held in dist.rict sit~s, some using a combination of instructor~ f~om regional
loeat.ion•.

The planned training arrangement for the next year appa~ently will include
the use of supervisors or coordinators in primary heelth care who previously
were liven I~e~ial courses in training of train.r~. Th••• p80ple are .xp~ct.d

to 8rr81\&8 tL"ainin~J of additional workers in their 4istr1cte. near to tM
workalte. In principle, tbis arran&ement ~ill let a &reat deal of trainlns
40ne with reasonable investment.s in arrangements and instructor.' t~.

Cart.minly, the u.e of trainins sites close to tbe homes and work place. of the
health workers is a worthwhile arrangement. In practice, the evaluation team
i. concerned that Bome of the people who will be assigned the~e traini1\&
duties, although perhaps well trained, will be poorly suited by tbeir
interests, personalities, or other dutier to ,erfo~ well in .ucb an extensive
t.raining arrangement. A selection pro,es,. to identify peop13 suited to be
trainers is perferable to the use of people selectet! &8 train,u's primarily
becau8e they are otherwise _Dialed in supervisory activities.

I,opics aJr&l specialities,. 'lbe emphasi& in the if.raining thur: tar bas been
on tbe topi.~. and .peelalit.ies raquired for i1liD8di~te action witbin selected
parts of tbe ceeD activity. Emphasis was siven, for example g to the eOD and
_laria eloment.s of the project in tE'~inin&. tr4.lt littlr'J ,rainln; activity
under CCCD thus far baa siven Qttention to the BPI elementa. A180, the
tra1ning of mid-level fA&il&serS hoi. ,iven attention, ri&htfully, t~ tIle neads
~or .Up~rvi8ion in the field. An often-~e&leet.d, higner level of mana~emant

trainlnr1 ill needed also in such techriques as plann.,":\& and opera~-t.on of
lOli.tical ~p.rations, inventory una,c>,wmt, bud,et plannins, and related
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topice ~icb are of importance in the duties of people between senior manag.rs
and ~d-l.vel managers.

lecommen~ations

9.1. The development of a CCCD training plan, iOlcluding provision fot'
ilystematic assessment of trainees t p4trforman«:e, scheduling of courses and
sites, arrangements for development Qf t~ainin& materials, an~ related
requirements is urgently needed ~o luieSe the project inputs and to coor4inat~

the many donors involved in the p~ocess.

9.2. Active investigation is needsd of the best approaches to installing
experiential learning in the IIOH training programs, beginning with CCCD
tt"aining activities. The results of the Oct.ober 1905 training performance
evaluation can be used for guidance as t.o t.be nat.ure of problems t.o be solv.~4

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 delivery system, but special
consideration is needed to expanding the instruction in EPI techniques,
including sterilization procedures, cold cbain management, and related topics;
also, the high level man&gement tools needed to manage the CCCD services
abould be offered in training. either in-country Ot" th~ou&h the special CCCD
Training Fund at the WHO Regional Office in Brazzaville.



-63-

10. DISEASE SuaVEILLAHCE AND

HEALTH IHFOBMATIOB SYSTEH STRATE~i

The HOH Stati3tical Unit, reinforced by CCCD and CKSU, is responsible for
blawi's healt.h ififormation Byste!l\. The .ystem was evaluated and revised in
1980 by a WHO consultant. Twu evaluations were done in 1984 by consultantji
from Hanagement Sciences for Health (HSH) in Boston, and one in 1984-1985 by
~CCD. Pest evaluations found that for years inpati~nt and outpatient
faeilities have been faithfully sending their monthly morbidity and mortality
report.s to the statistical Unit. Though not alusys accurate, complete, or
timely, reportu were receiv&4 from the twenty-four (24) districts over 80L of
the time. Du~ to a lot of information and very little st~ff, the statistical t
Unit consistently took two ye&rs to a~~lyze and publish the data. (The 1984
st~tistical report ~s to be available in Bovemb~r 1986.) The unit is in dire
need of a chief statistician. ~

;1 In order to monitor and ~valuate CCCD and primary health care activities
lin a mo~e timely and acc~rate fa&"ion, CCCD recently purchased 5 computers and \

Uhe 13.ritish Volunteer Services (VSO) made avail~ble a computer programmer-

(
trainer to assist with t~he computerization and training of the Statistical
nit.

If.). establishing health indicators, ~ge-specific morbidity and mortality
ba£~line information was taken from a ~ational Family Formation SUrvey.
Baseline dat.a were als«A eatablished on polio lameness and neonatal tetanus
surveys 40ne by EPI in the &8rly 19800. Slightly over sixteen cases of polio
(16.4) pet' 10,000 cbildren under five years of age and 12 eases of neonatal
tet.anus per 1.000 1iv-6 births were recorded at that time. Botb surveys
reflected rates much higher than 6id the routine monthly reporting system
wich was esthmtec1 to be reporting only 2 to 18 percent of the cases.
Results of a 1985 '::CCD lCnowledge-Att1tudGs-Praetices (ICAP) survey were
t"9jected because of inconsistencies in ~uestions due to inadequate supervision
of survey teaJlUl. Additional inforrllEltion relating to utilization of health
IIervi,ces and supply systems is being obtained through an interim sentinel
surveillance ~ystem and a standardized integrated and computerized
supe~i80ry checklist. ~b~ checklist is being used by regional level
supervisors When visiting health facilities in their jurisdiction.

A 4!pecial lIentinel Burveillance system was established in all districts
~24) during the f~rst five months ~f 1984 to collect information on age and
vac.:ination status of 41agnl):.;84 measlf)s cases from 60 hospitals and outpatient
clinics. Of tl16 4,950 ~ases, an alanning 3069, or 6~, were under one year of
..&&e (16\. under 6 months) and 3~ ;,f cases weree among vaccinees.

'alelve he&:.lth facilities are now participatin& in an interim sentinel



aurve1.llance system tbrousbout tlalawi. They were chosen because of previous
rel1.ability of report1.ng, and population, and &~osraphic representat1.on.
Monthly reporting from these sites helps monitor trends in age, vaccination
status, home treatment practices befor~ arrival at the health center, and
treatment practices at the center. The r ••~~t8 are eomput8rized and analyzed
upon receipt and a quarterly feedback repot"t. distributed. Visits by the
evaluation team revealed that the sentinel sites have actually received
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
peop!.e with up to 1,500 patients per day.) In addition to modifying the
.ent.inel surveillance system to correct inadequacies identified during lear
One of the data collection, the Statistical unit plans to finalize the
8upervisora checklist after fie14 trials in order to evaluate the quality of
services at health facilities, such as:

o steriliz&tion practices
o cold chair. monitoring
o vaccine a~ministration

o vaccine transport
o malaria treatment and education
o oral rehydration therapy and education

Though health facilities are remarkably reliable for submitting reports, the
team observed that the facilities rarely analyze their own data. Though
manpo",er again is a constraint, it is just as important to analyze data
locally as it is to forward ~nthly report.. The Statistical Unit also plat~

to continue the modification and aimplification of data collection forma and
to continue to do JAP surveys, including recc5nition and treatment of
childhood diarrhea, and malaria.

The HSU has been receiving routine EP1 management infc)rmation (doee of
vaccine by age) regularly tiinee 1980 from over 941. of health facilities
offering EPI services. Before computerization of HSU, the inf~rmation was not
exploited, analyzed, and made available in time to be useoS as a management
tool. Wow, with the computerization of this data Dnd by camparin, tb6 number
of vaccines administered by age and by district with the targeted age
popUlation, vaccine coverage can be determined probably as ace-urately, plus
more often, and na.ach 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, mci 1985. Annual surveys no longer appear to be necessary to

. monitor vaccination coverage. Periodic coverage surveys (every two years or
as indicated) can be used to serve as a control for the computerize4
management system. The manpower, money, and motion used for annual coverage
aurveys could be best used to reinforce and improve services in o~ercrow4e4

health clinics.
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~ABLB 10.1. Comparison of ~porte4 Coverage Results
with SUrvey Coverage Ilesulta for I~mlzation8, Halavi, 1980 to 1985

1982 1984 1985
Anti&en l2!2 1981 Surver 1982 1983 ~rvey' 1984 Survey 1985

BeG 94 78 @o7 91 95 72 75 "4 87
Dnl 95 97 "a 86 89 84 77 83 81
rn2 70 17 ~~ 71 78 78 68 74 69
DPT3 37 46 69 50 63 66 54 58 53
Polio1 58 84 91 66 86 82 78 84 73
r?01io2 38 69 80 51 77 76 68 71 61
·Poli03 18 41 72 36 58 68 54 56 4fi
llaasles 36 *48 70 58 58 64 50 52 49

rully Immunized: 5S SS 3S

*801:£: Excluding measles vac~inations less than 9 months 38.6'"
§puree: Kalawi Hiniatry of Health, 1986.

Other 4ata which bas been computerized bV tbe HSU are:

o Case rates of the 10 top causes of outpatient attendance
o Percent of outpatient reports received br month
o Humber of children receiving malaria drugs and oral rehydration salts
c Konthly number of o~tpatients by diseas~, age, and distri~t

o outpatient first-visits ~8 ~ of population, by less than 5 years uf
age apd age 5-years and ow~~.

Recommendations

10.1. Inpatient information on mea&les and pertussis cases ~nd deaths be
eollect~4 by Age, date of vaccination (Whep ~pplicable), and date of onset of
dieease frQo (at least) the Central Hospitals il\ tbe Central and Southern
Begions ~nd a hospital of choice in t~e Worthem Begion. (Since diagnosis of
hospitalized measles easelS is more r"")liable~ ag@ distribution 1s expected to
be more accurate; cases among vaccineQs more accurate; Yetenoination of
vaccine efficacy more accuratft; and "vaccine fail~re3" occurring durih&
incub&tion period would be known.)

10.2.
~..r8.

Routine vaccination ~overa&e surveys be conducted••t most, every two
(~~rveys should ~e conducted an D need-to-know ba5is onlf.)

10.3. Classification of neonatal tetanus be included in the disease
r.portinl ayatem when revision of reportiD& form is made.

