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1. INTRODUCTION ɬ OPENING SPEECHES 

Welcome  
 Dr Ann Phoya, Director, SWAp Secretariat 

 

 

 

 

 

 

Dr Phoya welcomed everyone to the Fourth Annual 

Malawi German Health Forum, pointing out that this 

event has become an institution valued by all 

stakeholders in the Malawi health sector, whether 

employees of the Ministry, development partners, 

technical experts or other players in health service 

delivery in the country. 

Therefore expectations of this event are high. In the 

space of two days many pressing issues can be raised 

and deliberated, so that quick progress can be made ς 

many small steps leading to substantial progress in the 

long run.   

The Forum has the following three objectives: 

1. Give insight into the work of the Malawi German 
Health Programme (MGHP) 

German Development Cooperation is assisting the 

Ministry of Health at central level, in Central Hospitals 

and in the College of Medicine, and at Zonal level.  

This Ψmulti level approachΩ means that evidence from 

the ground feeds into policy advice, and policy 

decisions are fed back to the districts and into the 

hospitals. Some more details of this approach, the 

structure and procedures of MGHP will be presented 

during 5Ǌ 5ƛŜǘŜǊ YǀŎƘŜǊΩǎ launch of the webpage, 

which follows these opening speeches. 

2. Promote information sharing and communication 
of experiences and good practices between public 
health managers and decision makers at the central 
level, Technical Advisers and Zonal Supervisors 
working at the intermediate level, and clinicians 
working in the wards of central hospitals and in the 
College of Medicine.  German Development 
Cooperation has set in place internal working groups 

focussing this year on Performance Based 
Management, Hospital management, District 
management, and HR management and the Care of 
the Carers Policy. 

3. Contribute to the ongoing Health Sector Reform 
Process 
Workshops like this are not only interesting events 

where technicians exchange some pertinent ideas; 

their main aim is to improve health care delivery for 

the Malawian people.   

Let this be our main aim over the next two days, and 

let us air our views openly. This Forum has a tradition 

of openness and freedom to express views, even if 

they may be controversial.  

The German Ambassador  

Herr Rainer Müller 

  

 

 

 

 

 

 

This is the fourth Malawi-German Health Sector forum 

ς this means the forum is now an institution. 

Congratulations to all who helped achieve this.  And it 

comes at the right time ς we just finished another 

Malawi-German forum, the bilateral negotiations on 

development cooperation. Contrary to fears that the 

global financial crisis would lead to a reduction of 

development aid, Germany doubles its funds for 

Malawi. All in all, 64 million Euros were pledged. In 

terms of health and social protection, Germany has 

even tripled its commitment. There will be new 

contributions to the basket fund in the health sector, 

and there will be the new initiative to reduce maternal 

mortality, to be jointly implemented by Malawi, 

Norway and Germany. 
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.ǳǘ ƛǘΩǎ ƻŦ ŎƻǳǊǎŜ ƴƻǘ ƻƴƭȅ ŀōƻǳǘ ƳƻƴŜȅΦ LǘΩǎ ŀōƻǳǘ ǘƘŜ 

quality of what we do ς and it is about the people who 

work in the sector.  German Development 

Cooperation fortunately still deploys people on the 

ground, to work in the Ministry, in Zonal Health 

Support Offices and in hospitals.   

¢ƻŘŀȅΩǎ ŀƴŘ ǘƻƳƻǊǊƻǿΩǎ ǘƻǇƛŎ ƛǎ ΨLƳǇǊƻǾŜŘ 

ƳŀƴŀƎŜƳŜƴǘ ŦƻǊ ōŜǘǘŜǊ ƘŜŀƭǘƘΩ.  For this, you need the 

people who know the shortcomings in the health 

system, in the health institutions.  I am very glad that 

they now sit down together ς and I hope that the 

discussions will not only be about the shortcomings, 

but how to improve, in practice.  There is potential, we 

have to make use of it. 

Two issues on the agenda I have to mention in 

particular - hospital reform and service delivery on the 

decentralised level.  During the negotiations we have 

taken these topics up with the Government of Malawi. 

I am very content that we can now follow up, in a very 

timely manner. 

I wish this forum all the best and the most of success ς 

we want to improve the impact of our work, to the 

benefit of the people of Malawi.  

 

The Minister of Health  
Hon Prof Moses Chirambo 

 

 

 

 

 

 

It is my pleasure this morning to join all of you to the 

Fourth Malawi German Health Forum.  It is indeed an 

honour for me to preside over the official opening of 

this conference which I am told is one such Forum 

where different approaches aimed at improving 

delivery of health services are discussed.  Before I 

comment on the implementation of this Forum, allow 

me, Madam Chairperson, to firstly welcome all of you 

to this meeting, and also to thank each one of you for 

sparing your time to participate at this Forum.  Your 

presence at this meeting signifies the importance you 

attach to the issues outlined in the agenda of this 

meeting. 

Secondly, I would like to take a bit of time to thank the 

Government of the Federal Republic of Germany for 

the continued support it gives to the Government and 

the people of Malawi; specifically to the health sector.  

Germany has been a long time trusted friend of the 

health sector.  Some of you will recall that the 

Government of Germany was one of the first 

Development Partners that signed the SWAp MOU in 

2004 both as pool and discrete partner.  Through 

these two funding modalities, the Government of 

Germany has continued to provide substantial 

financial support towards implementation of the 

Health Sector Program of Work.  This support is 

evidenced through continued operations of the Zonal 

Health Support Offices, provision of specialized 

medical care in our Central Hospitals, improved 

financial management system at district level through 

the use of Financial Coaches; and support given to the 

Human Resource Development at Headquarters. 

Through these areas of support and others too 

numerous to mention here, the health sector has 

made tremendous progress in addressing some of its 

health indicators such as reduced infant mortality, 

increased number of women accessing skilled 

attendance at delivery, increase in immunization 

coverage and improved health infrastructure of some 

of our health facilities.  I am aware that without the 

support which the Ministry receives from Germany 

and other Partners, these achievements would not 

have materialized.  Mr. Ambassador, I would like to 

ask you to carry a message of gratitude to your 

Government for the assistance given to the various 

levels of the health care delivery system. 

Ladies and Gentlemen, I will be failing my duty as 

Minister of Health if I left this podium without 

mentioning some of the challenges which still persist 

in the health sector.  Maternal mortality is still high 

with 1 in 16 women dying from pregnancy related 

problems; vacancy rates of above 50% for most of the 

critical health professionals; 5 to 15% stock out  days 

for some essential drugs; inadequate access to 

Essential Health care Package for some population 

groups; unsatisfactory management systems for both 

district and central hospitals; inadequate incentives to 

attract health personnel to hard to reach areas, and 
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continued high burden of disease from malaria, HIV, 

TB, diarrhoeal problems and emerging new infections. 

The list of the challenges is quite long and one 

wonders whether there will be a time when the health 

care system in Malawi will one day have to focus on 

one or two problems.  The answer to my own question 

is indeed yes.  I am optimistic that as a group of 

concerned health workers, we have the potential to 

solve these problems. I am one of those people who 

believe that a problem shared is half solved.  I look at 

this Forum as think tank where ideas on health care 

delivery innovations can be discussed and modalities 

for implementation agreed upon.  If we take such an 

approach, I am sure we would generate adequate 

solutions to address our problems.  Let us also use this 

Forum to share information on some innovations that 

have been tried in our different practice areas.  It is 

time for Malawi to start generating its own evidence 

based interventions rather than relying on evidence 

from other countries.  I have been informed that 

ŘǳǊƛƴƎ ƭŀǎǘ ȅŜŀǊΩǎ aŀƭŀǿƛ German Health Forum, 

teams from central hospitals shared their experiences 

on initiative undertaken to improve care in the 

Medical Unit at Kamuzu Central and the Operating 

Rooms at Queen Elizabeth Central Hospital.  It will be 

important to find out whether these initiatives were 

rolled out to the rest of the hospital and what 

outcomes have been achieved. 

With regard to maternal mortality, let me remind you 

that the Ministry is determined to take whatever 

measures are necessary to reduce pregnancy related 

deaths.  We are all aware that desperate situations call 

for desperate or radical measures.  The Ministry, with 

support from Germany and Norway, is exploring the 

possibility of using result based financing for maternal 

and neonatal health.  This initiative is in line with one 

of principles of the Paris Declaration which focus on 

Managing for Results.  As duty bearers of the Malawi 

Constitution and the Public Health Act, we are obliged 

to assist every Malawian citizen to enjoy optimum 

level of health which includes safe pregnancy and 

childbirth.  The proposed result based management 

will therefore assist the health sector to make 

significant gains towards achievement of MDG 5.  

Maternal and neonatal health service providers should 

therefore be held accountable for achieving specific 

results such as reduced maternal morbidity and 

mortality.  Some countries have already started to use 

this approach with positive results.  The Forum should 

therefore take some time to discuss this concept and 

see how best it can be implemented in our setting.   

Another area that could also be discussed during this 

Forum is human resource management, where 

outstanding performance can be rewarded within the 

current policy environment.  You will recall that 

Government issued a policy to institutionalize 

performance appraisal.  The policy however, did not 

ƳŜƴǘƛƻƴ ǿƘŀǘ ǎƘƻǳƭŘ ōŜ ŘƻƴŜ ǿƘŜƴ ŀƴ ŜƳǇƭƻȅŜŜΩǎ 

performance is above average.  As a think tank of 

today, let us generate as many implementable ideas as 

possible which can be included in human resource 

policies and guidelines. 

It is my sincere hope that all of us here will actively 

participate in the discussions to ensure sound and 

evidence based recommendations that would assist 

the health sector to improve its performance.  The 

performance which all of us will be measured against 

is an improvement in the health indicators of the 

nation. 

Allow me to conclude my speech by thanking the 

organizers of this meeting for inviting the political 

leadership of the Ministry to participate in this 

important Forum.  It is important for us politicians to 

touch base with what is happening on the operational 

ground.  Let me also take this opportunity to thank 

other partners that are supporting the Ministry of 

Health in the implementation of the Program of Work.  

With these few remarks, I would like to declare the 

Fourth Malawi German Health Forum officially open. 
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A word of appreciation  
Prof Robin Broadhead - Executive Director of the College of Medicine 

 

I would like to trace the history of German Development Cooperation in Malawi, and 

register appreciation of its commitment and the value it has added to the health 

service overall, including support for academic research at the College of Medicine. 

It was in 1986 that three partners ς the governments of Malawi, Great Britain and 

Germany signed a tripartite agreement that gave birth to the College of Medicine. 

Since then, Germany has maintained solid support for academic programmes, for the 

development of our human resources, and has kept up a constant supply of expertise 

in the form of medical doctors from Europe, through CIM. 

Partly as a result of German support, the College of Medicine has made great strides 

in expanding possibilities for Malawians to gain medical training in their own country.  

 

We now have the 5-6 year training for medical doctors, the MPH two-year course with a Health management module, 

a one-year full-time MSc course in Health Management is planned to start next year. The MMed course in Anaesthesia 

in underway, and some of our participants here today are MMed students. 

I express my profound appreciation for the sustained support that GDC has given us over the years. 

 

 

 

 

 

 

The Forum facilitators  

 

 

 

 

 

 

 

Day 1 - Dr Ann Phoya 

 

 

 

 

 

 

 

                     Day 2 ς Dr Jason Lane 
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LAUNCH OF THE MGHP  WEBSITE - Dr Die ter Köcher 

http://mghp.net  

 

 

 

 

 

4th Malawi German Health Forum 

LLW, December 2009 

 

 

I would like to present the new website, and I invite you all to spend some time exploring it. The main aim of the 

website is to give an outline of how German Development Cooperation is active in the health sector in Malawi. 

Against a background of the health status of the nation, and the structures and systems in place to deliver health 

services, the specific areas of focus for Germany are illustrated, under the headings: Human Resources, Service 

Delivery and Health Systems Strengthening. There are links to the German agencies through which the Malawi 

German Health Programme works ς BMZ, GTZ, DED, KfW, CIM and InWEnt ς as well as to MoH and other 

development partners. HIV&AIDS and Gender Mainstreaming are described, and initiatives under Results Based 

Management and Operational Research are presented. Related documents are available as downloads.  The website 

will be updated every six months.  

 

http://mghp.net/
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2. PERFORMANCE BAS ED MANAGEMENT  

2.1.  The long road to safe motherhood : the status of BEmONC sites   
Dr Christiane Boecker, DED 

 

 

 

 

 

 

 

 

 

 

The background of maternal health in the country is 

ŘƛǎƳŀȅƛƴƎΦ aŀƭŀǿƛΩǎ ƳŀǘŜǊƴŀƭ ŘŜŀǘƘ ǊŀǘŜ ƛǎ ŀƳƻƴƎ ǘƘŜ 

highest in the world, at 807 deaths out of every 

100,000 live births. Moreover, for every woman that 

dies in childbirth a further 30 suffer serious conditions 

that affect them for the rest of their lives. And out of 

every 1,000 live births 31 neonates do not survive.  

The major causes of maternal death are as follows: 

¶ Severe bleeding - 14% (this can be as high as 25% 

in some facilities) 

¶ Unsafe abortion ς 5% 

¶ Eclampsia ς 8% 

¶ Obstructed labour ς 36% 

¶ Postpartum sepsis ς 19%
1
 

If obstetric and nursing protocols were respected it is 

estimated that over 80% of these deaths could be 

avoided. 

The global response for safe motherhood began in 

1987 with the Global Safe Motherhood Initiative 

launched in Nairobi. The reproductive health concept 

followed on at the ICPD
2
 conference in Cairo in 1994.  

The United Nations set the Millennium Development 

Goals in 2000, with MDG 4 Reduce maternal mortality. 

Strategies adopted in Malawi are the National Safe 

Motherhood Program and the Road Map for 

accelerating the reduction of maternal and neonatal 

mortality and morbidity from 2005 onwards. The key 

concept to achieve this is to assure the availability of 

emergency obstetric care. 

                                                           
1
 Obstetric Life Saving Skills Manual 

2
 International Conference on Population and Development 

 

BEmONC consists of: 

Å Parenteral Antibiotics for sepsis 

Å Parenteral Oxytocin for 3rd stage labour and 

Postpartum Haemorrhage 

Å Parenteral anti-convulsive drugs for eclampsia, i.e. 

magnesium sulphate  

Å Manual removal of the placenta 

Å Removal of retained products of conception 

(Manual Vacuum Aspiration ς post abortion care) 

Å Assisting vaginal delivery (inc. vacuum extraction, 

management of breech deliveries) 

Å Neo-natal resuscitation of asphyxiated babies. 

CEmONC adds to these interventions Caesarean 

section and blood transfusion. 

 

The Road Map proposes varies levels of intervention 

to achieve the goal of reduction of maternal mortality. 

These are: 

1. Infrastructure ς Maternity wards, staff houses, 

referral system, communication 

2. Equipment - Manual Vacuum Aspirator (MVA), 

±ŀŎǳǳƳ ŜȄǘǊŀŎǘƻǊǎΣ ǎǳŎǘƛƻƴ ƳŀŎƘƛƴŜǎΣ ŘǊǳƎǎΧ 

3. Training and practical sessions for nurses and 

clinicians in MVA, BEmONC  

4. Supervision and guidance in policy 

5. Blood transfusion services 

6. Maternal death audits. 

 

This presentation reports on the assessment made 

during one of the supervision rounds in the Northern 

Zone.  This assessment ascertained the status of 

health care provision at the sites offering Basic 

Emergency Obstetric and Neonatal Care (BEmONC) 

and Comprehensive Emergency Obstetric and 

Neonatal Care (CEmONC). Answers were sought to the 

following questions: 

Å Are there enough facilities and are they fairly 
distributed? 

WHO guidelines state that there should be at least 5 

BEmONC sites and one CEmONC site for every 

500,000 people, at every sub-national level. The 

Reproductive Health Unit (RHU) has a list of 126 

BEmONC sites in the country, which almost satisfies 

this requirement.  However, the 21 designated 
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BEmONC sites In the Northern Zone are not fairly 

distributed taking into account road conditions and 

population density (e.g. Chizumulu Island, Luwerezi).  

 

Å Is the right equipment available and is it in good 
condition? 

- MVA kits not always available  

- Vacuum extractors were often faulty (rubber 

perished) 

- Oxygen concentrators not available in all sites; 

oxygen tubes are re-used 

- Suction machines not everywhere available, and 

sometimes present but not used 

- Some BEmONC sites did not have thermometers 

and some no BP machines 

- Some BEmONC sites did not have electricity 

- Only three BEmONC sites had magnesium 

sulphate, and none had triple antibiotics  

- No sterile gloves were available 

- No basic lab services were available 

- Transport and communication were not 

guaranteed (occasionally cellphones were available 

to call ambulances). 

 

Å Are  staff trained in BEmONC and are they 
applying their training? 

Staff from 23 sites have undergone training in 

BEmONC or integrated care (36 trainees in total). 

Fifteen still need training and 12 need to complete the 

practice sessions. Many nurses did not have the 

opportunity to do vacuum extractions during the 

practice sessions. For a variety of reasons, including 

ƴǳǊǎŜǎΩ ŀōǎŜƴŎŜ ŦǊƻƳ ǘƘŜƛǊ ǇƻǎǘǎΣ ƛǘ ƛǎ ǎŜƭŘƻƳ ǇƻǎǎƛōƭŜ 

to guarantee 24-hour availability of BEmONC trained 

nurses. 

It was discovered that only a few staff at the BEmONC 

sites in the Northern Zone are actually performing 

BEmONC activities, and very often women are 

referred to the District or Central Hospital. When the 

referral hospital is nearby (like Mzuzu CH) nurses 

prefer to refer. 

 

Å Are women coming to our facilities, and are 
enough services provided to them? 

Skilled birth attendance varies in the Northern Zone 

from a low 44% in Nkatha Bay, 46% in Karonga, 49% in 

Mzimba, 62% in Chitipa, 82% in Rumphi and 100% on 

Likoma.  Antenatal Care (ANC) coverage is over 75% in 

the northern region and Family Planning coverage 

varies from 33% in Nkatha Bay to 75% on Likoma. 

(Note that Nkhata Bay district has many hard to reach 

areas and nurses are reluctant to take remote 

postings.) 

It is normal for women to queue for several hours to 

get access to ANC.  Maternity rooms lack space and 

privacy. When space for waiting mothers is offered, 

the hygienic conditions are poor.  

Most Health Centres do not offer laboratory 

screening, or they may only offer HIV testing. 

Haemacues, for haemoglobin levels, are sometimes 

available, but there is an inadequate supply of 

reagents. 

 

Å Are the policies and quality standards being 
applied? 

Policies and standards are distributed to the facilities, 

but human resource shortages mean that there are 

not enough nurses for a comprehensive examination 

of pregnant women, or for good companionship for 

women in labour. Procedures for the follow-up of HIV 

positive mothers are often not properly applied, e.g. 

CD4 counts are often neglected.  This may be because 

HSAs and volunteers are given this responsibility, 

rather than nurses.  

Most critically, severe conditions might be not 

recognized early, and the sad truth is that 80% of 

maternal deaths could have been avoided if the 

procedures had been properly followed. 

 

Å What is the status of the CEmONC sites? 

In the Northern Zone there are six district hospitals, 

two CHAM facilities and one Central Hospital, all of 

which should be able to offer CEmONC. For blood 

transfusions, blood is taken mostly from relatives on 

the spot.  A Blood Bank has been installed at Mzuzu 

Central Hospital, but it is not functioning; very few 

blood packs are actually stocked. 

Stand-by generators are available in all facilities, but 

running water is a problem in several districts, notably 

Karonga, Chitipa and Nkhata Bay. It was observed that 

operating theatres in Rumphi, Nkatha Bay and Likoma 

do not have a clear separation between clean and 

dirty areas, showing that infection prevention 

standards are not being maintained.  
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The impact of CEmONC in five northern districts 
 

 Nkhata Bay Rumphi Mzimba Karonga Chitipa 

Skilled deliveries 

(%) 
44% 82% 49% 45% 62% 

Caesarean 

sections (%) 
7.93% 8.00% 6.7% 6.2% 4.4% 

 

The data shows that the expected proportion of Caesarean sections ς 5% - is exceeded at CEmONC sites in most 

districts. 

 

The Way Forward 

In summary, we recommend investigating these options: 

¶ Who are the right people to be trained in BEmONC? 

¶ How can we make sure that BEmONC trainees are actually empowered to do BEmONC? 

¶ How can we improve quality of care? Some health staff do not show courtesy to the patients, and may deter them 

from coming back. 

¶ Mentoring from district and zonal level could be a way forwŀǊŘ ǘƻ ŜƴƘŀƴŎŜ ǘǊŀƛƴŜŜǎΩ ŎƻƴŦƛŘŜƴŎŜΦ /ŜƭƭǇƘƻƴŜǎΣ ŜǾŜƴ 

those that take photos, could be used to get a quick answer to a problem from a more qualified health 

professional. 

¶ P4P (Pay for Performance) could perhaps be applied. We will learn more later about this strategy. 
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2.2.  Performance based management   

Julia Ilse, GTZ 

 

 

 

 

 

 

 

This presentation looks at the performance 

management system in place as part of the Ministry of 

IŜŀƭǘƘΩǎ ƳŀƴŀƎŜƳŜƴǘ ƻŦ ƛǘǎ ƘǳƳŀƴ ǊŜǎƻǳǊŎŜǎΦ The 

2005 version of the MPSR
3
 sets oǳǘ ǘƘŜ DƻǾŜǊƴƳŜƴǘΩǎ 

performance appraisal system, portraying it as part of 

an integrated planning process.  Good performance 

management gives guidance on performance, sets 

realistic standards, assesses and measures 

performance and identifies areas where development 

is needed. It is a fair and consistent process. 

After analysing the challenges that Performance Based 

Management (PBM) faces, we will investigate some 

options that are already being implemented, such as 

certain incentives. Using studies conducted in Malawi, 

combined with PBM theory, we will offer suggestions 

for designing a range of incentives for health workers 

and their managers.  The challenges that these 

incentives for performance seek to address have three 

perspectives: (1) the target group/clients (2) health 

workers and their management (3) the organisational 

framework. 

(1) The target group ς the clients/patients 

Our investigation is partly impelled by some research
4
 

into the reasons why pregnant women stay away from 

health facilities for delivery in Malawi. When District 

Health Officers were consulted, they gave the 

following main reasons: 

Å Poor attitude of health workers 

Å Distance to functional facility  

Å Cultural beliefs. 

                                                           
3
 Malawi Public Service Regulations 

4 UNFPA & AMDD 2008. Twelve DHOs were asked to give 

main reasons for women not to deliver in health facilities.  

It may not be sufficiently appreciated that the way 

health workers treat their clients/patients is an 

integral part of their job performance, and poor 

attitudes deter clients from seeking treatment. 

Inadequate attention is being given to professional 

attitudes, especially giving respect and compassion to 

clients, and remedial action is called for.  

(2) Health workers and their management 

Another piece of research conducted this year
5
 

showed serious weaknesses in human resource 

management of health workers generally. Health 

workers claimed that their Continuing Professional 

Development (CPD) and career progression are 

inadequate; that standard human resource 

management practices are not adhered to; and that 

they are inadequately supervised, with no feedback 

given on performance. However, in the same study, 

managers stated that they did not perceive these 

human resources management deficiencies in the 

system as having an impact on motivation.  

(3) The organisational framework 

In order for a performance management system to 

succeed, a range of organisational features need to be 

in place and functioning.  The two major challenges 

we face in the organisational framework of the health 

service seem to be the lack of a balanced range of 

incentives to motivate staff, and, putting staffing 

levels and equipment provision aside, weaknesses in 

leadership and management systems.  

What are the incentives currently driving 

performance among clients, health care providers 

and the development partners? 

Clients may be motivated to come for care because 

treatment is effective and free, and also because they 

are offered preventive measures (immunisation, etc). 

Health care providers may be motivated by the 

following opportunities:  
V Training (accompanied by allowances)   

V Locum and relief (Relief scheme)  

V Recruitment and Retention (Salary top-ups & 
Housing) 

                                                           
5
 Manafa et al: Retention of health workers in Malawi: 

perspectives of health workers and district management 
2009 
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V Promotion  

V Accreditation/ shields (e.g. for infection 
prevention) 

V Performance reward (or possibly development 
opportunities). 

Development partners such as the Global Fund, GAVI 

and USAID set targets to direct and accelerate 

programmes in health. The Norwegian German 

Mother and Child Health Initiative advocates for 

certain incentives to be applied on both the supply 

and demand sides to increase uptake and improve 

quality of care. 

Possible incentives 

In many countries, practices exist to increase both the 

take-up of mainstream health services and the quality 

of health care delivery by using incentives. These 

include the following options that may be found 

suitable for Malawi: 

Incentives for clients  

A Social Cash Transfer or Conditional Cash Transfer 

scheme may be introduced, usually to address the 

health/nutritional and/or the educational needs of the 

target group. Food grants, nutrition supplements, 

basic health care or transport vouchers may be 

offered. In education, there may be grants for 

education and nutrition, saving schemes or money 

given for school materials. 

 

Incentives for providers 

The financial incentives include:  
V Terms and conditions of employment  

V Performance payments (targeting the task, the 
work location, the type of work, etc.) 

V Other financial support, e.g. loan schemes, 
research grants. 

These incentives should be accompanied by non-

financial incentives, such as: 

V Positive work environment.  This is a strong 
incentive. It may comprise work autonomy, clear 
roles, recognition for achievements, manageable 
workload, an equal opportunities policy (across 
cadres, sex, etc.) 

V Flexibility in employment arrangements, e.g. 
planned career breaks 

V Support for career and professional development, 
i.e. supportive supervision, and opportunities for 
CPD. 

V Access to services, ŜΦƎΦ ǎŎƘƻƻƭƛƴƎ ŦƻǊ ƻƴŜΩǎ 
children. 

V Intrinsic rewards.  There are cultural aspects to 
this, and there may be prestige attached to the 
work, as well as straightforward job satisfaction. 

 

The Malawi German Health Team have discussed ways 

to improve performance by using incentives, 

recognising that incentives need to be carefully 

targeted.  They put forward the following suggestions; 

firstly for health workers: 

Positive Incentives 

Å Development incentives - further qualifications 
with approved certificates  

Å Financial support ς such as transport vouchers  

Å Non-financial awards - shields for achievements  

Å Financial reward for high performance.  

Negative Incentives  

Å Disciplinary measures for professional malpractice.  
 

... and secondly for managers: 

Positive incentives 

Å Development incentive - further qualifications with 
approved certificates  

Å Development incentive - promotion with the 
opportunity to be part of higher-level decision-
making, e.g. on postings  

Å Non financial awards - shields for achievements  

Å Financial reward for high performers, particularly 
for outstanding performance in transparent 
decision making and assuming responsibility in HR 
and Quality Management  

Å Financial reward for high performance at facility 
level, i.e. awards to be made to the facility itself. 

Negative Incentives have not yet been considered. 

  

THE WAY FORWARD 

In summary, we recommend the following: 

Implement the performance appraisal system in 

force and monitor and evaluate it in due course.  

Consider a balance of incentives to motivate staff - 

Financial / non-financial; extrinsic / intrinsic; positive / 

negative; short term (often financial) / developmental 

for the organisation and the individual; specific or a 

general satisfier. Essential considerations include: 

Å the different needs of each cadre,  

Å strong managerial skills required, 

Å costςeffectiveness of measures taken, 

Å short-term results  versus long term systemic 
results, 

Å the labour intensity (at least at the beginning). 

A primary concern is to produce evidence about what 

is the appropriate incentive balance in the Malawian 

context, before action is taken. 
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2.3  Assessing the performance of district health management 

teams  

Egglie Chirwa, Dr Annemiek Bosch (ZHSO-CE), Leonard Banda, Claudia Schaa (ZHSO-SE), Wilma 

Kruetzen (ZHSO-SW)  

 

 

 

 

 

 

The District Health Management Team (DHMT) is 

responsible for coordinating health activities in each 

district. Therefore the performance of the DHMT 

determines the outcome of many health activities that 

are carried out in the districts. If DHMTs do not take 

their task seriously, then priorities will not be set and 

activities will have no direction and no clear goal.  