10.4. A polio lameness aurv~y be r.epe&t~d in 1987 to belp measur& impact of
v$ceinotio~ pro~ram ifirst lameneas aurvey done in 1919).
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lOwS. Employ a cbief 8tati~tician in the Ministry of Health statistics Unit \" J
a• • oon as posliible. and maintain sufficient staff to take a4vantll&8 of tho 'X Y
fiva n~ computers.
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11. HIALTH IDUCATI01 StlATIOY

'l'be CCCD/Mal.wi. .Il••••unt and the CCCD 'roj.ct qr....nt botb ar. qult.
leneral 1n th.lr .p.clfl~atlon. of h.alth .d",eatlon activltl•• n••esod. Th.
ba.l. for the team" .v&l~atlon of the h.alth oducatlon compon.nt wa.
develop.d. •• a cone.quenco of thl. lack of "\lc1flclt, ln the plannlna
documente. from • comblnat.lon of 10ure.lI. the ba.l'~ leope of the CCCD K.aU.b
Iducatlon actlvltlel 1n Afrlca wae ,lven 1n the CCCD 'roject 'ap.r of
AID/W••hlnlt.on.

AI Itated 1n the CCCD Project Papal' the .uppo~t Itrata., of b.alth
education, to .1a 1n the ovorall P~oj.ct objectlve of ~rb!41tl and 8Ortallt,
reduct1on. 18 dlvld04 int.o two part-II: 'rolram .IUPP0t"t. and operat.lonal
r••••rch. T~o Project Paper provide, the follovlna de.crlptlon of tbe po••lbla
Dcap. of th••••orv10.':

o Prolram support. Thl. 11 larlelf directed at the CSev.lo,..nt of
_thodoloI1.. and Nt..ri.l. that ootlvato full ,at.lll.At10n of avallabl.
CCCD ••rvle... An import.nt ••peat. of t."1. 1. "0&,1:1.1\1 wlth and "hroua"
cotmUnlto, Iroup. and part.lcu lar1, .11 tll, _tber. lind otherl t.1t\0 lnf luana.
dacls10na .ffoct.lna h•• lt.h relat.od beNivlor. thil ICOp. of product, and
".rvlc•• to obt.aln prgar. lupport an4 en'UN utLli••tlon and cOl\Pllanca
include:

Production and ua. of h••lth prnmotlon _t.r1,,11
Devoloplna ccm1Unltr acc.pt.,nc3 .nd perU.clp.tlon 1n prolllOtlna ceCD
lerv1c•• ~nd actlvltlea b,:

formal educatlon in h,altb ••tabll.~nt. and ,chool.
lnformal adult and child education - 80ther to 8Otbor••tc.
tre.tina tbe lick and provldlna preventlve care
worklna throuah communlt, ora.nl.ailon, .ucb •• local council••
h••ltb ~om.ltt'.I. ate.

o OR,r.tion. h ••arcb. Act1vlU,., ln '~hl. component. lnclude:

dlvelo,."t. .nd te.U.", of _th041 to 'l'OIlIOit.. c01lltUnlt, lnvolv..nt
ln en4 lupp@rt. for COCD ,.rvleolt.
ld.ntlfrl", f.ct.f)rs con~rlbut.b" ,"0 the acc.ptancI or reja..,tlon of
acCD lupport.ad lnterventlonl.
Develo,..nt and ".,U,na of _thad. t.o lnere••• ~t.lll••tlon of CCCD
••rv1cel. lncludlna Itudl.. of ....urea t.o letantlf, and Where
pO.Iible remove bartl_fa to utltl••tlo~ of .elvle.s.

Aa tb, CCCD Project 4.velop.4 ln Halawi. tbo IOH H••1th !ducatlon Unlt and
tbe technlcal a'lllt&nee of tftO AID/walhlftiton H.altbCoa 'roj.ct .~ t~ ..in
nlourCOIi jr~volvca4 in heattb "",cat.lon acltlvlU••••
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H••lt.b .duc.tlon an4 ,rnot.lon .ct.ivlt.l•••1" I'8lul.rl, conduct..d b, t.he

H••lt.b Iducat.lon Vnlt at. t.b. aUnl.t.r, of H••lt.b, lncl\lcSin, t.he followina:
,roductlon of • weekl, r.dio '1'0'1''''' d,vIlo,m-nt. and dllt.rlbutlon of ,o.t..r,
and pupbl.t.., ,ubU.cat.lon of IIaU. _,a.ln. (. bl·-lIIOnt.b1, _,••lna .bout.
....It.h in lIal.wi.), .nd a ,&.Ll, H••lt.b II.w,l.t.t.er--tbol' ara dl,trlbut..d fr••
t.o b••lt.b work.rl. Th. IIObll. oln_ ,.et.lon u,., hrrowed fl.lu fro. t.he
Brlt.l.lb Councll .nd t.b. Amerlc.n Cultural C.nt..r, t.urnlna off t.ba .ound t.rlok
durlna 'bowlnl' When t.be b••lt.b offlc.r ln obar,., aa\.. • runnlna cORmAnt.I",
ln Cblcbew., t.he nat.lo\"~ \1 lanaul" .101\1 wlt.h Inall.b. The ba.lt.b ed",olt.lon
b.nd CO,,0••8 IIIllc and .ona' wlt.h b••lt.b ....., •• and ,erfonu ."ound t.h.
count.r,. The liON .1.0 collabor.t... wlt.b ot.b.r .tnl.t.rl", for .xampla,
a,rlcult.ure .nd cOlmUnlt, ••rvlc•• , .n~ wit.b donor .l,.ncl.. t.o dav.lop .nd
dl•••min.t.. b••lt.b me,••,., u,lna r.dlo end ,rlnt wedl••

1I01t. b••lth educ.tlon .nd ,romot.lon 1, conc!uct..ad tbroulh flo.-t.o-f.oa
conleet. b, ha.lt.h worker" ••nU.at.lon workerl, Incl IlrLoult.ur, ,.t.en.Lon
work.r•.

H,altb ,ducat.ion .tafflnl. !b. h.altb .ducat.lon unlt. 1a.~ L./
und.r.t.aff.d ••nd the ,t..ff undtr-traln.d. 'r•••nt.1, tb.ra .ra •••t.bll.hed
POlt.l. 2 of wbleb 'I" vacant.' 1n-th.~ HI unlt.. !her...ra 16 ot.h.r ,er.onl
(lncludl", ,lx band IMmb.r.) worklna ln tb. unlt. Who ar. wol'klna und.r
borrow.d ,o.t.. from oth.r ••rvlc'l. 'nt. S.nlol' H••1U, Iduoat.Lon coorcUnator
1. ,r•••nt.l, ln t.ralnln, for a ..,t.rl d'er.. ln \\.aU.h eduo.t.l~n et. t.he
Univel'llt, of tbadan. ~~••ct.lna Healtb Iducatlon Coordlnator ha••n .dvano.d
dlploma 1n be.lth .ducation. Three Public H••lt.b In.p.otorl, wltb no "10111
t.ralnlna ln be.lth .4ucat.lon. bava beltn po.t..d II ba.l\h .dUOlt.orl "0 "".
t.broe ralionl.

The Healt.b Iduc~tlon Unit ba. prel.n~.d tbe MON wlt.h • "'~poI.l to Cre.".
e Clr••r Sf.Ncture for He.lt.b Iducat.orl and \0 Decanlt.rlll.e H••lt.h IduoI"Lon
Act.lvlt.l..... The plan call, for an Lncra.l. of .ppl'oacL..".l, .3 pOlltLo"l,
over tb. 10 ,ear period. lnclu4ln, 10 t,••lt.h .dUClt.Ol'l at. t.h....t.arl dllr••
level. 29 at the bachelor. d'lr.e level Dnd tba rel\ at the dl,108A llvel.

n,d1. tt2~uc\loD SI[vlc". Ther. bal b••n .0.. d1lcu.l10n w1tb tbl WOrld
lank br t.h. MOM about the cre.t.lon of • Communiclt.lon. Development CI...t.r. In
t.be cont.ext of aaltl",.ectoral col1abot'llt.lon "".n .11 .act.orl of ,0VlrNMfl\
would beneflt from ~Ilna .b.r.d re,ourCOR l'at.~er t.ban du,lloltlna tha.. Undar
thll pl.n It. 1, envleiona4 t.bat. wl\bln .acb lnd1vld",al _"nll"r, t.he olplblll"
Ibould axlat t.o d.t.el"ll\lne t.h, , -."lob ne.d t.ra"-,II'L•• loft. t.ha voolw1lr,
ln ""lcb t.be, ,bould be t.ranl.it.t.d••nd t.ba oMnnall ""Loh 'bwld be u.ed,
In t.b. lION t.he .xllt.lna H••lt.h Iducat.lon Uft.Lt. Itaff would be retoraLn.. "0
porfora r••••rcb .nd ci'''110,.nt. work. luob .1 t dat.ftl"Ml"It.Lon of "ha hell'h
MMvlol" undar .xlmln.t.lon~ tohe I",t.ba.l. and tr.".lltion of .dloll en4
....It.b advice for lbe t.araot aucU.ncal ~ t.be 4.t.'1'II\1nlt.Lol\ of ....11.. t.o H
.1....'''.t.4 and tbe eoat. .ffeot.lva ohannell for t.he t.lrae' popul."Lon &
coordin.t.lon wlt.h out81d. lOU&'C.. for tbe 'l'Oduo\lcan and .1....Ln.\Lon of
........ ; .nd t.he wanltorlna of com.unlca\lon \rlft••l••l.on and ,roar..
• ff.etLv.n.... The, would oont.1n",. t.o be ~lpon.1bl. for dlreot.
cOJaAftlcat.i.onl witb ",.lth ,rof.l.lon.ll, t.bl'OUlb t.helr "et.work of ohannll.



..".
luob •• Iala ..,I.In. and th. familr n.w~l.tt.~. H••lth workarl would ItL11
be ralponllbla for provldlnu haaltb aducatlon In bo.pLtall and olinlol.