With this in mind, a team consisting of Zonal Health 

Support Office staff supported by DED technical 

advisers, have together refined the Performance 

Assessment Tool, with a view to its ongoing use in 

supervision and support. The tool was tested in two 

zones ς Central East and South West. It has the 

following eleven components:  

Å Human Resources   

Å Management Structures 
Å Planning and Finances 
Å Supervision 
Å Drug Management 
Å Infection Prevention 
Å Transport 
Å Infrastructure 
Å Health Management Information System 
Å Public Health Outcomes 
Å Availability of Essential Health Package 

 

The Tool was used in performance assessment of 

DHMTs in September 2009 in all five districts of the CE 

Zone (Salima, Kasungu, Dowa, Ntchisi and 

Nkhotakota), and in November 2009 in five (out of the 

seven) districts of the SW Zone (Blantyre, Mwanza, 

Neno, Chikwawa and Nsanje). The fuel crisis 

prevented travel to Thyolo and Chiradzulu. 

The tool includes a scoring system, which is applied to 

the items making up each of the 11 components.  The 

following chart gives an overview of the total scores in 

these ten districts where the tool was applied. The last 

column on the right shows the maximum achievable 

score (66): 
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The chart gives a large amount of important 

information about the performance of the ten 

districts. It is noteworthy that the availability of the 

Essential Health Package (EHP) is especially low in two 

of the districts ς Chikwawa and Nsanje.  There is a big 

difference in performance in the two zones, with CE 

Zone scoring between 26 (Nkhotakota) and 51 

(Salima), while in the SW Zone Chikwawa performed 

worst (19 points) and Mwanza best (33 points). 

DHMTs base their planning on District Profiles.  These 

profiles use data from the 2008 census. Unfortunately, 

data on number, type and ownership of health 

facilities is available, but can only be established with 

difficulty. Results from each component of the Tool 

are as follows: 

1. Human resources 

The overall vacancy rate in CE Zone is 52% of 

established posts; in SW Zone that rate is 70%. There 

appear to be inconsistencies in the establishment for 

Medical Doctors: Nsanje, with a population of around 

238,000 has an establishment of one doctor, but none 

is in post there, while Mwanza, with a population of 

around 94,500, has an establishment of five and has 

three doctors in post. This anomaly was rectified in 

the 2007 Functional Review and has yet to be 

transmitted to district level. 

The following chart shows the staffing of health 

centres, showing those that have (a) at least two 

nurses, and (b) at least two clinicians, two nurses and 

one Environmental Health Officer or Health Assistant 

(this recipe is 2-2-1).  Note that Mwanza and 

Chikwawa do not have the minimum staff norm (2-2-

1) in their Health Centres.  

 

 

 

 

 

 

Key: Blue= HCs with at least 2 nurses 
Yellow= HCs with at least 2 clinicians, 2 nurses 
 
 

2. Management structures 

Meetings: DHMTs are required to meet monthly to 

discuss management issues, look into solutions and 

use data for decision-making. Six out of the ten 

districts conducted these. General Staff Meetings 

were held in five districts.  Active Hospital Advisory 

Committees and Drug Committees were found in only 

four districts, and only in Neno is there a Disaster 

Preparedness Committee.   

Maternal Death Audits: These are carried out at 

facility level in all ten districts, and at community level 

in six districts (Ntchisi and all districts visited in the SW 

Zone). 

Service level Agreements (SLAs): The chart below 

shows the number of SLAs in place. The number of 

facilities eligible for SLAs is compared with the number 

of SLAs in place, for each district.  

 

 

 

 

 

 

 

 

 

 

 

Key: Blue= # of facilities eligible for SLA 

Yellow= # of SLA in place 

 

SLAs may not be signed where CHAM facilities are not 

up to standard due to lack of staff, or where there is 

no interest in such agreements.  Blantyre district 

struggles to pay for its SLAs. 

Implementation of Action Points agreed in the 

previous supervision: These results demonstrate how 

effectively DHMTs are responding to supervision by 

making improvements. Results show high rates for 

most of the CE Zone, with the target of 60% reached 

by four out of five districts in CE Zone. On the other 

hand, none of the SW Zone Districts met the target.  

Planning and Finances 

Review meetings on the District Implementation Plan 

(DIP) and on HMIS are only held in Kasungu and Dowa. 

All districts except Neno submit monthly ORT 

Expenditure Returns, and all districts pay their utility 

bills. 
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3. Supervision 

DHMTs should supervise all wards/departments in the 

district hospital and all other health facilities, including 

CHAM and private clinics, once every quarter, using 

the integrated checklist. A supervision report is to be 

handed to each department or health facility, with 

copies for management and for the ZHSO. 

The Tool recorded the number of supervision visits 

made in the last quarter in District Hospital Wards,  in 

Health Centres (HC) and in all other Health Facilities 

(HF - this indicates any facility other than district 

hospital or health centre, i.e. rural hospital, 

dispensary, health post, maternity clinic). The 

following chart shows wide disparities in supervision 

between the districts. Only in Kasungu and Salima did 

the DHMT pay a supervision visit to district hospital 

wards; Ntchisi and Neno performed very well at health 

centre and health facility levels; no supervision visits 

were made in Blantyre last quarter. 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key: Pink= District hospital wards supervised in last quarter 
Blue= HCs supervised in last quarter 
Yellow= HFs supervised in last quarter 

 

4. Drug management 

Four out of the ten districts were supervised by the 

Performance Tool (Salima, Kasungu, Nkhotakota, 

Mwanza). Health Centre Committees are in place to 

monitor drug management in all Health Centres in 

only five of the districts (the same districts as above, 

plus Dowa); some committees are found in Blantyre 

and Chikwawa. The In-Charges of health centres 

observe that it is impractical to organise committee 

members to be present at drug deliveries since Central 

Medical Stores (CMS) do not keep to their delivery 

schedule. 

 

 

 

5. Infection prevention 

In order to receive Infection Prevention (IP) 

certification, a health facility has to score 80% or 

higher during an external assessment. Salima, Dowa 

and Kasungu district hospitals have this status, while 

in SW none of the represented district hospitals or 

health centres has IP certification. The internal 

assessment scores found in this supervision show that 

Kasungu and Dowa have slipped below the required 

80%. Blantyre and Neno have never done an internal 

assessment; Nsanje did their last assessment in April 

2008, but have no record of the points awarded; 

ChikwawaΩǎ last assessment was in Sept 2007 (56%). 

Mwanza conducted an assessment in July 2009 and 

scored 76%. 

6. Transport 

The number of vehicles available in each district was 

counted. Salima and Blantyre have the most motor 

vehicles, 16 and 21 respectively.  Nkhotakota has only 

four runners; it has ten more vehiclŜǎ ƛƴ ǘƘŜ Ψƴƻƴ-

ǊǳƴƴŜǊΩ ŎŀǘŜƎƻǊȅΦ bŜƴƻ Ƙŀǎ ƻƴƭȅ т ǾŜƘƛŎƭŜǎ ŀƭǘƻƎŜǘƘŜǊΣ 

one of them a non-runner. Chikwawa has 7 runners 

and 7 non-runners. 

7. Health Centre infrastructure 

Data collected on the availability of running water, 

electricity and communication (radio, phone and/or 

cellphone) at Health Centres shows the following 

results: 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key: Blue= Running water 
Yellow= Electricity 
Blue= Communication 

 

Water supply poses a challenge in the Central East 

Zone. No data for Ntchisi district concerning 

communication was available.  
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8. Public health outcomes 

Measles immunisation coverage and deliveries 

conducted by skilled attendants are the indicators 

used for public health outcomes. 

For skilled birth attendance Mwanza has the highest 

achievement. The national target of 56% only is 

reached by 4 out of 10 districts, namely Salima, 

Blantyre, Mwanza and Nsanje. 

The EPI (Extended Programme of Immunisation) has 

reached at least 79% of children in all districts with the 

measles vaccination. The national target of 82% is not 

reached in Nkhotakota or Ntchisi (CE Zone) or in Neno 

and Nsanje (SW Zone). Even though SW districts have 

higher achievements in both these categories, all 

districts bordering Mozambique (Mwanza, Chikwawa, 

Neno, Nsanje) should be aware that up to 55% of their 

clients in both these categories come from 

Mozambique, and in that way the own target 

population misses out. 

 

THE WAY FORWARD 

The findings from this exercise prompt a range of 

recommendations for further action.  

First, the Zonal Health Support Offices need strong 

support from the Ministry of Health. 

The Performance Assessment Tool needs certain 

revisions before it is re-applied. It should then be 

administered twice a year. 

The Zonal Health Support Offices need to assess, from 

the data collected, how best they can support the 

DHMTs in future. More networking between the ZHSO 

teams will aid the consistent administration of the 

Tool.  

The DED technical staff supporting the ZHSOs in the 

Zones not covered by this exercise, i.e. South East, 

Central West and Northern Zones, intend to conduct a 

similar baseline performance assessment of their 

DHMTs.   
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2.4  How to mobilise the potential of Results Based Financing for 

better Mother Child Health?  

Dr Chisale Mhango, Head of the Reproductive Health Unit of the Ministry of Health 

 

 

 

 

 

 

 

 

 

 

 

 

This is a report on the first phase of a study on the 

feasibility of introducing in Malawi a scheme for 

Results Based Financing (RBF) in Mother Child Health. 

The study is driven by the wish to maximise the impact 

of funding going into Maternal and Neonatal Health 

(MNH). The success of the scheme in Rwanda has 

prompted Malawi to consider its potential benefits. 

The benefits that have proceeded from RBF in Rwanda 

are: 

1. Reduction in child mortality by 1/3 in two years 

2. 25% increase in assisted deliveries 

3. 63% increase in prevalence of contraceptive use 

4. Doubling in utilization of health services, and 

5. Major reduction in malaria cases.  

However experience has shown that if not tailored 

well, RBF could have unintended negative effects, 

such as contributing to data fraud, mismanagement of 

funds, etc. 

The alarmingly high maternal mortality rate in Malawi 

poses a major challenge to the government and the 

development partners. The 1992 ratio of childbirth-

related deaths per 100,000 live births was 620; it leapt 

to 1,120 in 2000, and has shown a slight decline since 

ς 984 in 2004 and 807 in 2006. Malawi is very far from 

reaching the MDG in maternal health.  

The current interventions to tackle the problem 

include the Norwegian-German Mother and Child 

Health Initiative, which focuses on safe delivery and 

newborn care and offers US$ 10 million over three 

years. The initiative proposes investigating RBF as a 

means to reach the programme goals to address the 

national challenge in Maternal and Neonatal Health 

(MNH). RBF includes options for the demand side and 

for the supply side. Tackling the demand side means 

encouraging more women to seek skilled attendance 

at delivery at health facilities, while tackling the supply 

side means raising standards of care, equipment and 

infrastructure at those facilities, and staff motivation.  

 

Demand-side options 

1. Conditional Cash Transfers to encourage pregnant 

women to go to health facilities early to to 

promote improved pregnancy outcomes. The cash 

would enable them to pay for food, fuel and 

lighting while waiting to deliver and remain at the 

maternity unit for 48 hours post-delivery. 

Advantages: Addresses costs of transport and 

waiting, provides support to the demand 

generation activities (e.g. improvements to 

infrastructure) and involves the community in the 

system.  

Disadvantages: The system needs managing and 

monitoring to avoid abuse. Some health facilities 

will find it hard to offer 48 hour post-delivery care 

because of both space and staffing shortages. 

In conclusion, since Direct Cash Transfers are 

already being implemented in other programmes, 

these new transfers should be tested. 

2. Full Voucher Scheme for Safe Delivery can be a 

viable option if the vouchers are attached to a 

specific service, i.e. delivery at the health centre 

plus postnatal check-up and counselling on family 

planning. The woman would collect her voucher 

during antenatal checks, and cash it in after she 

had received the stipulated services.  Such 

vouchers may increase utilisation of services, 

partly because they would be transferable 

between facilities.  Also, mothers could be offered 

vouchers for transport to get them to the health 

facility in time for safe delivery, and the driver 

would cash in the voucher at the facility. 

This scheme has not been considered suitable for 

Malawi, for a range of reasons. Firstly, it would 

operate in parallel with the current system of free 



17 

 

health care in Government-run facilities. Next, the 

benefits of motivating one health facility to 

compete against another cannot be achieved in 

Malawi where the number of health facilities is 

quite low. Finally, health facilities operating the 

scheme would need their own bank account.  

 

Supply-side options 

1. Results-based contracting via Service Level 

Agreements (SLAs)  The SLAs with CHAM facilities 

could be expanded and SLAs could be introduced 

with Government facilities, with possible outcomes 

that have been considered as follows:  

SLAs with CHAM facilities have demonstrated that 

they have increased access to and utilisation of 

quality services for deliveries, now that they make 

it possible for mothers and young children to 

receive care at no cost at CHAM facilities. 

Commitments have been made to extend the 

agreements. However, there are problems with 

contracting and pricing, and different facilities 

require different contracts. 

Conclusion: It has been decided that SLAs should 

be improved and the system modified so that each 

SLA covers a single CemOC and BEmONC Cluster. It 

is also recommended that more SLAs should be 

signed. 

SLAs with Government facilities offer an 

opportunity to introduce results-based thinking 

into Government systems. Rewards could be 

offered to health facilities for hard work done well, 

based on the judgment of the Health Advisory 

Committee.  Such rewards might consist of 

accelerated investments in buildings and 

equipment, as well as some monetary rewards. 

However the idea of Government contracting 

Government facilities poses a challenge, and there 

are limited possibilities for cash payments to be 

negotiated. 

Conclusion: It is recommended that this option 

should be tested. It provides a stepping stone to 

introducing performance-based financing in the 

public sector, and it could provide helpful 

experience in the development of a Pay for 

Performance scheme (P4P) for Malawi.  

2. Pay for Performance (P4P) schemes would 

introduce performance-based rewards for hard 

work done well, to be awarded to the health 

facility itself and/or to the staff employed there. 

The implication of this would be that changes 

would be made in the payment system for public 

employees, and wide-ranging agreements and 

changes would be called for across several 

Government Departments. One example that is 

being tried is to reward staff at health facilities that 

go over 90 days without experiencing a maternal 

death. 

Conclusion: First, an expanded SLA approach 

should be monitored in order to assess whether 

P4P should be considered in Malawi.  If a decision 

is then reached to pursue the venture, it should be 

planned and managed through the SWAp. 

THE WAY FORWARD  

There is need now to discuss all the above options in a 

thoughtful and critical way. Once decisions have been 

taken, careful preparations are needed if rapid results 

are to be achieved. While we are fully aware that time 

is not on our side, the second phase of the study 

should be carried out in a methodical way. It will 

consist of an analysis of the sustainability of the 

selected option(s); selection of pilot sites; exploration 

of costing/ financial implications, etc. When these 

stages are complete, the design of the project can be 

finalized.  
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2.5  Panel d iscussion on Performance Based Management  

The panel: Dr Chisale Mhango, Julia Ilse, Dr Christiane Böcker and Wilma Krützen  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Boosting BEmONC sites 

WHO recommends that 4 BEmONC sites are needed to 

cater for every 500,000 population, and so it was 

calculated that Malawi needs 109 BEmONC facilities.  

In 2006 only 2% of this requirement existed, and some 

facilities had closed down because of lack of staff.  

Thanks largely to tƘŜ !5.Ωǎ ŦǳƴŘƛƴƎ ƻŦ ŀ ōǳƛƭŘƛƴƎ 

programme linked with staff training; currently we 

have 70% coverage with BEmONC (CEmONC coverage 

was already at 100% in 2006) in the country. The 

sharing of information between the zones and districts 

and the Reproductive Health Unit has been integral to 

the process of building capacity to offer safe 

motherhood services closer to the clients. The ZHSOs 

have an important role to play in planning to address 

shortfalls in BEmONC provision. 

It is not lack of buildings that stand in the way of 

achieving 100% coverage, so much as shortages of 

staff. For the remaining 30% coverage, staffing is the 

issue. Nor is it enough to build facilities, install 

equipment and appoint and train health workers. The 

ǇƘǊŀǎŜ Ψ.9Ƴhb/ ŦǳƴŎǘƛƻƴŀƭ ǎƛǘŜΩ ǎhould mean more 

than that. Staff should be empowered to implement 

the training they have received; all too often health 

workers trained in BEmONC are continuing to refer 

patients, in cases where this is unnecessary.  

 

 

Strategies to avoid maternal death from bleeding 

The Malawi Blood Transfusion Service has not yet 

extended to all hospitals, and so blood must continue 

to be taken on the spot from family members at most 

facilities. It is not feasible to install laboratory services 

in the BEmONC sites, and so regrettably hepatitis 

screening, etc. cannot be offered.  DHOs should supply 

the BEmONC sites with haemoglobin, and oxytocin 

should be in stock to be given to the mother at 

childbirth. A further useful intervention is becoming 

available: the pregnant woman can be given the drug 

misoprostol to take home so that she can use it if 

bleeding begins. 

Zonal supervision and the DHMT 

It is important that the standards for quality of care 

set by the Medical Council of Malawi and by the 

Nurses and Midwives Council are incorporated into 

the standards set in zonal supervision.  

The careful designing of indicators is critical to the 

success of the Performance Assessment Tool. The next 

vital ς and often most challenging - step is to collect 

data accurately. 

Then we have to ask why certain zones are relatively 

good performers. What factors contribute to 

successes in Central East Zone? We know that an 

active and supportive DHMT is crucially important to 

ensuring that ΨƘŜŀƭǘƘ ǿƻǊƪŜǊǎ ŀǊŜ ŘƻƛƴƎ ǿƘŀǘ ǘƘŜȅ 
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ǎƘƻǳƭŘ ōŜ ŘƻƛƴƎΩ. An effective DHMT produces reports 

for supervision, and places them in hard copy books 

placed at each health facility, and it systematically 

follows up Action Points agreed at supervision.  

 

 

 

 

 

 

 

 

Andrew Mzumara 

Ψ[Ŝǘ ǳǎ ŀǎǎŜǎǎ ǘƘŜ ǇƻǎǎƛōƛƭƛǘƛŜǎ ŦƻǊ ƛƴǘǊƻŘǳŎƛng P4P at 

DHMT level. Benchmarks can be set, using the 

experience of a high performer such as Salima District. 

Let DHMTs from other districts go to see the successes 

ōŜƛƴƎ ŀŎƘƛŜǾŜŘ ƛƴ {ŀƭƛƳŀΩ  

 ΨLƴ ǇŀǊǘƛŎǳƭŀǊΣ ǘƘŜ 5ƛǎǘǊƛŎǘ ¢ǊŀƴǎǇƻǊǘ aŀƴŀƎŜƳŜƴǘ 

Policy needs to be properly applied. All too often staff 

may be trained in transport management, only to be 

transferred to other work. This is a waste of resources, 

and leads to inefficiency when the person left in 

ŎƘŀǊƎŜ ƻŦ ǘǊŀƴǎǇƻǊǘ ŀǘ ǘƘŜ 5Ih ƛǎ ƴƻǘ ǉǳŀƭƛŦƛŜŘΦΩ 

Results Based Financing: What should we invest in 

first ς the demand side or the supply side? 

Dr Ann Phoya voiced the consensus, which was that 

ǿŜ ǎƘƻǳƭŘ Ǉǳǘ ƻǳǊ ƘƻǳǎŜ ƛƴ ƻǊŘŜǊ ŦƛǊǎǘΦ Ψ²Ŝ ŎƭŜŀƴ ƻǳǊ 

ƘƻǳǎŜ ōŜŦƻǊŜ ǿŜ ƛƴǾƛǘŜ ǾƛǎƛǘƻǊǎ ǘƻ ŎƻƳŜ ƛƴΩΦ 

Comments on increasing the demand side 

Cash incentives stimulated considerable debate. 

Ψ/ŀǎƘ ƛƴŎŜƴǘƛǾŜǎ ŦƻǊ ǘƘŜ ƳƻǘƘŜǊ ǘƻ ŎƻƳŜ ǘƻ ǘƘŜ ƘŜŀƭǘƘ 

facility to deliver may act against other policies. We 

need to be very careful to avoid negative effects on 

ŦŀƳƛƭȅ ǇƭŀƴƴƛƴƎΩ. 

Ψ¢ƘŜ mother is unlikely to be able to keep her cash 

transfer money until the time of delivery.  Moreover, 

our health facilities are sorely understaffed. To whom 

can we give responsibility for the disbursement of this 

ŎŀǎƘΚΩ 

Comments on improving the supply side 

 Ψ²Ŝ ƪƴƻǿ ǘƘŀǘ ƴǳǊǎŜǎ ŀǊŜ ǎƻƳŜǘƛƳŜǎ ƘŀǊǎƘ ŀƴŘ 

discourteous to the patients; our staff may be 

ŦǊƛƎƘǘŜƴƛƴƎ ǇŀǘƛŜƴǘǎ ŀǿŀȅΩ  

The district should strengthen efforts to guarantee 

continuum of care by minimising absenteeism, 

discouraging all but essential attendance at training 

courses and meetings. Any P4P scheme should make it 

possible to reward the member of staff who covers for 

his/her absent colleagues. 

Non-financial incentives are known to be powerful, 

and too much attention may be paid to improving pay, 

while neglecting other motivational issues, notably 

career progression. Incentives should always be in 

balance, and they need to be refined as they are 

introduced, little by little, according to assessments of 

their impact. For example, salary top-ups aid 

recruitment, while housing allowances affect 

retention. 

 

 

 

 

Dr Maureen Chirwa, Dr George Mwale 

Mentoring The College of Medicine is conducting a 

study on a Mentorship Programme to be applied in 

zones and districts. Even at Health Centre level, 

mentorship could be applied. A health centre nurse 

could use her cellphone to ask her mentor at the 

district hospital for advice if she is faced with a 

difficult and urgent case. 
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3. HOSPITAL MANAGEMENT AND HOSPITAL REFORM  

3.1  Outsourcing: The best option for del ivery of non -core services 

in our hospitals?  

Themba Mhango, Chief Administrator, Kamuzu Central Hospital 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Why should the government consider outsourcing 
non-core hospital services? 
Å The contractor may be able to provide a similar or 

higher quality service at a lower cost than the 

government  

Å The contractor may have skills, capacity or 

resources not available to the government  

Å The service to be contracted out may not be a core 

competency of the government, which may prefer 

to focus its efforts on specific priorities, the core 

functions. 

 

Challenges of outsourcing in Malawi 

Å Weak capacity to manage the contracting out 

process in the public sector 

Å Lack of qualified contractors, and therefore limited 

competition between potential contractors 

Å Lengthy processes during tendering for 

competitive bidding 

Å Political resistance to the concept of outsourcing, 

partly because of the threat to government jobs. 

 

Kamuzu Central Hospital, Lilongwe, has decided to outsource two major services ς security and cleaning. The scale of 

these operations can be seen in the chart below: 
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What is outsourcing? 

An organisation that outsources certain 

services does it by subcontracting that 

service to a third party company.  

This company, or contractor, is selected 

through a procurement process. 
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In the case of cleaning services, outsourcing has led to 

a reduction in wage costs. If there were a full 

establishment, the wage bill would be about MK 49 

million. With outsourcing, the current wage bill 

amounts to MK 29 million. Other contractual items 

(e.g. cleaning supplies) add MK 5 million to the cost. 

The hospital suffered various challenges in the past 

with low staffing levels among cleaners and guards, 

and inadequate supervision. Hospital attendants 

tended to display high absenteeism rates, 

abscondments, late reporting and early departures 

from work. Theft of hospital property was a chronic 

problem, and it was very difficult to impose sanctions 

to maintain staff discipline.  

The hospital sees many benefits from outsourcing the 

cleaning and the security services. Cleaning materials 

are now more likely to be used for the intended 

purpose, rather than stolen; fewer cleaning materials 

need to be purchased.  Secondly, the availability of 

cleaners is guaranteed because the cleaning company 

is responsible for ensuring the staff are present and 

for supervising their performance. Overhead costs for 

human resources, such as leave grants, funerals, 

personal loans, etc. are minimalised because it is in 

the interests of the contractor to keep all such costs 

down. 

In summary, outsourcing has allowed the hospital to 

focus its energy and efforts on core activities.  

Contracted out services have provided quality service 

at a lower cost. 

Method of awarding contracts 

The first contract, awarded in 2003, was directly 

negotiated rather than through competitive bidding, 

because there was a lack of bidders perceived to be 

competitive, and management was keen to pilot the 

hiring of cleaning services. However since 2005 all 

contracts have been awarded through an open, 

competitive bidding process; they are provided on 

yearly basis.  
Contract prices are determined by the contract 

specifications. All existing contracts use block 

payments, rather than the fee for service payment 

method. It is justifiable to say that this shifts the 

burden of risk on to the contractor. Short term 

contracts such as these can be easily and quickly 

terminated if performance is unsatisfactory. 

Specifications, monitoring and sanctions for non-
performers 
In the early contracts, the obligations of the contractor 

were specified in the vaguest terms, e.g. Ψ¢he 

contractor shall provide cleaning services of 

acceptable quality.Ω {ǳŎƘ ŀ ǎƛǘǳŀǘƛƻƴ ƻŦ ǳƴŘŜǊǎǇŜŎƛŦƛŜŘ 

contracts clearly favours the contractor. Initially the 

capacity to design contract specifications was 

inadequate. Moreover, the related negotiation skills 

needed to be acquired. It remains the case that the 

contracts are not sufficiently closely monitored. 

 

Specific mechanism for the adjustment of the 
contract 
At the present time, there are still weaknesses in the 

system. For example, there is no provision in the 

contracts for the contractor to seek a price increase in 

certain circumstances, nor is the contractor protected 

against the effects of inflation, and the management 

has in the past negotiated price changes on an ad hoc 

basis. This situation favours the government, as the 

risk has been transferred to the contractor. 

 

Outsourcing at KCH has been a success so far. 

Standards of cleanliness inside the hospital have 

improved, as any visitor or patient will attest. 

Consideration is being given to contracting out other 

services, as follows: 

- Maintenance of equipment (both medical and 

office); these services have been provided under 

the Health Sector Maintenance Programme funded 

by KfW 

- Landscaping and gardening ς these services have 

already been outsourced at QECH in Blantyre and 

at Mzuzu Central Hospital. 

- Patient transport ς QECH has already contracted 

out their ambulance service 

- Laundry 

- Catering. 

 

Outsourcing of non-core activities will continue in the 

central hospitals. In the case of large and strategically 

important contracts, it is wise to call on outside 

professional assistance ς for designing, negotiating 

and monitoring of the contracts. This recourse will 

ensure that outsourcing maintains its value of 

efficiency. 

 



22 

 

3.2  Monitoring of clinical and resource utilisation at QECH  

Dr Paul Downie (CIM) and Dr Stella Chikumbanje-Nangwale (MMed student) 

 

 

 

 

 

 

 

Monitoring and evaluation pose many questions. The 

processes are integral to the SWAp, since the 

Programme of Work sets objectives and progress 

towards those objectives needs to be closely 

monitored ς under the six pillars (HR Development, 

Drugs and Medical Supplies, Essential Equipment, 

Infrastructure, Routine Operations and Policy and 

Systems Development). We can never forget that the 

person behind each one of these pillars is ... the 

patient. 

Data needs to be owned. There are frequent visitors 

from outside the ƳƛƴƛǎǘǊȅ ǿƘƻ ǘŀƪŜ ΨǎƴŀǇǎƘƻǘǎΩ ƻŦ ǘƘŜ 

situation in a particular area, and the reports that 

emanate from these snapshots are quite different in 

purpose from what we as practitioners in the health 

service need ς a dynamic ownership of our own data. 

We need to know when we go wrong, so that we can 

ǘƘŜƴ ŀǎƪ ƻǳǊǎŜƭǾŜǎ Ψ²Ƙŀǘ Řƻ ǿŜ Řƻ ƴƻǿΚΩ !ƴŘ ǿƘŜǊŜ 

we are reaching our targets we still need to be 

motivated by consulting the data to confirm our 

success. 

The Golden Thread is the concept that is essential to 

good M&E. The diagram below shows how Key 

Performance Indicators ς or KPIs ς are a part of a long 

line from the MDGs to the targets we set at 

Departmental level. 

 

 

There is a trend for the focus on KPIs to diminish the 

lower down the thread we go, and we risk losing track 

of the standards we should be maintaining in our day 

to day work. To avoid this danger, we need to find 

ŀƴǎǿŜǊǎ ǘƻ ǘƘŜ ǉǳŜǎǘƛƻƴ ΨIƻǿ ǎƘƻǳƭŘ ǿŜ 

ƻǇŜǊŀǘƛƻƴŀƭƛǎŜ ǘƘŜ 5ŜǇŀǊǘƳŜƴǘŀƭ YtLǎΚΩ 

A significant part of our work in the operating theatres 

of Queens in Blantyre derives from road traffic  

 

accidents ς 60% of operations are on these casualties. 