""ara ar. ootmUnloat.Lo". 10tlvLtl,. t.bat are QOflIIOn to all Ilnl.t.rl••.
"'a•• aotLvLt.la. would ba ooabLned t.mdar on. roof. ,ltb.r Utara.lr. 1n U\8
ILnlltrr of Communloat.lon or InfonuatLon. or flluratLv.lr. throuSh t.he
allolatLon or ..ltl....otor.l budll" oovlrLns th. IQ.ndlt.urel. !her lnclude
th. produot.Lon of' ....Ir.'" th. Iraph10. "ell.rapbLc. vf..daolraphLo.·
audLolrl,h1o. ,hot.olr.pnlo ...Loal and cSrlNt,Lo afrOft.••••oolated wLt.h luob
an affort .nd. the dL.lamin.tion of ....11•• ut.l1L.i,~ tha verLatr of obannel.
IvaLlabll Ln Malaw1.

th. av.luat.Lon t.eam reooln1"\1 t.ha'~ 10M ob.erVlt'. tn Ma1aw1 t.aka t.h. view
tMto IUnilt.rr of H"lt.h rlqulrl""ntll for N" .1IIdll ,r•••ntltLona oft.en
requlrl rlpLd .evelopment Ind t.ran.mL••lon of .....1.. for plrtloular
prolrlN, Tbere LI I oonoern br 10M "e.1t.b ••rvll~'. Ixpert.1 ""at. t.be blab
,rlorU.r needad br t.h, Mlnl.trr of "ollth _, be d1ffLoult to 0__1\4 1n &
10vernment-wLde ••rvLce I.,nor .uah •• tblt ,ropolld for .... OomRUnloltlonl.
Ctrt.alnl,. t.h. nlld for luah • ,rlorlt., and Iploll1l.ad bQll~b-o~1.n\a4

\l,pl~LUt.r dlmand. t.ha" olNful It",cSt b, ude .nllS ad'flulto. .lfelulr4. be
provided b,forl In, It'pl aro t.\um to plao. thfa H,.lth tilnlatl"1 1n \be
pOILtLon of ullna I mandatorr. ou\.1do oommunloatLon r••ouro••

T"e laport.anoe of oOB&nha"lon and eduoat.lon \0 b••U.h developanto an4
NI'l .p.o U10lUr to t". Ma1.",1 CCCD Prolrl" 1, _vldl"\. from t.he bl1at.eral
bud"t., Inolude" La 81.00.000 for I ••1 -.dL. a'lIP,lln and a4dLt.lonal fundi
for aquLpm-n\. Whloh hi' baen provldad. or 'a on o~l.r. the 'rolraM ,rovldad
th, lervlo•• of • Irlphlol ar\llt. ('a.ol Corp. Volun\eer) for .pproKLaatelr a
raar.. to 1.1'.t. wlt.h 'h. dlvllopMlant. of _t.erl,lll and lialf Ln.arvLce
\rlln1nl, The t.o\ll blao... oon,1doreb1r laralr Whan 10.. ,0r\10n of traLnina
00.\1. ID ~11 ., thl oo.~ of vehLel... ,.lolLna. In4 ..Lnt.nlno.. Ira
allool'ed \0 h.,l"h Iduoat.Lon and promot.lon Ind oomnunloat.lon••

When 1n th. flild thl aceo eVlluat.lon ta.. ob••rvld t.bQ wLde 4L•••mLnat.Lon
of pOI"lr. promo\Lnl L~nL ••t.lon•• th. u., of obloroquLne t.o tr••t ..larLa -
t"e 10011 eanufla\urlr of ol'loroquLnl 'abletl (Uorolon). In Qo11aborat.lon w1\h
"'" MOl'. bll ,r1nte" "h. MOH rooo-."d.d tl'4tltMlnt. lohedula on aaob box
oont.a'''lnl Uorolon tabletl. and bow to ,ro,or1r I~NpIl'a a IUl8l' Ind .alt
.01utLon (.IS). t.o b. u••d at ho.. to prevent d."'4rl\lon 4uI to dllrrh.a. In
everr "olpL\al In" h••l\h olntar thllt. th. teu vL,U.ed. an Olf Con\ll' (a
plrt.10ular room or Ipaae .e"Loete" to "h. tr.at..nt of dabrdrat.Lon 0••••) bad
~.~ .atlbl'.hld, .taff at. .Iob of tt~•• oornerl t~.ln EOt"orl on tbe ,ropar
,reparl,Lon'of ••• ,

In .arlr "., t.h. MOM ro,ualt.ad ,~". UIAID. throuab t.he CCCD .roJact. to
1\/ obt..ln "'" ••""Lo.. of t"a AClde., for 14uolt.loll\Ql DevIlo,.nt (00) to

,royLde 1••Lat.ano. \"roulh lta C~unlc.tlon for ObLl. lurvlval '~j.ct

(",.It.bOol\) \0 l.aLIt. wLth tbe l"tl,ratLon of ......CSLa "apport. vitob otbar
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10K tralnlna and b••lth .orvlc. input. for tho oontl~l of dl.r~b.ol dl•••••••
tr••t.nt of ..l.r~.. and pr.v.ntlon of 4L••••••o thl'OUlb l'....nl••tLon.
H••ltbCo" 1. provLdl", • r••14ant. t..chniClal advl.ot' for at. lealt. 14 .ntbl
e.he arrlved ln countr, ln .., 1"') .nd up t.o 10 addlt'~n.l per.on .anth. of
t.obnlc.l a•• llt.ann. t.hroulh Ihort-t.ara oonlult.lncl.l.

The H.althCo~ Proj8ct b.s lubaLtted a ,ropo••d work ,lan t.o t.he IOH whLch
8ddre.. IctLvltLe. ln CDD. ..181'1.. and IPI. The oit.ed out.put. Ire a.
follow.: fur tha COD. fo~tLv. re.08roh. a aark.t.Lnl f•••Lblllt, Itud,••nd
t.h!a development. of ."'Ie.. uterl.11. .nd a pret..lt.lna .ud "ll••mLn.tlon
pl'! 1'; for ..l.rla, II behavLor clsa .t.udr. fOl"'Nt.LvI r••••rch. a .....k.t.lna
Itu4y and a devolopmant of """.1. .ator1all, and • ,r.t••t1na and a
d LI••minat Lon ,1'". '01' IPI. r.do.Lin of the bmani.at Lon aar~ 10 that. 1t
become. and educlt~on.l '001 8. vel ••• a reoord••nd • Itu4, on .n lnoent.lv'l
.torat.el'; for t.rllnLna•• currlculull fell' '1'1..1" 101\001 chlldren. produot.ion
of c•••ot.t... for "ao b, diet.riot lav.l lupervllorl \0 UI{ t.o train and
luperv!.8 It.aff. Th. act,ivit.Le. in toht. draft wor~ ,lan ar. Ln kaap1na .,1th
the Icope of lupport. t.o h••lt.h educatlon bl t.he eeCD Projact.

The draft vorkplen wal intended to Ld.nt.1f~ tba t".. of .ot1~ltL.. that
WO\,lld bo haport-ant to eccompUlh for ••ch of t.h. In'~.rvent.1on.. and ln t"t.
cont.ext. Lt, la oVlrl1 amblU,oul. Ilven thtl r,.ouro_. I.n H••lt-bOom and the
propoltld Uf. of t.he project. It. wa. It.atad tha\ ,.ne work ,,1an WII t.o be
revl••" t.o more preel••l, dalLn.at.. ""'at 10t.Lv1\1,. "Lll b. und'll't.allen. the
LnLt.ial tocu. wLll bo on t.ho dlarrhe.l d1••a.1 and a31arL. co.,onan~1 of t.h.
Project.. wlt.h IPI beln, at.tended t.o 1.,.1'. If ~b. propo••" 8MOunt. of
format.lv. r••••rah et.c. 1a 101nl to lnvolve .aoh of tho t.h~. lnt.ervention.,
lnpu~ b, oth.r donora. with H'll~bCc•••rvina in an .dvi~or, oapaoit,. will ~
" ••ded. Accordinl t.o the bud,lt. in U'I work pla" WHO, ha...do aVILlabl.
'21.000 for format.ive reo••rch for 1'1 an4 YUlel'. '10,000 for an apr
10Il,t.icl It.ud,. The balance of the bud,lt. '130,000 w111 be pr~~ld.4 by t.ho
CCCD Prolram (.100.000) and H,.ttheea ,saO,OOO).

Alblr PoDRt IuNR9t~

Th.. MOM'. lIf1tlonal H••lth Plan 11.6..1995 o.~l. fOf ,t.ronat.hen1nl toh.
"N,aU." Educatlon COlIPonent. 10 t.ba" 1t. L. oapabltt of proaot.il\l h.'l"'"
beh.vLor ""lah til11 ...,. Iyuclwwl\ l...ct, on the _joe' h••lt.h 'l'obl,.. of "h.
count.r,". In rotat.lon \'0 \hl.. t.be 1916 World link ltoaff Qprl'lal",·'ullr
H.aU.b 'rojilct ln~1cat,.. t.he lnt.ent.lon to I""port the lBpl'<*v...nt, of h.alt.h
.~uc.t.lun oap.bllltl•• 1n tbe count.r,. ,r1marL1, emph.,lILna t~ ~•• of ....
..ala. In-aountr, and ovar,a,. tralnlna Ln araphlc ortl, health e.uo.t.l~n, and
jwmaU... an6 In tohe provlllon of equ1,aent.. _"erlala and "",,11es. !'he
~ank propo••, that. tbe ho.lth .duaat.lon act.lvltl•• will be l-.l...ntG4 br the
If.fonaatlon DopartMnt., orr lee of t.h. 'rtl,ldent and CabLn.t. ••1 no\ct4 abov••

Vile., it providlna ."1'0.1..".1, '4.7 allllon, OVGr a four '.'1' ,erlod.
in lu,port of tha Iitlonal IP1 and MelH prOlrlJU. "'ell' ,ro,o••l ."ov14••
•ppro.'utal, .551.00e ~n lupport. of "Co-.nLtr Mot-lll••t.Lon". ut.Ul!l", 11
~nt.h. of .hort.ntet~ tonlult.an\ tA.. to 1.lllt. wit.b .-t.erl.11 .evalo,..ni and



.l••••Lnlt10n, and the ,lanninl and oonduot1nl of ,p.o1al LWRUni.atlon
aotivLtl•• in urban ar.a••aeh ,.ar for \hr•• "'1"1,

'I ..nt.lon.d .bove WHO h•• _d. '21,000 .v.ll.ble for fonutLv. r••••reb
1n .'1.

hsoDNndl'WlI

11.1. bll of \bl 'l."1.b.UlIc.t.lon bU. Th, 1'01. of tohe H,.lt.h l4ucat.Lon
unit, and Lt.. relltlon.hlp t.o t.h. MOH'. b.altb futueatlon and proNt.lon
l'I,ulr.ment.. n••d. t.o b. clar1fl.d. If it. 1. t.o b. tbe healt.h educatlon and
promotlon c.n~.r of the NOH, th.n It w111 re,ulrl uPlradlna thrQuah t~.lnlna

and p.rhlp. 1.,lnllon. It. .hould be an Lnt.'lral pa~\ of ••cb ••rvlc. d.llvlr1
.etlvLt., Ln t.he NOH and Lnvolv.d Ln t.h& plannLnl and doclslon ..klna prooel.
for tho.. .ct.lvit,lo.. It. .hould b, t.1I\. MOH li.Llon wl\'" oth.r Minl,t.rl•• ,
provldlnl t.h.m wlth .ll1.nt. b.alt.h infor..t.lon .nd, tr.loins of t.b.lr outreacb
work.rl, i .•. , Ilrlcultur•••t..n~'on '~fk.r., to dlvllop tbe broad.,t. po••lbl,
dll••mln.tLon of lnfo~tlon ~ .•4 promotLon of ,.rvie•• ut.Lll.atlon.