Because there are few KPIs in anaesthesia and surgery, 

we struggle to join up the road traffic accident 

casualty with the standards to be applied at every 

stage between the accident and the (hopeful) 

discharge from hospital. The health worker treating 

the patient stands at the end of a long chain of events, 

which is shown in the diagram below: 
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Public Health Issues 

¶ No centralised ambulance system  

¶ Casualty may die at the roadside if action is not 

ǘŀƪŜƴ ƛƴ ǘƘŜ ΨDƻƭŘŜƴ IƻǳǊΩ ƛƳƳŜŘƛŀǘŜƭȅ ŦƻƭƭƻǿƛƴƎ 

the accident. 

¶ Police may not handle casualties correctly ς they 

may drag them instead of lifting them 

¶ Response times ς research needed on this. 

 

Hospital services 

¶ The A&E Department at Queens is hard to find! 

¶ Studies have shown that patients arriving at QECH 

tend to be sicker than those arriving at KCH, and 

KCH has the advantage of a Trauma Unit. 

¶ Research is also needed on waiting times till triage. 

¶ QECH and KCH score equally on the length of time 

between triage and treatment 

 

Individual patient care 

Å The health worker needs to tick the boxes to 

confirm that all necessary checks have been done. 

This is a routine task, a vitally important one, and 

feedback should be given to clinical staff on the 

activity. 

 

¢Ƙƛǎ ŀƴŀƭȅǎƛǎ ǇƻǎŜǎ ǘƘŜ ǉǳŜǎǘƛƻƴ Ψ²ƘŜǊŜ ǎƘƻǳƭŘ ƻǳǊ 

ŦƻŎǳǎ ƻŦ ŀǘǘŜƴǘƛƻƴ ōŜΚΩ wŜǎǇƻƴǎŜ ǘƛƳŜΚ 5ƻƻǊ ǘƻ ǘǊƛŀƎŜ 

time? Triage to definitive treatment time? 

 

* * * * * * * * * * * * * * * * * * * *  

 

At this Forum last year, the Pilot Study on Operating 

Theatre Efficiency was reported on. It involved:  

Å Senior management sensitisation  

Å HR motivation and training 

Å Theatre efficiency. 

The results of the study call for attention to be 

directed at three main areas: 

1. KPIs driven by the clinicians 

2. Impact assessment of performance management 

3. Specialisation of HMIS 

 

 

 

 

 

HMIS and the Medical Record System 

The current Medical Records System (MRS) does not 

link neatly into HMIS.  HMIS itself is lacking in detail, 

such that clinicians do not find it useful as a 

monitoring tool.   

Moreover, there are software challenges.  There are 

differing softwares in use. SPINE is a new arrival, 

funded by Malawi-Liverpool-Wellcome Trust (MLW). It 

is used on the wards, and is based on Baobab 

architecture. (The NGO Baobab has introduced user-

friendly technology to speed up and make easier the 

logging of data on ART at clinics throughout the 

country.) 
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¢ƘŜ a{ !ŎŎŜǎǎ ǇǊƻƎǊŀƳƳŜ ǳǎŜŘ ōȅ IaL{ ƛǎ ƴƻǘ ΨhǇŜƴ ǎƻǳǊŎŜΩΤ ƛΦŜΦ ƛǘ ƛǎ ǘƘŜ мΦо ŀƴŘ ƴƻǘ ǘƘŜ мΦр ǾŜǊǎƛƻƴΣ ǿƘŜǊŜas the 

new software is all open source.  This means there is a major barrier between HMIS and Baobab/SPINE: 

 

 
 

Specialisation of HMIS ς experience in Anaesthesia 
and Surgery at QECH 
Clinicians are familiar with the Surgical Safety Checklist 

as a paper document. Regrettably, there is a certain 

lack of commitment to this checklist. Particular 

requirements may be overlooked; experience in the 

operating theatres is that pre-operation preparations 

may not be carried out. Some surgeons oversee the 

preparation of their patients, and others do not.   

This costs the theatre staff time, such that it may only 

be possible to conduct four operations in a day instead 

of five.  

 GTZ have funded a software version of the Surgical 

Safety Checklist, entitled Operating Theatre 

Management Information System, or OTIMS, which is 

due to be rolled out in January 2010. It looks very 

similar to the paper equivalent: 
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OTIMS is a monitoring and resource utilisation tool designed specifically for central hospitals in Malawi; it is online and 

Ŝŀǎȅ ǘƻ ǳǎŜΦ Lǘ Ŏŀƴ ōŜ ǳǎŜŘ ǘƻ ƎŜƴŜǊŀǘŜ ǊŜǇƻǊǘǎΣ ŦƻǊ ŜȄŀƳǇƭŜ ŎƻƳǇŀǊƛƴƎ Ψ[ŀǘŜ ǎǘŀǊǘǎΩ ƛƴ ǘƘŜ ŦƻǳǊ ƻǇŜǊŀǘƛƴƎ ǘƘŜŀǘǊŜǎ όǎŜŜ 

chart below): 

 

 
 

Theatre Users Committee 

The function of the Theatre Users Committee is to 

monitor and evaluate work in the Operating Theatre 

Unit. The Committee comprises: Head of Anaesthesia 

(Chair), Surgeons, Matron, Theatre Nurse-in-Charge, 

and two Anaesthetist Clinical Officers (ACOs). All data 

in OTIMS can be accessed by this committee. 

 

 

 

 

 

THE WAY FORWARD 

Å It is important that the MOHP should take a close 

interest in software development such as this. 

HMIS software should be upgraded to the current 

open source version. 

Å Explore ǘƘŜ Ψpayment by resultΩ model of 

rewarding high performance 

Å Continue to develop the Golden Thread through 

the KPIs at all levels 

Å Commit to highlight good practice, so that 

performance has a focus. 

 

 

Do the right thing first time  
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3.3  Bwaila Maternity Hospital  

Dr Tarek Meguid (CIM) 

 

 

 

 

 

 

 

 

 

Change is possible 
This story ƛǎ ƻƴŜ ƻŦ Ψ.ŜŦƻǊŜ ŀƴŘ !ŦǘŜǊΩΦ ¢ƘŜ ǇƘȅǎƛŎŀƭƭȅ 

ǘƛƴȅ ōǳǘ ŀŎǳǘŜƭȅ ōǳǎȅ Ψ.ƻǘǘƻƳ IƻǎǇƛǘŀƭΩ (KCH Maternity 

Dept) dated from the 1930s.  It was ill-equipped to 

deal with the rapid rise in population over the last few 

decades.  It was critically understaffed with (in 

October 2009) three consultants, two registrars, seven 

Clinical Officers and 52 nurses delivering 12,000 babies 

a year.  The following pictures show overcrowding, 

lack of privacy and lack of dignity in relation to 

mothers.  

  

 

 

 

 

One can argue that the reason that women in Malawi continue to die in childbirth and of pregnancy-related causes 

derives from three facts: 

They are poor 

They are voiceless 

They are female. 
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We may quote Mahmoud Fathalla:  

Ψ²ƻƳŜƴ ŀǊŜ ƴƻǘ ŘȅƛƴƎ ōŜŎŀǳǎŜ ƻŦ ŘƛǎŜŀǎŜǎ ǿŜ Ŏŀƴƴƻt treat, they are dying because societies  

ƘŀǾŜ ȅŜǘ ǘƻ ƳŀƪŜ ǘƘŜ ŘŜŎƛǎƛƻƴ ǘƘŀǘ ǘƘŜƛǊ ƭƛǾŜǎ ŀǊŜ ǿƻǊǘƘ ǎŀǾƛƴƎΩΦ6 

 

Chitenje Maternity Trust 
 

Chitenje Maternity Trust (CMT) was set up in 2007 by 

individuals wanting to address the human resource crisis 

in the health sector in Malawi. Through substantial donor 

support (notably The Rose Project, Clinton-Hunter 

Foundation, Mr Trond Mohn) CMT has managed to 

expand so that it is now spearheading safe motherhood 

by complementing essential maternity service provision 

at two Government hospitals ς Bwaila Maternity Hospital 

(the maternity hospital for Lilongwe district) and Ethel wa 

Mutharika Maternity Wing at Kamuzu Central Hospital 

(the referral hospital for the Central Region). 

 

 

 

 

CMT has a Board, a Secretariat and Stakeholders. The 

Trust has the following objectives: 

1. To retain and increase the number of health workers 

in the Obstetric and Gynaecology Dept of the two 

hospitals through salary support 

2. To provide opportunities for professional 

development and proper training of suitable persons 

in maternal health 

3. To establish a conductive work environment to 

enable health workers to provide a professional 

service of high quality 

4. To facilitate an exchange of human resource and 

information on maternal health between Malawi and 

other countries. 

 

 

The following diagram shows how CMT is helping to make a difference: 

 

 
 

 

The astonishing outcome of combined efforts is a brand-new maternity hospital at Bwaila, and a new maternity wing 

to be added to KCH.  

 

!ƴŘ ǎƻ ǿŜ Ŏŀƴ ŀŘŘ ǘƘŜ Ψ!ŦǘŜǊΩ ǇƛŎǘǳǊŜǎ ǘƻ ƻǳǊ ǎǘƻǊȅΥ 

 

 

 

                                                           
6
 Professor of Obstetrics & Gynaecology, Asyut, Egypt. FIGO President 1994 - 1997 
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The new labour ward at Bwaila guarantees the mother privacy in childbirth; husbands are welcome in the labour ward 

if the mother wishes. The Nurses Station can oversee six delivery rooms, laid out in a fan shape. 

 

  

 

The following lessons have been learnt along the way: 

Á The BEST is the biggest ENEMY of the GOOD 

Á There are NO MAGIC BULLETS 

Á BUILD coalitions 

Á YOU never suffer as much as YOUR patient 

Á If not NOW then WHEN? 

Á If not YOU then WHO? 
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3.4 News from the Technical Working Group on Hospital Reform  

Dr Wesley Sangala, Consultant 

Background to Hospital Reform 

Å Health Policy Framework 1995 

ï MoH committed to decentralisation programme 

ï Autonomy of CMS 

ï Autonomy of Malawi College of Health Sciences (this was achieved) 

ï Hospital autonomy 

Å Decentralisation Act 1998 (impetus to run district hospitals from the district) 

Å National Health Plan 1999-2004 

ï Local Government decentralisation of health services (idea reinforced) 

ï Hospital autonomy for QECH and KCH (a pilot) 

Å Vision 2020, 2000 

Å Malawi Poverty Reduction Strategy  2002 

 

Å Hospital Autonomy (HA) Programme (2000- 2006) which led to... 

ï The HA Bill, 2004 

ï Cabinet Paper on HA October 2005 ς the programme was rejected for being 

too elaborate and costly; donors withdrew support from the programme. 

 

 

Although the Hospital Autonomy Program was 

abandoned, hospital reform is still called for. The 

central hospitals are viewed as too big and complex to 

be run by the Ministry of Health. A year ago, at the 

Third Annual Malawi German Health Forum, the idea 

was conceived to reactivate a Technical Working 

Group - not on hospital autonomy but on Hospital 

Efficiency, or Hospital Reform.  This TWG has been 

careful not to discard everything that was done under 

the HA pilot, e.g. the pharmaceutical inventory. 

Furthermore, the TWG began with a recommendation 

that building the capacity of District Assemblies and 

District Health Offices is vital if the pressure on the 

central hospitals is to be relieved. 

Terms of Reference (ToRs) of the TWG on Hospital 
Reform 
Å Review previous reports and HA programme 

Å Make recommendations to MoH 

Å Develop Action Plan based on the above 

Å Support tertiary hospitals to implement reform as 

agreed  

Å Monitor progress and effectiveness of the hospital 

reform programme 

Å Conduct a situation analysis of Central Hospitals in 

the wake of the HA programme. 

Progress to date 

The first TWG meeting was held on 3 June 2009. It was 

well attended at senior level; membership and 

leadership were agreed. ToRs were agreed upon, and 

members were asked to review relevant literature on 

reforms. The central hospitals would undertake a 

situation analysis, as above. WHO offered to present 

lessons learned on hospital reforms from other 

countries.  

A second meeting was held three weeks later. The 

Central hospitals reported that of the innovations 

under the HA program, only the HR personnel 

information system had survived. New information 

ǿŀǎ ǎƘŀǊŜŘ ƻƴ ǘƘŜ /ŀōƛƴŜǘΩǎ ǊŜƧŜŎǘƛƻƴ ƻŦ ǘƘŜ I! 

programme. A Sub-Committee was formed with the 

following brief: 

Ψto prepare a paper analyzing the current situation 

in health care service delivery and come up with a 

proposal for hospital reforms at all levels, to be 

ǇǊŜǎŜƴǘŜŘ ŀǘ ǘƘŜ ƴŜȄǘ ¢²D ƳŜŜǘƛƴƎΩ.  

This was rather a tall order. Various problems have 

afflicted the Sub-Committee since then, but on 3 

December 2009 the Human Resources TWG received 

the paper mentioned above. A Focal Point on Hospital 

Reform is to be set up in the Health Systems 

Strengthening Unit (HSSU) of MoH.   
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From WHO we have learned of the challenges that 

other countries have faced on introducing hospital 

reform; at best it is a lengthy and complicated process. 

We in Malawi see the following challenges ahead: 

Å The HSSU has to identify initiatives that were 

introduced under the HA program that can restart 

with little technical and financial input, e.g. a cost 

centre budgeting system, with each department 

becoming a cost centre. 

Å All Central Hospitals function with inadequate 

human resources, hence heavy workload is a 

contributory factor to low morale of staff (review 

the locum scheme is called for). 

Å There is urgent need to introduce performance 

based remuneration for health workers, with a 

monitoring system.  

Å How to addressing resistance to change within the 

institutions? Advocacy is needed to reassure staff 

that there will be no major job losses. 

Å We need to gain political will and commitment to 

proposed reforms.  

Å Ways must be found to obtain financial resources 

and technical expertise to implement the other 

necessary reforms. 

Our main and immediate concern is to find ways to 

support the capacity of current Central Hospital 

management to implement these initiatives 

immediately with no additional technical assistance or 

other resources currently available. 

 

THE WAY FORWARD 

The country does not have many choices because we 

know we are spending money inefficiently now. We 

have to change.  There is no model for us to follow, 

and so our reform has to be home grown! 
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3.5  Panel discussion on hospital management and hospital reform  

The panel: Themba Mhango, Drs Paul Downie, Stella Chikumbanje-Nangwale and Tarek Meguid  

  

 

 

 

 

 

 

 

 

 

 

Outsourcing 
The Dept of Public Procurement (DPP) is on hand to 

assist with negotiating contracts. Catering services 

may be the next to be outsourced at KCH. Hospital 

administration needs to ensure - for the sake of its 

reputation as a well-run institution ς that the 

contracted workers are treated properly, especially 

that they are paid on time. 

In RSA there is experience of contracting out hospital 

management ς but perhaps this is a step too far for 

Malawi.  

 

Monitoring at QECH 
HMIS trained staff in all the districts in its software, 

using the services of Management Sciences for Health 

(MSH), only to find Baobab introducing new software, 

with SPINE following shortly after. Staff can be 

overwhelmed by so much new technology, and so any 

initiative needs to be carefully integrated, with full 

consultations. HMIS were in fact fully involved in the 

ƛƴǘǊƻŘǳŎǘƛƻƴ ƻŦ .ŀƻōŀōΩǎ ǎƻŦǘǿŀǊŜ ŀǘ v9/IΣ ŀƴŘ ǘƘŜƛǊ 

officer on the spot cooperated throughout. It is not 

always easy for clinical staff to interact with HMIS at 

MoH level, although they may wish it.  

hǿƴŜǊǎƘƛǇ ƻŦ Řŀǘŀ ƛǎ ǘƘŜ ŎǊƛǘƛŎŀƭ ǘƘƛƴƎΦ .ŀƻōŀōΩǎ 

system at KCH has wound down because the staff 

never felt that the data was theirs to interact with. We 

have to avoid window dressing and concentrate on 

using the tool for the intended purposes. The software 

developer at QECH, a Consultant, participated in this 

Forum, making himself available for questions. 

 

Bwaila Maternity Hospital 
Although it is true that maternity services have run 

down because the clients are largely poor voiceless 

women, it is also true that it is not enough to allow 

them to speak. Those in positions of power need to 

learn to listen. Indeed, if health workers persist in 

ignoring complaints and protests, it is possible that 

they may find themselves in court, charged with 

professional malpractice. 

At present there is only one operating theatre 

working; more staff are needed before the second can 

be opened. Demand is very heavy indeed, but with the 

opening of the Ethel wa Mutharika Wing, with its 2/3 

theatres, pressure will be eased. The Private Ward in 

Ethel wa Mutharika Wing will operate like a hotel, with 

all associated comforts, while the medical care offered 

to patients will be the same as that received by non-

paying patients. Private patient fees will be a welcome 

source of income, to be directed back to KCH by 

Treasury. 

The evolution of Bwaila Hospital over the next few 

years will involve role changes ς for the Chitenje 

Maternity Trust and the Ministry. A new position of 

Hospital Director, at the level of Head of Department, 

will be called for.  

We must maintain the opportunities for high 

standards of care that we have gained from this new 

building with all its new facilities. 
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Dr Samson Mndolo 

 

Hospital reform 
The fact that the TWG has met three times in its first 

year is an excellent achievement, considering the 

complexity of the subject and the fact that it is highly 

political. The interests of many stakeholders need to 

be fully understood and considered. Resistance to 

change is bound to be put up by those who benefit 

from systemic weaknesses. Cabinet, as we have found, 

is sensitive on the topic, and so caution must be 

exercised. The impetus now should be for quick gains, 

at low cost. Tertiary hospitals have confidence now 

that they can become more efficient. 

The HR crisis is the most serious challenge to progress. 

Already we have specialists who are largely from CIM 

or UNVs, and newly qualified graduates of the College 

of Medicine. There are many options to attract more 

specialists back from private practice and overseas to 

ǿƻǊƪ ƛƴ aŀƭŀǿƛΩǎ ǘŜǊǘƛŀǊȅ ƘƻǎǇƛǘŀƭǎΦ ¢ƘŜǎŜ ƘƻǎǇƛǘŀƭǎ 

could contract private consultants on a part-time 

basis, and charge them User Fees, which would be 

kept by the hospital itself. 

Management responsibilities need to be clarified in 

the case of Government appointed Heads of 

Department having authority over non-Government 

appointed doctors. 

Evidently there are charitable foundations with an 

interest in investing in the tertiary hospitals, especially 

in infrastructure, and they are happy when 

government bureaucracy does not stand in the way of 

progress. For instance, they would like to see the 

managers of hospitals more empowered to take 

decisions. 

 

 

 

 

 

 

 

 

 

 

 

 

Dr Douglas Lungu 

 

Reducing congestion in the referral hospitals  
Clinicians at central level wonder if district hospital 

ǎǘŀŦŦ ΨǎǘƻǇ ǘƘƛƴƪƛƴƎΩ ǿƘŜƴ ǘƘŜȅ ǊŜŦŜǊ ƴŜŜŘƭŜǎǎƭȅΣ 

especially Obstetrics/Gynaecology and Surgery cases. 

There is a clear management failure at district level. 

For example, patients are being sent away from 

Kabudula Community Hospital to travel the long 

distance to Bwaila and KCH, despite the fact that 

maternity services at Kabudula include the capacity to 

do Caesarean sections. 

The next significant opportunity to make progress with 

hospital reform will arise from the next SWAp Review 

(February/March 2010). The Ministry of Health needs 

to demonstrate to donors the value of supporting 

investments in hospital reform. 
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4. IMPROVED MANAGEMENT AT DIST RICT LEVEL  

4.1  Financial management coaching in Cost Centres ð baseline 

assessment  

Nick Hall, Consultant with EPOS 

 

 

 

 

 

 

 

 

Rationale for the Financial Management coaching 
program in Cost Centres 

This program is designed to support the building of 

Financial Management (FM) capacity of the Cost 

Centres in the health sector. It responds to various 

challenges for financial management within the public 

sector overall, such as uncompetitive remuneration, 

some cases of low competence and commitment, and 

the lack of a performance management culture. These 

hurdles are balanced to a degree by certain positive 

features, such as the increased resources emanating 

from the SWAp, and also the pressure being exerted 

by Technical Working Groups (TWGs), audits, the 

Public Accounts Committee, etc. for satisfactory 

standards in FM.  

The bulk of accounting work in the health sector 

occurs at district level, and in the central hospitals, 

rather than at HQ. Of the 254 accounts staff working 

in the health sector, 198 are in the DHOs and 56 are in 

the Central Hospitals (CH). While separate 

arrangements are in place for TA at HQ level, it was 

recognised that additional attention was needed for 

remote Cost Centres. KfW therefore agreed with the 

Malawi Ministry of Health to finance this Coaching of 

Cost Centres Program, focusing on the 28 Districts 

(DHOs) and 5 Central Hospitals. EPOS was selected to 

deliver the Program for a 2 year period, which began 

in March 2009. The planned inputs to the Program 

being provided by EPOS consist mainly of the time of 

financial management professionals, including a part-

time Team Leader and, currently, three full-time 

coaches. 

Objectives of the Financial Management (FM) 
coaching program 
Å FM coaching and training of cost centre (CC) staff 

(financial and non-financial) 

Å Strengthen supervision capacity, including 

performance measurement  

Å Develop FM systems, including FM Manual. 

Elements of the approach 

Å Visits to all CCs on average once a quarter (1½ days 

each)  

Å Meetings with: Accounts staff, DHO/DHMT (at CH 

level, Hospital Director/ Hospital Management 

Team), District Assembly (DA)  

Å Reports after each visit, with follow-up 

Å Performance measures agreed and put in place.  

 

BASELINE ASSESSMENT ς METHODOLOGY 

Visits were made to 32 CCs - the 27 DHOs (Likoma 

accounting is done at Nkhata Bay) and the 5 Central 

Hospitals. These visits established the status of: 

1. Accounts staff ς numbers, qualifications, training 

experience 

2. Resources -  offices, computers, etc 

3. Basic accounting functions ς bank reconciliations, 

expenditure returns, etc  

4. Payment processes (authorisation, filing, etc) 

5. Budget management 

6. Other audit issues: Drugs; Personnel files; Stores 

All research proceeded from liaison with accounts 

staff as well as the District Health Officer (DHO) in the 

districts, or Hospital Director (HD) at the CHs; and also 

with the District Assembly, in the case of District 

Health Offices. 
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KEY FINDINGS 

1. Staffing issues - Accounting staff in Cost Centres 

Table 1: Accounting staff in CCs 

Estab. Filled % Estab. Filled % 

Chief Acct 0 2 n/a

Principal Acct 4 1 25%

SAcc 0 0 n/a

Acc (PO) 27 18 67% 5 5 100%

SAssAcc (SEO) 0 10 n/a 7 5 71%

Ass Acc (EO) 49 44 90% 17 3 18%

SAcc Ass (SCO) 56 63 113% 17 15 88%

Acc Ass (CO) 69 63 91% 30 25 83%

Total 201 198 99% 80 56 70%

DHOs CHs

 
 

The table above shows shortages at senior level, while 

staffing levels are otherwise generally adequate, with 

254 accounting staff across the 32 CCs, representing 

over 90% of the planned positions. There is uneven 

distribution of staff ς one DHO only has three staff, 

whereas the average is 7½ staff. The appropriate 

course of action on those cost centres with significant 

staff weaknesses needs to be determined as a matter 

of urgency. 

Largely thanks to the Accountant-DŜƴŜǊŀƭΩǎ ǎǳǇǇƻǊǘΣ 

the trend among senior staff over the last three years 

shows an increase in DHOs, from 5 to 18 Accountants. 

In CHs, two (unestablished) Chief Accountants were 

appointed in 2009, while only one Principal 

Accountant position is now filled.  

Table 2: Trend in staff numbers 

Jul-07 Jul-08 Oct-09 Jul-07 Jul-08 Oct-09

Chief Acct 0 0 2

Principal Acct 3 3 1

SAcc 0

Acc (PO) 7 5 18 3 1 5

SAssAcc (SEO) 7 6 10 2 3 5

Ass Acc (EO) 28 30 44 9 7 3

SAcc Ass (SCO) 77 80 63 15 26 15

Acc Ass (CO) 44 53 63 37 21 25

Total 163 174 198 69 61 56

CHsDHOs

 
 

The 254 accounting officers are very experienced, with 

an average of over 15 years in government accounting 

and over 5 years of that at the current CC. The most 

senior accounting officers at the 32 CCs - the Heads of 

Accounts (HoAs) - have an average of 18.4 years in 

government accounting.  However, there is high 

turnover among HoAs in the DHOs. Their average 

length of service at their current CCs is 3.3 years, and 

over half the HoAs had been at their current CC for 

one year or less.  

 

The short-stay of many HoAs often results from their 

being likely to be posted to another location, perhaps 

within a different Ministry. It should be noted that all 

accounts staff are part of the Government common 

service, reporting to the Accountant-General (AG) and 

not to the Ministry of Health. The frequency with 

which the AG makes these postings poses a challenge 

to performance of the CCs, and liaison between the 

MoH and the AG should address this. 

The level of training in accounting among accounts 

staff at CC level is poor, as the table below shows: 

 
Table 3: Accounting qualifications 

HoAs

Fully qualified 0 0% 0

Accounting degree 7 3% 7

Accounting diploma 33 13% 7

Accounting certificate 32 13% 6

Accounting induction 61 24% 12

MSCE only 66 26% 0

JCE only 55 22% 0

Total 254 100% 32

All staff

 
 
There are no professional Accountants in CCs. Seven 

HoAs hold degrees in Accountancy (3-4 year study), 

the same number hold diplomas (2-year study), and 6 

have the one-year Accounting Certificate. Meanwhile 

12 HoAs have only completed the three-month 

Induction in Accounting, provided at Mpemba Staff 

Development Institute (SDI). Taking all accounting 

staff at CCs, we find that 48% have no formal 

accounting training at all; they are MSCE (26%) or JCE 

(22%) holders only. The approach to this challenge 

should also be developed in discussion with the AG, so 

that more staff can be given training opportunities. 

 
2. Facilities 
Office space and facilities are generally adequate at 

most CCs. Most DHOs operate successfully with 3-4 

offices; however, there are variations. Phalombe 

operates with only one accounting office and this 

space limitation seriously impairs ǘƘŜ 5IhΩǎ ability to 

carry out satisfactory accounting functions. Action on 

such cases is being agreed with the Director of Finance 

and Administration (DOFA) of MoH. 

There is a wide range among CCs in the provision of 

functioning computers: 

Å In the main CHs, the situation ranges from QECH, 

which has 9 computers all in good condition, to 
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KCH, which has 4 computers, only one of which is 

in good condition. 

Å Among the 27 DHOs, 19 have two or more 

computers in good condition (two is judged to be 

the absolute minimum for effective functioning). 

Five DHOs have only one computer in good 

condition and for three DHOs there are no reliable 

computers. 

No CCs have adequate computer back-up procedures 

in place. It is recommended that arrangements be 

made for computers supplied by KfW to be distributed 

according to indicated needs. Selected staff need 

training in Access and Excel; this may be arranged, 

with follow-up coaching.   

 

3. Basic accounting and processing payments 
Various weaknesses are evident in basic accounting 

processes, e.g. some CCs are late and/or inaccurate 

with monthly reporting. Often documents are not 

appropriately signed for review, and there is 

inconsistency as to who should sign ς whether the 

DHO or the DA. Clarification will be sought through 

discussion with the National Local Government 

Finance Committee (NLGFC).  

Many CCs have poor filing systems, especially in the 

case of payment documentation. This leads to poor 

results at audit, where documents are often reported 

as missing. Such difficulties can be addressed by 

sustained coaching of the kind that the FM Coaches 

are offering. It has been proposed to hold a Basic 

Accounting Workshop for all CCs to look at 

weaknesses, and to agree what the best practices 

should be and what guidance is needed. Coaching 

would follow after the Workshop until satisfactory 

compliance is achieved. 

There is inconsistent use of the formal accounting 

documents (Treasury Instructions and Desk 

Instructions). Simple guidelines for all staff are 

needed, especially for the HoA. There may be a need 

for a simplified ΨManual for the Health SectorΩ, to be 

used in the CCs. The contents of this Manual can be 

considered at the proposed Basic Accounting 

Workshop. This Manual could be used to support Ωre-

induction trainingΨ for staff that have many yearsΩ 

experience but lack formal training in accounting.  

  

 

 

4. Budget management 
This is a critical area, one that raises many concerns in 

MoH and in Treasury. Processes differ between CCs, 

partly because of lack of knowledge about the best 

system to adopt, and it was found that many Heads of 

Accounts are not adequately involved in budget 

setting, with the result that their effectiveness during 

budget implementation may be impaired. 