,.gOIm\tDtJltl2n. The rol. of the H.alt.b Idueltlon Unlt, Ihould be ,tudled
c.r.ful1, ln the 11aht of pr•••nt and .,~.ct.d r••ourc. eon,\rl1ntl, includina
..t,ff and fundu. 11\••v.lultlon te. lIc1vi'I' that. th. ltOH •••" to tNlld and
IUlta1n onl, tho.. .1.men\1 ln tbl HIU for whlcb no ct~.t.nt. outlide ••rvleel
.re or can b. Nde .v.1labl'''''luch '1, for eac..,ll. in tbe foraalatlon and
..nl" ..ot of formatlve, b.havloral, and rel.tacs b,.l\b cONNUnloat.lonl
r••••rcb. If t.b, MOH choo••• to Lncr.all t.hl ftuabora of etaff. tb. t ... would
recoftlMneS • car.ful rlvL.w of n••4a b, outald. oonlu1'.•nt.8 .xpert. Ln the fLeld
of h•• lth educat.ion.

11.2. GC5;Q H••ltb .4\19111»D WOrk fAID. 'work pl.n .nd l",le.ntltlon
Ich,dule La ne.da" t.o un,,1 eeeD b••1U, e4uolt10:\ .,nlcI'••paoifLo \0 the
,otlvlt.l., "h,t. ,,111 be undortlk,n 11\ tb. a' aont~b. period. 1nolu4Lni ,
proQur.men\ plan. The plan ahould 148nt1(1 tbe porlon(l) In tbe MOK .nd donor
a.enel•• tbat. bave t.he ,rll\clpal relpon,lbllit1 for ••ch activit.r, and tbe
tl.. fr.... in whlch the ,ct.lvit, wlll -. ,ccc.plla".d.

"~Ommtn~ltlQn. The H,altbCoa Project contract.or, 1n coopor.tlon wltb tbe
HIU, It\ould prepare the eceD H,aUb '4Jucation Work Plan, •• 4"cl'lbed. fot'
adoption b, t.ho MaH an4 USlIO. b, aid-Iove.blr, 1"'.
11.3. Ir"O'I1I' Thero ,re tbr•• rtJI10nl1 b,.lth .ducalion ",•• lln••• In
,lace bavina 11ttl. or no trllnLna.

IISQmmln4Ilian. .bort t.~ trllnL", Ibould be provided for tbe \hr•• nGW
rellon,l h,.l\h In.pec\or. recentl, .ppolnte" .1 b••1tb .duc.to~.. M••ltbC~
.hou1d provLde a.ILltlnce to tbe ",.lt1l\ Iduoatolon Un1\ \0 ••velop an amwll
work plan for \bi, It.aff.
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11... 'PI b •••rsh. 'fb. dr.ft. work plan for the H••1tbCom proj.ct c.l1.
for forut.lv. r••••rob .nd • 101~.tlCl' lurv., to bI w"ort..4 b, WHO .nd
VlIC" r••,.,~lv.1,.

hCOJDMnO.t.ion. '11\, pl.nn.d fonut.lv. r••••rcb .n4 10111tlc. .tu4, for
1'1 .bould b. conduct.d '1'101' to tb. 1.,1...nt8t10n of the ,1an. for
.1In1f1c.nt. don~r •••1at.nc. to tb. III .... -.41••ctlv1t,.

11. 5 . Donor CoorcUn,t. lon . 01v.n tb. DOunt. of ,r•••nt or ,l,nn.d .u,port
t.o b•• lt.h .duc.t.lon act.lvlt.l•• 1n "'l.,d. It. vlll be .xc••dlna1, lmport.ant. for
\b. GeM and donor. \0 coordln.t.. t.b.a. act.lvlt.l'l t.ID ahar. lladt..d re.ource.
and l,ln ..xlmum bln.flt. fro. \b.lr ooll.ctlv••fforte.

B,5i9tm\tnd.\ \in. ODe. tob. MOM hI' 4.t.'l'lIln.d t.he rol. that. t.h.y OIls.. t....
H••lt.h Iducation Unit. to pl'r in t.h.lr b.altb d.t1v.r, pl.nl, tb., and the
40norl ."ould ••t..bl1.h • forum ""er.'., donor lu,port. can be coordlnat..d to
,rovld. maximum b.n.flt. t.o th. MOM .nd avold coof"-a100 .n4 4up11c.t.ion.

•
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12 • OPIRATlOIiS USEAlCH StRATICY

..1.w1 bas been one 'of the -.o.t actlve CCCD countries in Afric. in
conductin, oper.tional r••••rch. Half of U.. 12 .tudie. bave been c01lPleted
and re.ult. of the .tudi.. bave been uled to upd.te public health p~11cie. .nd
pr.ctic... two aoE". .tudJ... "l11 Main ln lovnbel' 1986, and one stud, 1.
under revi.ion. The full lilt of opor.tlonl r••••rch proj.cts 1. Ilv.n in
t.bl. 12.1, below. 110 raco..n4atlon. ar. liven b, the .v.luation team for
the op.r.tion. r••••rcb Itrate".

TABLE 12.1. Operations a..earch ullder CCCD Projtac.t, "law1, 1984-1986

lAval of .v~

Complot1on rundi", I
'ic-~ "-

Protocol pat' .. ':tWO)
~ 1~"I'''-

1. As......nt of Chloroqulpe ...l.t.nt AIIIU.t 1985 ',502
~fl',modium ,.lclpaty_ Malari, 1n ..l.wi

!nv88tl,ator: ICborouna

2. Inowl.d,., Attitude., and Pr.ctice. conc.mins OCtober 1986 10,000
Childhood Diarrhea and Deh,dr.tlonLn Mulanj.
District
Inv••Lilator: ."l.",e

3. Antiaalerial DruS. Ivaluation for f~ r.bnlar, 1985 9,500
f,jeixi[U' Infaction
Inv••til.tor: Wirilu

4. fanli4ar Efficacy Stu~, r.bru.r: 19.6 9,016
'iDvII.til·t.or: IOloC'MtaRQ

S. Efglcsc~ 0: Quinine in lb. Tr••t..nt of r.bruar, 198' 7,751
Chi14~.n Ko.pit.li~.d with Mal~r1a

lavfjfJt.1Iat.or: Ulrtau

6. COOtinuaU.on of the Health II1JP"~t Itud, '.c41ft1 10,000
of the Zomba Wee" wat.er Project
~nv••t.ll·tor: .'.8ulu

J. Iff.ct.lvan••• of Chlot:oqulna/~l.quln. 'endina .,000
Propb,lexls 10 ~~lnt.lnlna .eripheral
.toed/Placante Par••lte Free
Inv.at.1Ial.or: YLrw
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TUI.. 12.1 (Cootlnued). Op~r.tlon8 Ikf.,••rch UI'A~r ceCD 'J"ojoct..
'.lavl, 198~~1~86

rrot.oQ21 --~__..___

I. T••tl", tbo .aU.onel HataJ:la Ccmtl"ol Polle)'
Inv••tll.tor: MaCheio

9. ..vi.1na the Relation.blp betwon Halar1.
and Iron Deficl.ncl Mnti. 1-" tlel• .,l
Inv••tll.tor: Dvur.4ula

Completion
Pat,

Lovel of
ruhdiftl
_iM9n:

500

4,000

10. Dev810pmGnt of l.ntln~l 8u~~.111ane. fo~ contlnutna to bG
ne.ll.. end treatment Praetle.. for Ma1.~la Ivelu,ted and Revi.ed.
and Dl.~rh••l D1~~~.al

lnve.tll_tor: lallleni.

11. Ivaluation of IIIpGct ~f OIT Unit. ~"lN ~Ulu"t- 19C~ lot
Central No_pita1 af~er 1 ,ear of Operation Avallabl.
tnv.IU.•et.or: nbV'..radula

12. Ivaluation of lapact of oaT ~tlvitl.J 'an41nl lot
on Hospital ~4il,lon. a~t.r 3 I.ere Ava1letlle
inv.,U.ltit.Ol'a: Ibvundula .~ 1811.1.n1

13. C01IMI.Inlt, wwel Intervention BtucU.el' for 1'0 Mlln lot
the Contr@l of Kalaria, ••1~ an4 lov, 1966 &....-.11.1»1.
Ikhotakota Dlltrlct.
Invo.t&lat.or8: Wi~"AI and Halaria COMaltt~

14. Ivaluation of ~.~1•• ;It"~tlon Un4or-. ~,th~ Yo baltn mot
lncludlna S.ro-c~nfi~tlon of D131~.1•• Jov. 1.86 ,lv.U.•bl8
I.roloslcal SUr-ve, for Antlbodr end No.pital
lecoe'4 ..vlev
Inve.tllstor.: Ial11anl and Chlek&kuda

15. Ivaluation of 188 fo~ 'odlua Content .f~.r c.,l.ted got
ai.ina b, Mot~rl Aul. 198' Av.llabl.
In"••ti._t.6r: Kal1.1an1
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13. t'UTUU DEVEl.OPtwIT AID SCHEDULE or CCCD PROJEC'l'

This section con.iders two i.suae affectin, tbo future development of the
pt..t!lject~ (1) tbe nead for extension of the project t.ime pe1'iod, specifically
known as tbe Project Assistance Complation Date (PACD); ana (2) tbe evaluation
t&Bm findinl' concemin; tbe 1986 request for additional fundinl~ to be
provided to the Halawi teeD Project from the Child Survival fund of A.l.D. to
complete certain .peciflc project functlons and objective.. The•• t.wo 1.suea
are diacu.s.4 in the rema~nder Df tbio a.etlon.

Ixtension of Time

The CCCL' Project in Malawi vaa planned in 1983 and initiated in 1984,
~ft.t" extenaiv$ diseue£ions amonl the principal parU,eip.nt.. 1'he oriainal
Project qreament. was 111ned 9 June 1984 for a period of approxlmat.l, four
(4) years of oparwtion. The ori&inal amount of fundlns va. US'l.?S _l11ion,
lneludinz tbe central funds. The pl'esent Project Alsiatance Compl.tioR Data
(PACD) in the ,rQject a,reement remain_ lIarcb 31, U~88.

Two recunnendat,lon. by out.aida reviewer. bav. been liublUtt.ed to A.l.D.
eoncemins po""ible _alt.enllon of tho pr~j.et. the Third Year 0".C'a11 CCCD
a"aluat.lon, exeBlnlnl 8e"era1 CCCD prG,ject.. in the re,ion, "'ffcOftIMnd.d that
t.be Malawi proje~t. be ."t.ended to Decembe" 1988. The 1985 'roject bvlew,
h.1d in Malawi durinl J~n. 1965, recomIMlnded extanalon for. ,.",lod of on. (1)
,ear.

In the view of the evaluation t~am, a recommendation for additional time
to complete tbe project ,houleS be bAled on the followln& element.: prolr•••
made te date; bow rapidly funds can be used and activitiea e.n be
accomplished, c~n.iderin& t.he expected obst.acle. facinl imp1..-ntars of t.he
project in th~ futuro; ~Id tbe nature of the a'listance Which will be required
in eompletinz tbe work.

froJ,ct prOLreRB. Prolr.8. in lmpl.ment.at.lon il summarized for 8ach
proj9ct element in the precedins 12 lecU,on. of t.he report. The .\i~lu.t.lon

t-.m finds tbat the stepl taken to complete project t.et. and arranle required
proeureawnt. actions il adequate t.o en8ure viable r••ult. from t.he project
input.s. aeview of prOlre8. made in r••olvlnl i ••u•• 4ilcuiJIll8d in the 1985
Proj.c~ aeviow team report we. found a180 to be adequate.

Delay. in project implementetion cau••d by .low co.,letlon of procureeant
action. are of Ipeeial coneel'D to the evaluation tean. CDC hal no
r••pon81bl1lt., in procur..ent required by the project once clear
.peclflcat1on8 and ~.quir...n~. are prepared in rcon8ultation with the
Gov.~nt of Malawi. The evaluation team find. that both CDC and
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USAID/Kalawi personn~l nave bandled the effects of the delayed procYr~~t in
.uch a manner that otber project activities have not suffered unnecessarily in
the process. Ufeedles and .yrinses requested by the Project over one yee.r
alo. how6ver, bave not fet been received in-countrJ.) The USAID/Kalawi Health
Officer has attempted to take special steps to resolve procurement problems as
they arise. It was noted by the evaluation team that USAID/2f~lQw: nas now
arrallled to employ additional comptroll&r .taff. but tbe procurement p,,"oceaa
will stiJl involve lenlthy procedures Which are conducted botb 1~ Hairobi and
AID/Washinlton. The situation now with respect to procurement iii vi.wel! by
the Evaluation Team a8 adequate to prevent further difficulties in c~~letin&

the procurement actions.

ruture prolress. The 8tart-~p experiences of project participants
involved a number of predictabl~. but largely unavoidable, 4£la1~ an~

.et-backa. The Evaluation Tgam found that structurins the r,lalionsbips &mOns
part.icipatin& agencies and profess!onrtls bad taken a eonsldarablw period of
time in the early mnt.hs of work. owing to the fac,",orlllready cited in the
.ection on project management. The Evaluation Team fo~nd no rGason ~o believe
that progress now could be not be sustained toward completion of ~he remalnlng
project elements.

Resource requirements. The c~mpl.tion tima required for the COCD Kal£~l

project may require more time wi/t.h or without. the continuation of technical
a.ailt.ance inputs. Tbe technical assist.ance provided for tbe preject includftd
technical officer. relicnal epiCSemiololilt. as.ilt.anee. and outslde
conlultationl. Under t.he Mal~wi CCCD Project. the technieal officer w.~

provided as a part of tbe project operatlons. (The relional .pid.miol~li8t 1.
a•• ianed on 8 reaional basis ';';0 .everol countri.. in th~ relion 80 would be
available to cooperate wit.h foalawi wit.h or wit.hout the Malawi Project. anQ~

coincident.ally. is baaed in Malawi.) The Bvaluat.lon ~eam found that the
Malawi project benefitt.ed areatly from the .Isianment of • t.chni~al officer
in thefirllt two years of the work. and that t.he project will find the
technical officer role eSlerat.ial to makina furt.her proar••a.

R,commendation

13.1. The Ivaluationream reconaendo to A.I.D. that the Kalawi Project be
ext.ended for an additi'~nal period of one year, makina tbe revised Projeet
u,ilt.ance Complet.ion Date to be March 31. 1989. The fund in; . levell for
pi."oject act.ivit.ie. Ih',)uld continue all presently budlet.ed. with additional
fundi bef.nl ..de avaf.lable a. ne.ded to continue the lIupport of tecbnlcal
officer. 10cally-hil."f4.ld Itaff members. and theilt' tran.portation. local
••rvice•• and other I~pport COlt•• until project clole-out.

Addition.! fund in, ~&QU88t

The fundins f'.quelted in the lMMunt of U8$900.000.00 from Uw Child
SUrvival Fund for.' u.e in the Halo,,! p~oj.ct u1 be 8ummarlzed as followl
(baled on UIlID/llchl.wi Cable 2286, lS.teeS 16 June 1986):
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1. Tr~inin& of Health Services Providors (US'300,OOO)
~I~ensio~ of traininG to includo more health workers servin& in
rursl health' centers, and incr••sir-I the emphasis on practical
clinical tr&d.nin&.

2. Community H~altb ~tiYation (US32S0,OOO)
Extension of. health awareness. training, and motivation prolrams
to community~level he~lth ecmmittees.

3. Operations Research (UR*150,OOO)
Initiatif\n of operatigi\~l research f~e"'IBain& on the provision
And use of tne basi~ child survival preventive h.Mlth services.

~. Multi-Purpose Vehicles (US'200,OOO)
Six fi)v.r-wheel drive ..,ehict19s end their operatins costs for:
tran8pu~t of Jupervi~ore, t~ainers • trainees, and otber
pam:t.ici»..mtB; transport of. operat.ions "'esearch supervisors an.
fielG\ workers; ant! tran.porl:. of ...rain\nl~ reaearch. and health
set"vicp.a su~pliel.

'!1;,.s~ fo",r alftments are proposed for .pencUns cStJrin, tlae period 1986 to 1988.

T.he EY81u~tion "1,.;l'm bas con8i~er.ed thQ merits of the proposed individual
.lements and their 90t~ntial impact ~n othsr CCCD Projec~ activities. Also,
the len~tb of time t, properl~ use the proposed additional fundins was
.sse••~d.

Vro~o8ed _~~F) el~ent8. Th~ Evaluation Team eonsidJred tbe m~x of
propos~d 2~dltlunel work and commoditie~ included in the reque.t. The
Evaluation Team C4m8 to the eoncluuion that the additional work and
commoditi•• , taken to~eth.re sr'. a reasonable set of work elements to be
lmp18lh8nted at t.he tiM the NOH pro~eed8 with vill.se-level activity in the
CC:CD lervicea. With the exception of the vehiele procurement. most of tbe
fundina i8 requested fQ~ local purchases and costs. The extreme abort_,e of
1\0" bucSaet .uppo~t furadu for tll. activiU.e. envisioned in t.he prefosad work
w~s c~~~id.r.d by the Evaluation ~eRm. The IYaluatlon T.am concluded tbAt the
importane. of tne ~~tl.vlties, which laraely are for one-time development
cOlta, p~ovi4es Rupport for U8e of the funds for local rather than off-.ho~e

use or the f",nda. The fundinl t)f \'~\elle cost elements b, tbe GoventAent of
"l&~i aftar completion of the project activiti.. is not of it.••lf !ikely to
be a lare. oor4en t" lustain the pro&l"8ImS. The Iva'uation Team did not bave
.u'~lcient lnfo~tion with Which to Judse ~f some additional elements would
be noedQd &180 to permit such an exten_ion of tbe work. perhaps to fill laps
in .up.rvi5ic~ or traini", in additiGn to tho.e named in the propo••l.

Tha lQlicie. of the MOH concemins vill.le-level committee., workers f and
out~••cb ~-~. con.id.re4 by the Ivaluation Commltte~ in relation to the
villele-level activities proposed in the Request. The Evaluation Team
und...rltan4t: that the MOH Coan! ··t.e. iravol'c.ed in thIJ CCCD ••nic.s ara now
~,orain& their plau8 dno polic,,"~, coneominl tbe neJCt pba•• of local-lsvel
development for Ie"' -41. to:: ,ri..r, healtb e.~. and villala-level
Z"tJpsl"Ylaion. Mew or ravl.lJlId and extended pollei.s lire expected to provide
also • furthor b.sis for lui4ina the us. of ra.ourcell for us. at the villasa
1.'fel.
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An additional concern of tbe Evaluation Team i8 tbe potential overlap of
elements in tbe Request and the activities proposed for funding by tbe several
donors active in Malawi primary bealtb cere: (1) Multiple As~istance Scbemes
in Hea\tb (II.A.S.H.) Project proposed for Halawi by USAID/Malawi r f2) UUICKF
fundil\& for IPI and CDD; and (3) World Bank funding for ramily k:lAltb (aee:
Section 1., below, for add~tional data on otber donors).

Potential impact on Proiect. The proposed additi,nal work and procurement
under tbe Child Survival Funding Request will r.quir~ 8 great deal of tlme on
t.he part of MOH officials and the CCCD Technical tJfflr..r to implement. The
CCCD project bas reacbed a point in implementation Whp-ce tbe causes of delays
in tbe first two years are unlikely to burden tbe remaining two years of
wDrk. The available staff l'M:t'ibe~s in tbe MOH are spread among many projects
"lready, ancS tbe large additional project activities upcoming in tbe World
nank and UNICEF funding will further burden the MOH participants. The planned
addition of \v? people for IPI technical assistance by VlleEF during tbe next
few months m&)'- provide 90me relief and improved implementation progress for
IPI activities, but their potential contribution is still too early to
determine.

Time period required. The Evaluation Team concluded tbe proposed
implementation time for the requested funds would be at leaet tbe twenty-four
months proposed in the request. The implementation time could even be longer
should there be additional delays caused by lack of 1I0H staff to carry-out
their various functions at the same time they are part.icipating in the other
projects starting in the MOH.

Recommendation

13.2. It is recommended to A.I.D. that the Malawi aequest for Child
Survival Punding in the amount of US.900,OOO be diYaideeS into two phase., with
funding approved if certain conditions aro met a. fol10",s:

Phase one:
Recommended Scope of Fundin&: 'l'hB loeal and off-sbore commodity

purchase elements, ineluding the proposed additional vehicles Whicb will
probably require an extanded period of time to ,ot 1n-country.