A further challenge arises from the fact that some 

government processes can add to the difficulties with 

budget management, e.g. in relation to virement. Such 

confusion contributes to difficulties with budget 

control in connection with misallocations and over-

spending. The action proposed is to set up sustained 

and close liaison with the AG, linked to a Budget 

Management Workshop, with participation from AG, 

Treasury, HQ and all CCs, so that best practices can be 

agreed upon.  

The procurement of drugs is to be covered separately 

and in detail in the next presentation. It is of serious 

concern that some CCs are not currently paying 

Central Medical Stores (CMS), and the FM Coaches are 

closely monitoring this inaction. In some CCs it was 

found that CC records differ from those of CMS. 

Liaison with the Dept of Public Procurement (DPP) will 

help to address the inconsistencies in drugs allocation 

between DHOs. 

 

5. Staff management 
There is a need for HQ to enhance the support it gives 

to CCs in connection with FM in various respects. For 

example, there is a need to institutionalise regular 

visits to CCs from HQ (or perhaps zones), i.e. to be 

ready to replace the Coaching Program when it ends.  

Finally, the baseline assessment consulted DHOs and 

Hospital Directors on their concerns. The following 

issues were raised: 

Å Senior non-financial officers may not have been 

trained in FM (GAVI funding may support such 

training) 

Å Some senior officers may be less involved in FM 

issues than is called for 

Å Several CCs report that they are not getting the 

required support from HQ on FM matters 

Å Many CCs are concerned about budget ceilings, 

particularly the allocation between CCs 

Å Some DHOs indicated that they have a difficult 

relationship with their District Assembly. 
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THE WAY FORWARD 

Some of the challenges identified at the level of 

individual Cost Centres are already beginning to be 

addressed, partly as a result of the attention drawn to 

them from the coaching visits and partly with direct 

support from the Coaches. The assignment of a TA at 

HQ level will ease the burden on the FM Coaching 

programme, while the HQ will need to make 

arrangements to find counterparts for the 

ΩǎǳǇŜǊǾƛǎƛƻƴΨ ŎǳǊǊŜƴǘƭȅ ōŜƛƴƎ ǇǊƻǾƛŘŜŘ ōȅ ǘƘŜ /ƻŀŎƘŜǎ. 

Coordination outside MoH is key to success ς 

especially with the AG, but also potentially with the 

Dept of HR Management & Development (DHRMD), 

on the issue of performance management. 

Opportunities should be found to coordinate with the 

ZHSOs, since many activities are overlapping. The final 

challenge is to plan an exit strategy, and this has been 

borne in mind from the outset. 
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4.2  Drug procurement  in four districts ð Baseline assessment  

Barbara Matengu, DED  

 

 

 

 

 

 

 

In the health service in Malawi the biggest cost is staff 

remuneration, and the drugs bill comes close behind. 

This baseline assessment on drug procurement is part 

of the pilot programme in health services 

decentralisation sponsored by GTZ, which is taking 

place in four districts: Dedza, Mangochi, Thyolo and 

Zomba.  

Drug procurement procedures in the districts 

1. Drug procurement is centralized, led by Central 

Medical Stores (CMS), and based on a tender 

system. Tenders run for about 2 years, and each 

one of the items (about 1,000 altogether) has to be 

the subject of a tender. 

2. Provision exists for Ψbuy-outsΩ from pre-qualified 

private retail pharmacies under special conditions 

and regulations and only for items proved to be 

unavailable at CMS. 

3. Health facilities (HF) submit monthly consumption 

reports to DHOs. 

4. Based on this data, districts compile consolidated 

drug orders, which are submitted to CMS. 

5. CMS delivers supplies directly to HFs. 

6. The District Commissioner (DC) processes payment 

of DHO-approved invoices (usually after medicines 

are delivered). 

 

Drug availability 

There has been a significant improvement in CMS 

service-level performance over the last 2-3 years. 

Most of the 14 tracer drugs were 100% available in all 

four district hospitals, with only short periods of stock-

outs experienced for a few items in one or two 

districts. However, the stock situation at CMS is 

deteriorating again after millions of MK remained 

unpaid by districts.  This is causing difficulties for CMS 

to procure drugs. 

Despite centralised procurement, there are alarming 

differences in drug availability among HFs. In general, 

District Hospitals are better supplied than more 

remote facilities. There is a target for all HFs to keep 

ǘƘǊŜŜ ƳƻƴǘƘǎΩ ǿƻǊǘƘ of supplies.  However, this target 

is seldom if ever reached because of inappropriate 

storage conditions and poor drug management. 

 

Drug budgets and expenditures 

The budget allocation is decided on a per capita basis 

without considering the level of care provided. In all 

events we have no way of knowing what the need for 

drugs is; morbidity data (patient numbers and disease 

pattern) are only partly available and not judged 

against drug consumption. 

The picture is complex since circumstances in the 

districts differ. Dedza has extensive secondary level 

facilities, i.e. a district hospital, while Zomba has no 

district hospital, and yet the two districts receive the 

same allocation; the allocation in Dedza is higher than 

the other districts. Thyolo receives the same as other 

districts even though it is generously supplied by MSF 

Belgium ς the outcome is that the total allocation per 

head in Thyolo is double that of other districts. The 

total amount spent by Thyolo district on drugs is 

surprising. It spends over MK100 million (compared 

with the MK140 ς 145 million spent by the other three 

districts), despite receiving such considerable donated 

supplies. aŜŀƴǿƘƛƭŜΣ aŀƴƎƻŎƘƛΩǎ ŀƭƭƻŎŀǘƛƻƴ ƛǎ ƴƻǘ 

enough for the population. 

The inequities caused by donations that are not 

managed by CMS give rise for concern. Moreover, 

donated drugs may come without guidelines, and/or 

with a short shelf-life, although there are accepted 

procedures for donated drugs, i.e. they should 

respond to expressed needs, and they should follow 

the quality requirements of both Malawi and the 

country of origin. 

The situation described above contributes to the 

varying amounts outstanding at CMS. Dedza owes 

MK4,900,000, but this is a border district that treats 
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many patients from Mozambique, putting a strain on 

the drug supplies. Mangochi has a sizeable debt, 

unsurprisingly since its allocation is inadequate. Thyolo 

owes MK25,500,000 despite the fact that most of its 

supplies are donated. 

A further factor is the proportion of the drugs bill that 

is spent at CMS compared with private sources. By far 

ǘƘŜ ƭŀǊƎŜǎǘ ǇŀǊǘ ƻŦ ǘƘŜ ŘƛǎǘǊƛŎǘǎΩ ŘǊǳƎ ōǳŘƎŜǘ ƛǎ ǎǇŜƴt at 

the CMS; the percentages are as follows: Dedza 99%, 

Mangochi 93%, Thyolo 96% and Zomba 97%. 

 

The bar chart below summarises the situation in the four dIstricts. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Main challenges 

Å Disproportionate drug availability at HFs. 

Å Disproportionate allocation of drug budgets. 

Å Morbidity data (patient numbers/disease pattern) 

and levels of health service delivery are not 

sufficiently considered in the allocation of 

resources. 

Å Insufficient monitoring and control of drug 

budgets; tools to do this are not in place. 

Å There is a lack of transparency in drug 

procurement, especially regarding selection 

process. The Pharmacy Technician should not act 

alone.  

Å District Assemblies are only part of drug 

procurement when it comes to processing 

payments, which only takes place after drugs have 

been delivered.  

Å Donations are often not in adherence with 

guidelines. 

 

THE WAY FORWARD 

1. Revisit the allocation of district drug budgets. 

2. Include costing of orders in the drug procurement 

process for improved budget control. 

3. Revive and enforce the functions of District 

Therapeutic Committees (DTCs) to increase 

transparency in drug procurement and ensure 

rational and cost-effective drug use. 

4. Increase the quality of drug management at all 

levels through supervision and on-the-job training. 

5. Enforce adherence to drug donation guidelines. 
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4.3 How to improve district planning  
Dr Noor-deen Alide, SWAp Secretariat 

 

 

 

 

 

 

A consultancy study explored district planning in the 

health sector, taking one of the four pilot districts in 

the GTZ-supported decentralisation of the health 

sector programme - Dedza. The notion of Output 

Oriented Planning (OPOP) was proposed. 

Background  

Although District Health Offices receive a substantial 

portion of the national health budget in order to 

organize and deliver basic health care services, most 

of them do not implement activities in the District 

Implementation Plans (DIPs). The quality of the DIPs 

has been decreasing, and there are doubts about the 

rationale for resource allocation. Resources are 

allocated from HQ mostly on the basis of population. 

Districts with district hospitals and those without show 

no difference in terms of allocated funds from HQ. 

There is evidence of developmental activities not 

being well implemented at district level, with a huge 

mismatch between inputs and outputs, and wide 

variations within one zone. For example, it was noted 

some time back that consumption of malaria drugs did 

not match patient records, and in one district 

praziquantel was supplied in one year in quantities 

enough to treat the whole 670,000 population (adult 

doses). 

Objectives and approach 

Å To assess the current status of DIP implementation 

Å To analyze shortcomings 

Å To contribute to efforts to establish a more 

strategically orientated and operationally useful 

approach to district planning. 

These objectives were to be achieved using the 

following approach: 

Å Analyze planning, budgeting and monitoring in 

Dedza district 

Å Check how major routine activities and 

development activities are implemented 

Å Assess feasibility of Ψhutput oriented planningΩ 

(OPOP).  

 

Findings ς Dedza planning and budgeting 

Although DIPs are useful for strategic planning, they are complicated and time 

consuming. For instance, initial planning has to be revised after the Treasury 

ceiling is known; this may be done by staff too junior to accomplish the task 

effectively. 

¢ƘŜ 5LtΩǎ .ǳŘƎŜǘ ǎǇǊŜŀŘǎƘŜŜǘ ƛǎ ŦƻǊƳǳƭŀǘŜŘ ƛƴ ƎǊŜŀǘ ŘŜǘŀƛƭΣ ōǳǘ ƛǘ ƛǎ ƛƳǇǊŀŎǘƛŎŀƭ 

to monitor and control monthly costs, i.e. the DIP does not clearly identify 

each routine cost. However, routine activities represent the majority of 

expenditures. During implementation, pressure to pay priority routine costs 

leads to insufficient funds being available for developmental activities. 

Districts find it difficult to use the DIP as a tool during budget implementation.  

Dedza has taken the initiative to develop a budget implementation tool that is 

designed to be simple but effective.  It combines budgeting and planning on a 

monthly and yearly basis, and shows routine costs month by month. Thus it 

enables the DHO to budget accurately for the extra (including developmental) 

activities month by month.  

The priority areas of monthly expenditures according to Dedza DHO are shown 

(right).  Items 1-11 are routine activities and items 12-15 are developmental. 
 

Priority areas of the DIP 
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The Dedza tool allows budget implementation that is 

better controlled, understood and stable. It enables 

the Dedza team to fit in developmental activities, 

including Capital Investments as far as possible.  

Advantages of the local approach 

1. It was developed by local staff with minimal 

external support. Although its use may be creating 

some additional work as it is produced in parallel 

with the required Treasury format (the 

Expenditure Return), the extra work is undertaken 

bv Dedza because of the advantages that accrue 

from its use. 

2. It is low cost, and no new monitoring system is 

needed. Although there is a risk of untrustworthy 

data creeping in, the risk of this happening is low 

because the data itself is easy to understand, 

discouraging false inputs. 

3. It can be adapted for use in comparing crude 

numbers of patients treated, and costs between 

facilities. To find out if the system is replicable, it 

needs to be expanded first to nearby districts. 

4. Now that the budget is understandable, funds are 

likely to be better used, with less over- and under-

spending. Any difficulties related to accuracy may 

be traced by existing mechanisms ς expenditure 

returns and audits. This is only a new internal 

mechanism. 

 

 

**************  

Output Oriented Planning  

Alternatively to the current system where costs are 

measured according to the inputs (beds, staff, number 

of facilities etc) we could use Output Oriented 

Planning (OPOP) to estimate the routine costs 

according to patients treated per day, or per year, 

e.g. MK XXX for every Maternity Inpatient case seen 

per day/year. 

A wide range of factors needs to be taken into account 

in the analysis. First, each activity area needs a 

separate assessment:  

Inpatients/Outpatients  

Depts ς surgery, obstetrics/gynaecology, paediatrics, 

internal medicine 

Short v. long stay 

Intensive v. normal treatment 

Burden of disease and seasonal changes 

Preventive activities 

Antenatal Care, EPI, Family planning, etc. 

Management 

Training, supervision, procurement, etc. 

 

Next, a comparison needs to be made between costs that vary with patient numbers and those that do not. 

 

Routine costs which will not vary if 
patient numbers change: 

Costs which vary directly if patient 
numbers change: 

electricity to keep the lights on electricity to run an O2 concentrator 

water for cleaning the wards  water for washing staff hands, 

ambulances ambulance fuel and oil  

maintenance of buildings and 
equipment 

extra equipment and buildings 

kitchen equipment  patient food 

 

At each stage, the costs of current practice are compared with the potential costs of better practice. 
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The table below shows the advantages of OPOP, the risks attached and strategies to counter those risks: 

 

Advantages Risks Counterstrategies 

More flexible for accurate budgeting 
according to usage of the facilities  

Needs agreement to change the way 
money is allocated 
 

Obtain understanding and agreement 
from Treasury  

Can be used to compare numbers 
treated and costs between facilities 
 

Lack of reliable data 
 

When linking to HMIS, need for 
accuracy for budgeting  
 

May incentivize those facilities that 
have the lowest cost/patient ratio, or 
the highest numbers treated per staff 
members etc  
 

Costs to scale up and maintain 
 

To show effectiveness and better use 
of resources through small scale 
projects to convince leaders to 
allocate funds  
 

Link to HMIS data may help 
strengthen it  
 

When linked to funds, could be 
added incentive for those at the 
receiving end to change their 
numbers  
 

To set in place rigorous monitoring 
procedures, and penalties 
 

Could be used, over time, to better 
allocate funds more equitably  
 

Inefficiently run facility reacts to 
budget cuts by cutting services  
 

Monitor quality of services, penalize 
poor service provision  
 

 

THE WAY FORWARD 

This study carried out in Dedza district makes the 

following recommendations: 

1. There should be a strategic plan covering a 3 year 

timeframe with annual reassessments. The 

resulting adjusted annual or two yearly plans 

would accord with development budgets, now that 

these are known to be available. 

2. Support, improve and disseminate the Dedza 

budget method based on actual DHMT budget 

lines and costs in order that DHMTs may improve 

their budgeting and monitoring.  