Recommended C~nditions: Assurance that no additional manalement
burden will be added by implementation ~f the werk elements.

Phaso 'bIo:
Recommended Scope of Pundin,: Oth.r ~.queltGd al.~nt. not in Pha.e

Ohe would be included but wit.h implement.ation clelayad unt.il fiscal years
1989-1990. The final formulation of the tb&.8 Two funded activiti•• oUlbt t~

be reexamined by the MOH ala~h at the end of fiRcal Joar 1987 to ensure that
the Rain laps lyins outside other available fundinl are cover6d.

Recommended Conditions: "sur.nce that.: (1) no duplication of
resources .,ould occur and the uin lap. in other fundiras source. are beins
c~v.r.d. and (2) the NOH policy studies eoncernina .xt.~aion of vl11ase-level
••rvice. sho., tbat technical and mAnaaerial Qbst.acle. 8~. r ••olv8d.
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14. LOlIIG-TEBH PIIAHf'IAL VIABILITY

Recurrent Costs of the Proj~ct

Short and Long T2rm Issues. The principal ~eeurrent, or operating, costs
of the CCCD project include the costs of salaries. medicines, tra',dpor~ation,

equipment and supplies necessary to deliver the oervices each Ye'ar. These
regular, annual costo alao include short, in-service traini"lg necessary to
Naintain the skills of health workers. For the Hlnistry of Health in Malawi,
expenditures in the budget on Revenue Account all represent lhe operating
costs of the Ministry'a ffl1rvices each year. Kent of t.hese expendit.ures now
support the basic servic~ level from year to year. sema s~pport inc~aases in
service and increased coverago of the population.

~, \ae focus on recurrent c~st8 for purposes of pvaluating financial
viaoility of a project is usually on the incremental, or additional, recurrent
costs due to the project ectivity. Thege costs are above the costs associated
witb \:.he basic services that existed before the pt"oject. It 1u &en-31:811y
assu.ned that a mialistry will maintain tl'.e funding necessAry t., suppor:'
operating costs of existing service levels.

F( ~ examp le, if a Mln':"stry relul~r1y erovides inmuniza~ions to 3,ooa
children per year, the costs of d,'ns 80 3t'e part of the basic service 10vel.
It. is assumed th.. ~ tue ,-Un!qtry vill c"\ntin\.i.e t.o receive: .noush fundinl in its
budlet to cover the cost of .er-villl 3 ~OOO cbl1drt••\ annuQlly. If a project
than seeks to provi~e immunization~ to 1,000 more ehild~en than tbe Miniatry
already voul~ have &Qrvft~~ t~e .ddit~onal r.~u~~_,t C'8ts Qf the project are
tho.. of the extra vaccines, needl•• , .yrin,.s, and fuel for outreach
transport~,tion necessary to accomplish this ICU~ \. Usually t a Project
A&reement l»rovides that ~oth t.he .:.lnistry .,,4 donors vi!l "hare tbeee
additional costs durin& the. or 5 years of the project period.

The short. run reCtlrrent costs of a pt·Dje~t can thus be represented by
funding, for r~levant ~atAsori~s, in the Project AGreement bud,et. Thu ahort.
run financln& issue for the "ini;~ry of Haalth ther: involves con8id~ration of
its ability to pay the amounts l.ncl\J~ed ali ita c01\t.l"lbut.~.on, all specified in
the Project Agreement, durin& tho life of the project.

The lor,s run cost.s :)f the project. t.hat the NOH will have to fund include
r.curE'.~t cost. funaed by donot"s durin& ttle project, os we) 1 ali costs the
Ministl·Y -o-·9i4 duri.ng the project. The ',ons run recurrent cost.. t,,,, the
Hin18try of Health ere thin-afar UQuillly billler t.han the .hort. run cost. and
obtaining ~nerease8 in the MOM bud&et to cover those bilher coats 18 usually
1IOr. difficult t.han obt,aininl t.h" iner••s8& to cover additional coats d,n hl&
the project period. Tbi~ 1s one of tbe reasons it is i.mport~~nt that a
ministry prapare &r~ly ~o fin~ VByS to pay these .dditlonal costs so that
the MOM is in a p08it.~on to cont.inue t.he pr9ject. .~tivitl.8 onC0 4o~or fundins
an4a. '
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Estimates. Given data constraints and the time available for the
.val'~iition, it was not possible to prepare G detailed estimate of specific
recurrent costs of the project. It is also premature to estimate unit costs,
Much al coq~s pe~ fully imnunized child o~ costs per ORT liven and pe~ c~114

covere4 pet' year, for the Ha).awi ceeD project . Beitber accur,te cost data,
nor appropriate current or ~lanned coverage data, is available for that
purpose.

But it is possible to present preliminary estimates that can be used for a
high and low ~an&c 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.

TAble 14.1 presents low and high estimates of ennual recurrent costs for
each of the program components of the CCCD project. As the table shows, the
total of the bi&h estimate, 16.7 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 Kalawi CCCD Project

(Fundin& amounts in US$>

Project
Component

IMHU~lZA'l'10U

DIARRHEAL DISEASE

MALARIA

TOTAL

LOW ESTIKATE
Annual Recurrent Cost
Estimate Baled on
Project Asreement

Kwacha US,

1,539,588 810,309

683,875 359,934

3,086,888 1,624,611

HIGH ESTIMATE
Annual Becurr:-ent. Cost.
Estimate Based on
Robertson Cost studY

kw&cha US,

3,241,104 1,105,844

809,557 426,08Z

2,102,308 1,422,261

6,752,969 3,5S4,194

Bate of Exchanse: '1-11.9

IOTE: Dr. IlQber.1,.son est imated the first nlne mont.h costlL These have V
been adjust.ed'-to annuaf cout.s for purposes of tbiu pc'e.entation.
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"ihe 10': e~timat~ is base~ on the relevant CORts included in thg Project
Agreement budget. Kajor categories of cost in the Project Agreew~nt that h5ve
been excluded from th,~ low estlm2te art! research and long term technical
ass~.stance, since these should not bG requireJ em an ongoing, annual basis
once project &oal~ have been achieved.

The additional costs associated with activities funded by USAID are
technically the major recurrent C'3stS to consider for the ceeD project. But
full consi~eration of ~he long run financial viability of &ctiv~tie~ supported
under the project ma.'/st also take acc(lunt of (;tlsts of medic ..aes aneS other
supplies provided by UNICgF ~ that would bave to be maintained to kaep the
project operating on il regular basis. The low estimate thus also includes v
costs attributed to UNICEF in the Project Agreement.

WIli te specific categori~s of recurrent costs included in the Agreement
have changed with operating experience, totel spending is likely to remain the
same. A lew estimate c1eriv~u from the Agre~me[&l should thus p[<ovide at least
an upproximation of the ave"('age annual recurl"'en'. cost s during. the life of the
project. They may 1'.130 serve &s a low estimai~e of additional, Qnnual
recurrent costs that 'ilioulc! hav~ ~o be paid a~ ,~,' the project ends.

One of the most important types of cost not. included in the low estimate
is sal~ries of health workers and HOM central office support staff. Because
no new positions have been added to the MOH budget by the projact, it is
appropriat~ to exclude these ~osts fo~ purposes of a mintmum estimate of
additional costs due to the project. But long tel~ viability of the project
will depend on recruiting and funding sufficient staff to ~na&e the program
at the central level an~ to provi~e all the eceD services in the field for an
increasingly lurger population.

For example. under the current situation, it is the same health workers
that have been responsible for delivering all existing ser~ices that have had
to incl:ease their level of activity to pl'ovide a larger number of children
witb vaccinations end with oral rehydration t~er&py. If ~hese health workers
do not increase their level of activity, and work longer hours in the day if
~ece$sary, they will not be able to treat the same ~umber of people for other
aealth problems as they cHe, plus provide tb~ inct"ea~~c1 number of CGCD
eervL:es. Recruiting and. paying additional health workers i~ thus a major \
long term issue for the viability of CCCD, as ~ell as of the whole HOH service
delivery system. Hore d~tailed analysis taan time pe~itted for the
eVRluation team is necessary to estimate these longer run costs.

-----'
The high estimate is base\1 CL~ tho 1I\I)=e detailed and complete derivation of

c~sts carried out by Dr. ~obert &obertson, at tbe request of A.I.D./Washington
in 1985. 'nlese estimates were developed based on tb~ first year of operation
<"f. the program, and are not necessarily representative of eosts that will
exist at the end of the project. Coats by the ~nd of the project will depend
on a varit:!ty of factors, including the numbers of people aetually served by n
the eCCD program by th~n. ~ever.t.heless, they represent the best t,vailable I
estimate of the full annual recurrent costs of providing CCCD -eervlce~i.

-'
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A few comm~nts are necessary to best understand the important implications
of the high est.imate. This estimate is a total cost estimate for
immunizatio~, ORT, and diarrheal disease control services in Malawi. The hi~l

estimate is not limited to only the addition&t recurrent costs of the project,
as ere the low estimates. It includes costs of bot.h the leFel of services
that was already being provided, as well as the increase~ activity due t~ the
project. Further, the hi~h estimate includes central office ~~pport costs, as
well as the cost of Gal~:ies of health workers, based cn an e8timated
percentage of time t.hey spend delivering CCCD services. In addition, it
includes operating and salary costs for the PHAK units, "lS well as for
governn~nt ~nits. It is appropriate to include costs of the PrlAK units since
they are completely inte~rated in the CCCD p~oject and their participation is
essential to reach the covera~e geals set by the project. Al£~, ~~l of the
costs included in thf'\ high estimate for PHAM rep.resent costs to government
since the ~OH provides CCCD medicines to PHAK and 95 percent of PHAH manpower
are fundd~ through the Kinistry of Health subsidy to PHAH.

Thus, the MOH would nc~ nave to increase its budGet by th~ full smount of
this estimate to cover the coata of the CCCD project, since it is already
paying some of this cost. Sufficient information is not available to
determine what propol'tion of these costs the Hinistry a"Cld donors are now
funding or whQ\: :?roportion represent increased activity c!t:e to the project.
For this reasun, the high estimate must be undet"stood as or,ly an illustration
of the full cost~ that may have to be paid by the Ministry in the long run.

~

Ability of thti Government to Support Project Recurrent Costs

Table 14.2 provides a ~reliminary measure of the ability of the HOH
recurrent budget to fund the additional costs of t~~ CCCD program. This table
shows the average funding lavels expected of the HOH during the projeet, as
estimated in the Project Agreemeut r and the low and high estimate:s 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 \:"&a1 funding,
after taking account of inflation, is used because this amount represf.nts
funding available to support incr~ases in service delivery capacity. This is
an important. point. because, if there were no real increase~, then funding
a~Qitional c~sls of CCCD would take money away from other MOH activitles.

The estimates eug.gest that the MOH budget shc,ulc1 be Quite adequate durin.g
the life of the project for funding the GOK share required by t~~ Project
Agreement. But, as Table 14.2 shows, the amount of additional fundiTlg
available to the MOM after paying C~CD costs decreases each year duriTlg the
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TABLE 14.2. Imp~ct of Gov~rnment 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 Periot1 Period

1984/85 1985/86 1986/87 1987/88* (1988/89+~

A. Kinstry of Health
budget expenditures
current prices 28,031 36.753 35,201 36,949 ?S~949

constant 1986 prices 35.858 40.428 35~201 36,949 36,949

F Amount of annual
~eal increase in
MOH budget 5.901 4.371 -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 3.590 -6,208 767 -1.339 to

-5.005**

* 1981188 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 as~~~ed to
be held constant. in real terms, for suc~ee4ing years.

** Low to high estimates.

project. ~itcr paying nearly Kl million ('526,000) for the CCCD project in FY
1984/85, the Ministry had nearly K5 million ($2.6 million) left for increasing
its capa~ity in other areas. By the last year of the project, FY 1987/88. the
HOH contribution to CCCD under the Project Agreement wi'.l absorb more than'
half of the projected additional real funding available that Y~Br. leaving K
.7 million for other activities. For the current fiscal year, if the total
1Ndget stPYs at the level currently authorized, there will be a deficit.
Current MOK estimates of final spending by the end of FY 1986/87. (K40
million) would, however, cover this deficit.

Prospects for the tli:listry to pay for maintaining CCCD services in the
longer run. however. are not promising. The low estimate (D million) of
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annual ct'sts during the life of the project is three times higher than the ,r,o'!
average annual contribution (K.9 million) expected to be funded by the 1I0R
budget. The high estimate is almost 7 times higher. As Table 14.2 shews,
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 estimate. .-' .; ',_

lIost importantly, if the 1I0H budget ha~ to payf ~l\;;i~j~e;t costs of the
CCCD project now funded by donors, the estimate~cHcate that the real
increase I1vailable to the HOH would have to double from ~1. 7 millior, 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 cu~rent assumption in t~e Wational Health Plan that the HOH 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 lIinistry 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
assumptj.on about future increases in the MOH bud&et, the lIinistry will face a
choice between using any additional funds for malntaining CCCD £ervices, as
40nor funding declines, and using the funds for maintaining or expanding ot~
activiti:l!~ <)
/-. (YLcl./",

/:'0.

Financing strategies

,

~
"/

110M Plans. The lIinistry 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 deliverJ system. The Bational 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
"~alistic for the n~ar 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 SUfport for
itnmUnization, ORT, and malaria activities through at least the early 1990s.
But it should ~~ recognized that each of these donor efforts generate
additional recurLent costs well in excess of the estimated CCCD costs
discussed here.

The World Bank has reportedly indicated to the 1I0H that the lIinistry will/
be able to finance recurrent costs that will be &enerated by its five year ~
million Health II project. UHICEF and USAID are plannin& a total of
approximately $10 million for assistance to 1I0H activities through the early
1990s. There was no information available to the team that indicated the 1I0H
could fund the additional recurrent costs that would be lenerated by these
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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 rsduce
costs, principally at the regional hospitals, with assistance from the World
Bank. In addition, the Ministry recently issued an order ~hat would restrict
per~onal use of vehicles to save fuel costs. But information g8therdd during
site visits suggests that it will be r.ecessary to strengthen and D\O:litor
implementation of these plans.

There is no apparent contrul over field staff requests for additional fuel
for whatever purpose. Hany districts have alread7 overspent their allocation
for the current fiscal year in one or another category. Hospital pharmacists
order drugs without a firm basis of esti~ting actual needs in their district
and it is not known whether hospitals are hoarding drugs that should be made
Qvailable to health centers. Further, staff with authority to order goods and
supplies frequently do so wit.hout checking what the budget allocation for
those items is or how much is left for the balance of the year.

This situation ~ontinues up to the central level. Initial authorizations
from the Ministry" Finance for the Health budget have been unrealistically
underestimated in recent years. ConsequentlY, the HOH has been overspending
its authorizations with subsequent approval from Finance. -..; Although "t.1il.s
.trat8gy keeps t.he health .yatem- runu1n&;1t-is-not-rea"tistlc for the lon& run.

~-- _.----.
3. Cost recovery: fee policy and practice. In leneral, 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 Ministry officially
requires fees to \~e charged at the two &ovenunent regional hospitals for
certain services anI! medicines. The Ministry recently issued a revised fee
schedule for these hospitals that wa~ intended to bring in more fee revenues
and increased estimates of this fee revenue were included in the " 1987
budget. But informati.on gathered during site visits made by the evaluation
team suggest that the new sche~ule is not beins followed in at least one of
the bospitals. The Ministry apparently did not take adequate steps to explain
or to work out appropriate details with the field level staff to assure
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 HOK health facilities and the system of
collecting these fees has been well-established and operated. Field evidence
from HOH facilities generally suggesls that most people were able to pay this
fee; those who were not were not charged. One day before the e~aluation team
completed its work, however, it learned that the Mi.nistry now intends to drop
this fee.
"'------

Under current policy, fee revenues from the hospitals and the antenatal
services are returned to the Treasury. In contrast, however, to 8imilar
policies of many Sub-Saharan African countries, the amount of fee revenues i~

.1

\..
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i/

credited to the Ministry of Health's budget in Malawi. Fees collected for
health services are thus used directly to support t.he taalth 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 ~oter.tial 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, PRAH, to help in this
regard is probably limited.

For example, under current arrangements, any increase in PHAH staff that
would be necessary to expand their service delivery capacity would have to be
paid for by the ~~He~ As noted in Chapter 3, the HOH now
provides approximately 54 pGr~nt of PHAK's budget to cover salaries of
Malawian personnel, who constitute 95 percent of PHAH staff. Foreitn
donations to PRAM units are not likely to increase substantially in the near
future and any illcrease in fees charged at PHAH 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 oas packets. One
liter containers, approprh.te for use in ORT can also be produced locally.
Careful planning betwe~n the HOH and these private pro~ucers could establish a
basis for wider availability of medicines and supplies particularly relevant
to the CCCD program without increasing costs to the government.

ReconunendatioM

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
costs for CCCD and other ba~ic health services that donors are now funding.

r1
I

The long run financing situation 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 regional
hospitals. Hew action plans should identify areas of cost savings and cost l
recovery in additional ar.ea 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 axper1ence 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., dono~s,

the HOH 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 east of iU~lementing program policy. Once better
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it will be feasible to identify affordable
greater efficiency, and target amounts of

1-\.2. Efficiency. The Ministry should concentrate efforts at improving
staff efficiency in the field on ways in Which cceD services are delivered.

sterilizing and assembling equipment for immunizations, providing the
immunizations, and teaching mothers how to treat diar~hea and dehy~ration take
substantial 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 bt: requested from
USAID to provide technical ~ssistance personnel to work with HOH 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 inI
the project Ag~eement. It is USAID's responsibility under the Project ~

Agreement to initiate these a.:tions and they should do this, with full ;
participation by the HOH in determining the feasibility of fees for these
services.

~e do not recommend that the HOH devote effort at this time to studying or
experimenting with fees for imnumizations 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 jemand 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 PHAH charges. Ch4rges 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
must be based on policy decisions that establish m general iee principal for

i all services the HOH provides. The Ministry needs to establish a fee policy
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that takes into account equity, as well as the incentives and disincentives it
vants 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, PHAK, traditional pract~tioners,

shop keepers).

(
--wot enough is currently known about the effect of the present fee systems
in the public, private, and traditional sectors; about how many people are

i paying what amounts at PHAH 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 PHAH facilities where

I they have to pay for services may be considered disadvantaged compared with
/ I those who live near government facilities where services are free. Yet

tJk-1 .eV_id~~nc~in the field indicates that people often bypass nearer government
__.1 -I facilities and travel longer distances to receive services at PRAM facilities •

...wUl.t,~.-----'

7 It is clear that people are now paying for he$lth 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 tC" pay a
variety of fees at PHAH facilities should not also be aske6 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 a~sure greater equity and to make better use of the potential of revenue
generation from fees. If 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 R.roject.~ is
available and should be requested from ufs:AID to plrovid~assistance with
carrying out this recommendation. This assistance can include development of
appropriate cost estimates; feasibi lity 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 PHAH facilities, compared with free services at government

I facilities; estimates of revenue raising potential under various options; and
assistance in coordinating prices with the private sector.
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ANNEX A. Evaluation Scope of Work

Objectives of Evaluation

1. To evaluate CCCD activities in Malawi th~'ough systematic collection
and analysis of data on CCCD mana&~ment 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 atructure.

3. To offer a series of recommendations to impress the expansion and
delivery of CCCD serv;.ces (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. Stud1 relevant reference statements at central and regional l~vels.

B. Visit select.ed 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.
b. Review the development of plans of operation an~ 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 a:1minister a regional program
incorporating immunJzation~ ORT, and malaria treatment.

d. Review the ,lID. CDC administration and support to the project
an4 adequacy of procedures established for project su~port.

e. Review eountt"y 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 bas exerted an influence on lowering morbidity,
mortality, or increasing the availability or quality of primary hel:llth care
services 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 coverage,
control of funds and supplies.

c. Review the distribution of delivery points of CCCD services.
d. Review staffing dist~ib"tion 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 I.V., adequacy and frequency of use of ORS, and adequacy of
public information re£arding ORS.

c. Malaria (Report Section 8]. (1) an&lyze 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 emphasi~ 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]
a. Review drug acquisition and distribution;
b. Review cold chain performance;
c. Review vaccine distribution system;
d. Review local ORS production;
e. Review acquisiti~n and distribution of other supplies.

5. Strategies
a. Training [Report Section 9]. (1) Review types and magnitude of

training provided, (2) review trainins 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 of project.

b. Target Disease Surveillance and Medical Information System
(Report Section 10]. (1) Review baseline surveys--morbidity and mortality;
(2) review current reporting ancS report-keeping systems; (3) review plan for
modification of present system to provide accurate Hand H data and
utilization"data; and (4) review health information system activities proposed
for remainder of project.

c. Health Education (Report Section 11]. (1) Review the current
health education structure, plan of (;)xecution and activities to dp.te; {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.

Review government's normal budget and auto-financing;
Review USAID bilateral funds, regional funds, and counterpart

programcurrentforfunding

c.

6. Financing [Report Sections 3 and 14]
a. Review sources and amount of

activities;
b.

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 irmnunized

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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AHBEI B. List of People Contacted and Field visits

~lawi--Ministryof Health'

Headquarters
B. L. Walker, Principal Secretary
Dr. Btaba, Chief Medical Officer
Dr. J. Lungu, Deputy Chief Hedical Officer
Dr. Jean Kalilani, Depoty Chief Medical Officer; CCCD Project Coordinator
Dr. A. R. Msasbi, Assistant Hedical Officer--HCH
John Chickakuda, EPI Coordinator
stanley Jere, Director of HCH
Hr. Handambwe, CDD
Dr. H. Mbvundula, CDO
S. H. Htilatila, Health Education Officer
G. Hamanja, Health Education
Yohani Uiasulu, Chief Health Coordinator
Dr. J. Wirema. Malaria
Hr. Zgambo, Cbief Accountant

Field Facilities

Southern Region
Brenda Keller, Peace Corps Volunteer
J. Msowoya, Deputy Healtb Inspector
Hrs. Hkhunga. HCH Coordinator
Shawn Olsen, Peace Corps Volunteer
Hr. S. Washoni, Regional ~PI Supervisor

Facilities:
Chickwawa District Hospital
Hangochi District Hospital
Halindi Hospital (PHAM)
Bchalo Hospital (PHAK)
Hdirande Health Center
Hgaho Rural Hospital
South Lunzu Healtb Center
Queen Elizabeth Central Hospital

Central Region
A. W. C. Munyimbiri, Regional Health Inspecto~

Hr. Makoka, Cold Chain Manager
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Facilities:
Chipoka Health Center
Kamuzu Central Hospital
Kasungu District Hospital
Khombedza Health Center
HaQisi Hospital (PHAK)
Hponela Hospital (Rural)
Hua Hospital (PRAM)
Nathenje Health Center
Salima New Hospit.al
Salima Old Hcspital

Northern Region

Mr. Dauod, Cold Chain Coordinator
E. P. Jumula, Deputy Regional Health Inspector
Mrs. Katambo, Regional Nursing Officer
Katherine Hzembe, Regional Public health Burse

Facilities:
Bolero Health Center
Jenda Health Center
Kzimba District Hospital
Kzuzu Health Center
Nkllata Bay District Hospital
Rumphi District Hospital
st. John's Hospital (PHAK)

Halawi--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, USAIC/Kalawi

Malawi--Other Organizations

Claudette Bailey, Howard University
Michael Culp, Country Director, Peace Corps
s. H. Darfour, Family Health, WHO
Cooper Dawson, Country Representative, UNICEF
Debra Helitzer-Allen, Academy fo~ Educational Development
Mr. Joe. Health Education. WHO
Mr. Xatunda. PHC Coordinator. Private Hospital Association of Malawi
Mrs. Mzoi, MeH Coordinator. Private Hospital As30ciation of Malawi
Ramesh H. Shrestha, Project Officer. UHICEF
Dr. S. H. Siwale, Representative. WHO
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Hr. Tamandu, Statistician, WHO
Hr. Zgambo, Executive Directo~, Private Hospital Association of Malawi

u.s.
Andy Agle, CDC/Atlanta
Vincent Brown, CDC Consultant
Lillian Gibbons, DrPH, Westinghouse Health ~ystems

Bary Harvey, Westinghouse Health Systems
T. stephen Jones, CDC/Atlanta
Maryanne Heill, CDC/Rwanda
Dennis Olsen, CDC/Atlanta
Kathleen A. Parker, CDC/Atlanta
Wendy L. Roseberry. AID/Washington
Jean Roy, CDC/Atlanta
Anne Voight, CDCiAtlanta
Ron Waldman, CDC/Atlanta
Jason Weisfeld, CDC/Atlanta
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ANNEX C. List of Documents Consulted

A&ency for International Development. (1981)
cable Dise&ses (CCCD) Project (698-0421).
9/15/81.

Combatting Childhood Communl
Project Authorization Document,

(1984) Country Development strategy Statement, Fi.scal
Ye&r 1986. Washington, D.C.

___________________. (1984) Project Grant Agreement between the Government of
Malawi and the Government of the United States of America for Combatting
Childhood Communicable Di~eases in Malawi. A.I.D. Project Mo" 698-0421-12.
Lilong~2, Malawi.

(1985) Combatting Chil~hco~ COfimalnicable Diseases (CCCD).
Government of Malawi. First Year Program Review, by Wendy Roseberry and
Dennis 01sen and Ministry of Health Staff, ceCD Project. June 24-28,
1985.

(1986) Africa Bur~au Response to the Draft Audit Report
of the Combattifi~ Childhood Ccmrnuni~able Disease Project (6980421) Audit
Report 1-698-86. Cable dated 25 Septembe~ 1986.

(1986) Annual Budget Subm~~sion, Fiscal Year 1988,
Malawi. Washington, D.C.

(1986) Combatting Childhood Communicable Disease Project
No. 698-0421.12. Internal Budget Adjustments, PIL Number 9. August 11,
1986. Memorandum from USAID Mission Director to Secretary af Treasury,
Government of Malawi. Lilonbwe, Malawi.

(1986) The Malawi Economic policy Reform Program. Wash
ington, D.C.

Agency for International Development and Centers for Dis~ase Control. (1985)
Combatting Childhood Communicable Diseases. Quarterly Reports, Jan-Ka~

1985 and April-June 1985.
(1986) Audit of Combatting Childhood Communicable

Diseases Project (Project Number ~9a-0421). Audit Repo~t Number 7-698-86.
Memorandum from Competillo to Edelman, July 23, 1986.

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

Asiat, Dereje. (1985) Some Observations on the Malawi Regional Evaluation of
Immunization Coverage. August 15-30, 198~. Lilongwe: UNICEF.

Centers for Disease Control. (1985) FaTnily 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 D~rector, CDC. October 31, 1985.

(1985) Inpatient Malawi, Diarrheal Disease~ and Heasles,
Kamuzu Central Hospital Pediatrics Ward (Children Under 5). Lilongwe,
Malawi, 1981-1985. Memorar.dl~m fc~ the Record. Field Epidemiologist,
East and Southern Africa. November 21, 1985.
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(1985) Ma12ria/diar~heal Diseases Questions in 1985
Malawi EPI Survey. Memorandum for the Record. Field Epidemiologist, East
and Southern Africa. Bovember 8, 1985.

(1985) Measles Immunization Coverage and Surveillance.
Halawi, 1978-1984. Memorandum for the Record, Fi~ld Epidemiologist, East
and Southern Africa. Nov~~ber 9, 1925.

(1985) Monthly Repo~t Bo. 19. From Field Epidemiologist.
Eaet an1 Southern Africa, to Director, Evaluation and Uesearch, IHPO, ~DC,

Hovember I, 1985.
!1985) Reported Malaria, Bational Health Information

System. Malawi. 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 Resistanco 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. KeInorandum for the Record, Field Epidemiologist, Ea~t

and Southern Africa. Hay 12, 1986.
(1986) Malaria Chemoprophylaxis among Pregnant Women,

Malawi. Memorandum for the Record, Field Epidemiologist, East and South
ern Africa. Hay 9, 1986

(1986) Priorities for Evaluation and Research
Divisi~n. Memorandum from E & R Director, IHPO, to Director, IHPO, March
10, 1986. Atlanta, Georgia.

~1986) Quinine Treatment Trials, Lilongwe, 1986. Memo
random fQr the Record, Fieid Epidemiologist, East and Southera Afrlc~,

June 20, 1986.
(1986) Report Malaria, Bational ~)ealth Information System

Malawi, 1978-1983. Memorandum for thE Record. Field Ep;.dem\~lotist, East
and Southern Africa, June 27, 1985.

Chang. Jack. and Nad ~allace. (1986) Child Survival Project Health Informa
tion System. Adventist Development and Relief Agency--HBlawi. ~onsultant

Report Submitted to PRITECH, USAID, ADRA, August 1986.
HealthCom. (1986) HealthCom Draft ImplementRtion Plan, Malawi, 1986-1988.

Lilongwe, Malawi: Academy for Educational Development.
International Science and Technology Institut.e, Inc. (1~85) Third Annual

Evaluation of Combatting Childhood Communicable Diseases (CCCD) Project
(698-0421) in Atlanta, Georgia. Prepared for AID/Washington. Contract
Bo. 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 Bo. PDC-1406-1-09
4068-00). Washington. D.C.

Johns Hopkins University. (1986) Immuni~ing the World's Children. PopUlation
aeports, Series L. Humber 5, March-Apeil 1986.

Kichaels, Brad. (Bo 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
Ho. 1. Zomba, Malawi: Government Printer.

(1986) Economic Report, 1986. Budget Document Woo 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 Ho. 2. Zomba, Malawi: Government Printer.

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

(1983) Statistical 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 Immunization. Malawi Epi

demiological Quarterly, Ho. 1:1, January 1985.
(1985) Malaria Control Programme. Malawi Epidemiologi

cal Quartgrly, Bo 1:2, January 1985.
(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 Hational Control of Diarrheal Dizease

Programme. Five Year Implementation Pla~, 1985-1989. Lilongwe.
(1986) Malawi National H4\laria Control Programme: Five

Year Implementation Plan, 1985-1989. Lilongwe, Malawi.
(1986) The Bational Healt~ Plan of Malawi, 1986-1995.

Lilongwe, Malawi.
(1986) Hational Health Plan and Primary Health Care Work

shop for Principal Secretaries, held at Capital Hetel, Lilongwe, 18th-19th
April 1986. Lilon£we, Malawi.

Republic of Malawi, Ministry of Health, and UNICEF. (1986) EPI/HCH 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
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Hills.

Malawi, Ministry of Health, ~nd Management Sciences for Health.
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Technical Document D-1.
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Strategies in the Health Sector. A Ministry of Health Working Document.

(1984) Ministry of Health Resource Analysis, 1984-1985.
Technical Hotes on Cost Calculations. Technical Document D-4.

(1984) The Potential for Income Generation and Cost
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Control. (1983) Country Assessment: Combatting Childhood Communicable
Diseases, Republic of Malawi. August 29 to September 13, 1983.
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• PIGURE D.l •
AIOIEX D. STATISTICAL DATA

Hap of District Boundaries and Road. Malawi
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FIGURE 0.2. Map of Expanded Program on Immunization, Malawi
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