3. Develop, agree and implement tools for an OPOP 

cost budgeting exercise, which may allow more 

cost-effectiveness in budget allocation and 

stimulate performance. 
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4.4  Experiences with Service Level Agreements  

Dr Haldon Njikho, former Deputy Director of SWAp Secretariat 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Background 

aŀƭŀǿƛΩǎ ǇǊŜǎŜƴǘ ƎƻǾŜǊƴƳŜƴǘ Ƙŀǎ ǾƻƛŎŜŘ ŀ 

commitment to Public Private Partnership. Indeed, at 

the latest UN General Assembly the President declared 

that there are 66 such agreements in place in the 

health sector, and a goal has been set to increase that 

number to 96.  

The public sector only provides 60% of health care in 

Malawi.  The first informal Service Level Agreements 

(SLAs) were made with CHAM (Christian Health 

Association of Malawi) in 2004 in Dowa. 2006 saw the 

conclusion of the first formal SLAs, based on a 

template, guidelines, indicators and a costing model, 

produced by the Ministry of Health with input from 

partners.  Many more SLAs followed afterwards. For 

some years now SLAs with private health providers 

(largely members of CHAM) have made an important 

contribution to Maternal and Child Health (MCH), thus 

contributing towards MDGs 4 and 5.  

Recently, however, some shortfalls in these 

arrangements have emerged, with mutual accusations 

and decreased commitment on both sides ς CHAM has 

been presenting the Ministry with huge bills and some 

DHOs are delaying their repayments to private 

providers with whom they have SLAs. Some 

momentum with SLAs has therefore been lost. 

¢Ƙƛǎ ǇǊŜǎŜƴǘŀǘƛƻƴ ǊŜŦŜǊǎ ǘƻ ǘƘŜ ǎǘǳŘȅ Ψ{ǘǊŜƴƎǘƘŜƴƛƴƎ 

tttΩ ǿƘƛŎƘ ǿŀǎ ŎƻƳƳƛssioned by GTZ and led by Ruth 

Mwandira, former Executive Director of CHAM, and 

now a member of the TWG on PPP.  

 

Some facts and trends with SLAs 

Maternal and neonatal health care are provided at no 

cost to the users by facilities with SLAs. Now 14% of 

Health Facilities (HF) with SLAs are offering all under-

five services free of charge, thus extending their 

benefit package. Thus better MCH coverage has been 

achieved; assisted deliveries have increased by 20% in 

the past five years.  

Such advances give impetus to the drive to reach the 

target for 2010. However, there is a worrying 

development: only 8% of SLAs have been renewed, 

partly due to disagreement on the costing guidelines 

and the price list.   

Preparation, negotiation and conclusion of an SLA 

The routine requirements are: 

¶ Assessment of local health care needs 

¶ Criteria are set to ascertain:  

- the degree of unmet need (no access to a 

government facility; HF in question is badly 

equipped; HF has excess demand)  

Public Private Partnership (PPP) in the health sector 

An approach under which health services are delivered by private not-for-profit / for-profit 

organisations while the responsibility for providing the service rests with the government 

and in this case, the MoH.  

This arrangement requires the government to either enter into a ócontractô or Service Level 

Agreement (SLA) with the private partner or pay for the services rendered by the private 

sector.  

From óStrengthening PPPô study carried out by EPOS, Sept 2009 
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- the willingness and ability of the HF to enter 

into an SLA. 

¶ Supervision by the CHAM Secretariat and the ZHSO 

¶ Adherence to the SLA framework, which 

unfortunately is not widely known. 

Recommendation: Devise a harmonised framework 

that provides a clear basis for coordinating the work 

of all partners. 

 

Updated economic data (on equipment, maintenance 

supplies, drugs, etc.) is lacking. There are wide 

variations in the costing of SLAs. An important factor 

here is the multiplicity of drug suppliers; less than 20% 

of drugs and supplies used by private providers are 

from Central Medical Stores. 

Recommendation: A re-costing study should be 

carried out, to be followed by clear guidance on how 

to proceed in terms of prices. 

Implementation of the SLAs 

¶ A publicity campaign has contributed to increased 

numbers of patients attending the facilities with 

SLAs. This 50-150% increase is also attributable to 

the way the improved benefit package (e.g. free 

under-five care) has been made clear to patients. 

¶ Additional demands have arisen that have not 

previously been covered by SLAs, notably supplies 

for infection prevention. This raises the issue of 

access to such supplies by paying or non-paying 

patients. 

¶ There is a certain amount of abuse by 

communities, for instance in border districts, 

where patients may come from outside the 

catchment area to access better services, bringing 

false documentation.  

¶ Increased numbers of clients place a strain on the 

HR capacity of the facilities; a way of measuring 

quality of care has not been devised. 

Recommendation: All resources to provide the 

services in the SLA need to be properly identified, 

detailed and accounted for.  

There is no proper budget line in the District 

Implementation Plans (DIP) for SLAs. The outcome is 

that many districts are using the drugs budget line for 

SLAs. 

Recommendation: A separate budget line should be 

inserted into the DIP framework for SLAs. 

 

Monitoring and evaluation 

The list of performance indicators does not permit 

proper monitoring of overall progress and challenges 

with approved SLAs. 

Recommendation: The ZHSO should adhere to their 

quarterly advisory role in checking quality of care 

against performance indicators in the HFs with SLAs. 

A Steering Committee could be set up to conduct 

biannual reviews of the status of SLAs across the 

country. 

CHAM facilities do not participate in the DIP process, 

and so they cannot be held accountable for failures to 

achieve DIP targets. 

Recommendation: The impact of SLAs can be 

measured through proper evaluation and revised 

reporting systems at district level. 

Extension of SLAs ς (1) Formal renewal (2) Extended 

benefit package (3) Geographic extension  

CHAM health facilities would welcome the possibility 

of extending benefits to include all under-five services, 

following the example of the government health 

facilities doing so. Some of these services are however 

already paid for under the EPI (Extended Programme 

of Immunisation) agreement with MoH. 

DHOs are reluctant to expand to many more private 

facilities because they are short of funds, 

infrastructure and staff. 

There is general mistrust between DHOs and CHAM 

facilities. One DHO said, ΨCHAM facilities are losing 

direction and effectiveness and they see SLAs as an 

IGA όLƴŎƻƳŜ DŜƴŜǊŀǘƛƴƎ !ŎǘƛǾƛǘȅύΩΦ 

Recommendation: MoH and the CHAM Secretariat 

need to resolve the challenges surrounding the 

current crisis of SLAs. Development partners, too, 

should advise on and give support to the best way 

forward on extension of SLAs. 
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Benefits and challenges related to SLAs  

The following tables summarise the benefits that have arisen from SLAs, and the associated challenges. These benefits 

and challenges are experienced at three levels - (1) In communities (2) In the Ministry (3) In CHAM. 
 

Communities 

Benefits Challenges 

Increased accessibility and utilization of CHAM facilities Misunderstandings as to what services are covered  

Better service and care  

 

Abuse of the SLA system by people from outside the 
catchment area 

Reductions in numbers of deliveries by Traditional Birth 
Attendants (TBAs), and in numbers of maternal and 
neonatal deaths. Both can be ascribed to improved 
access to quality care  

Communities that have got used to free services from 
CHAM will suffer if these SLAs are terminated without 
alternative mechanisms put in their place  
 

 

Ministry of Health 

Benefits Challenges 

Decongestion of public health facilities SLAs have become politically important, and DHOs feel 
disempowered as a result  

Improved coverage of EHP services, especially Maternal 
ŀƴŘ bŜƻƴŀǘŀƭ IŜŀƭǘƘΣ ŀƭǘƘƻǳƎƘ ƛǘΩǎ ŘƛŦŦƛŎǳƭǘ ǘƻ ƳŜŀǎǳǊŜ 
the quality of services 

Some have the view that CHAM has lost track of actual 
service provision and is focusing on generating income 
from SLAs, neglecting follow-up and guidance 

Complementarity of services has improved Increasing costs from CHAM are exceeding DHO budgets  

Improved relationships with CHAM in most instances: 
MoH and CHAM no longer see each other as competitors 

 

 

CHAM 

Benefits Challenges 

Increased resources to reach out to more people 

 

Quality of services compromised due to high patient 
burden. This in turn lowers patient satisfaction, risks the  
good image and reputation for high-quality services 

Timely and effective interventions are reducing  costs 
incurred by having to treat many complicated cases 

SLA costs are not fully recovered 

 

Improved cash projections and flow 

 

High burn-out rates among staff.  Increased pressure on 

equipment and infrastructure. 

Increased opportunities for skills strengthening 

 

Vulnerable to changes in commitment from the 
government side (Untimely reimbursements can tie up 
resources and affect operations) 

Government is low risk in terms of debt repayment Abuse of the system by certain communities  

 

THE WAY FORWARD 

! Ŧǳƭƭȅ ŦǳƴŎǘƛƻƴƛƴƎ {[! ǎȅǎǘŜƳ ǎƘƻǳƭŘ ōŜ ŀ ΨǘǊƛǇƭŜ ǿƛƴΩ 

ς good for communities, good for the Ministry and 

good for CHAM and other private health providers.  

¶ A legal framework for PPP, together with an 

updated MoU, is called for, and is being worked on 

by the Dept of Development Cooperation and 

Planning.  

¶ The purchasing function of DHOs needs to be 

developed, including insertion of a budget line for 

SLAs; integration of an annual statement of 

priorities and performance expectations within the 

DIP; the delivery function of CHAM health facilities 

needs to be delineated (clear rules, roles and 

responsibilities). 

¶ The issue of conflict of interest could be resolved 

by setting up Steering Committees in all districts. 

¶ Additionally, a Task Force within the TWG on PPP 

should engage in trouble-shooting and capacity 

development for all parties. 

¶ A Re-costing Study is to be carried out in early 

2010. This should include a decision on the 

financing scheme (costs to be repaid 

retrospectively on a case by case basis, block 

contracts, or some other mechanism). 
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4.5  Panel Discussion on improving district level management 

including SLAs  

Panel members: Dr Noor-deen Alide, Dr Haldon Njikho, Nick Hall and Barbara Matengu  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Boosting capacity in accounting at DHOs 

Various measures are being used to boost local 

capacity. One possible initiative is for the FM coaches 

to invite HQ accounts staff to accompany them when 

they make their visits to DHOs.  

 

District level planning 

The development of the district budget for health is a 

complex matter, with the SWAp allocation increasing 

in absolute terms year on year. At HQ level there is 

similar complexity, with Global Fund money coming in 

to fund Central Medical Stores (CMS), etc. These 

matters cannot be discussed in an open forum, despite 

their importance, except in a general way. 

District budgets are calculated per capita of 

population. There may be inequities in overall health 

care provision if the district happens to have a large 

number of CHAM facilities. It may be thought 

reasonable to set the district budget allocation 

according to the overall number of health facilities, as 

well as per capita of population.  

5Ǌ !ƭƛŘŜΩǎ ŜȄǇŜǊƛŜƴŎŜ ǿƛǘƘ ŘƛǎǘǊƛŎǘ ǇƭŀƴƴƛƴƎ ŀǎ ŀ ŦƻǊƳŜǊ 

DHO was one of frustration, because the 

implementation seldom truly reflected the plans; costs 

are extremely difficult to estimate with any accuracy. 

A plan that is based on inputs (including buildings, 

training) is hard to align with HMIS data; there is a 

mismatch. Zonal supervisors experience similar 

frustration when they try to establish the link between 

ǎǇŜƴŘƛƴƎ ŀƴŘ ΨƻǳǘǇǳǘǎΩΦ DǳƛŘŀƴŎŜ ƛǎ ǊŜǉǳƛǊŜŘ ŦǊƻƳ Iv 

on decisions related to outputs; it should be possible 

to distinguish between the routine activities, attaching 

each to an output. 

 

Output Oriented Planning (OPOP) ς High performing 

facilities could be awarded higher funding on the basis 

that they are achieving more. There would be an 

advantage in terms of transparency and flexibility. The 

procedure would naturally be quite complex, since it 

would need to take into consideration the local 

burden of disease, etc. 

 

 

 

 

 

 

 

 

 

 

Dr Chisale Mhango 

 

Drug procurement and SLAs 

It was felt that the Government had failed to give 

adequate guidance from the outset to the districts on 

how to make payments on SLAs. The fact that the 

districts have resorted to using the drugs budget for 

SLAs is regrettable.  
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There are glaring inconsistencies in the costing of 

drugs ς the CMS catalogue price may be very much 

lower than the charge being made by CHAM to MoH 

for a certain drug. Although 90% of drugs used by 

CHAM facilities are available in CMS, CHAM procures 

less than 20% of their drugs from CMS. There is an 

injustice here. While CHAM procures 80% of their 

drugs from the private sector (bought or donated), 

government facilities are prevented from paying out 

more than 10% of their budget on drugs from private 

suppliers. Districts are planning on the basis of drug 

consumption, without stringent monitoring.   

There is a firm belief among advisory staff at ZHSOs 

that there is no shortage of drugs in Malawi. UNICEF is 

supporting a district expenditure study that will shed 

some light on these matters; there is real concern that 

the monitoring system is so full of loopholes that 

many Malawians are paying private suppliers for drugs 

that they should be accessing for free from 

government facilities. 

 

 

 

 

 

 

 

 

 

 

Dr Modibo Kassogue 

 

Governance issues and SLAs 

Dr Njikho emphasised that the success of SLAs hinges 

on costing decisions and timely settlement of SLA bills 

by Government. The Government pays for CHAM staff 

salaries. Since CHAM facilities are better resourced in 

terms of buildings, equipment and drugs than 

government facilities, CHAM should be charging MoH 

less for particular treatments, rather than the same as 

the government cost. 

Germany and Norway are together supporting the 

expansion of SLAs, and a MoU between MoH and 

CHAM is being negotiated.   

There was some reluctance to take up the suggestion 

of setting up district Steering Committees on SLAs, 

since existing structures have the capacity to take on 

issues of conflict of interest, etc. District reviews, 

Zonal reviews and Annual reviews can all assist, with 

policy guidance being developed at the level of the 

national TWG on PPP. 

 

 

 

 

 

Dr Maureen Chirwa 

The possibility of setting up SLAs with government 

facilities was floated. This concept links up with that of 

hospital autonomy. At district level it could involve 

Advisory Health Committees lodging requests for 

improvements based on their performance results / 

outputs. 
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5. HIV/AIDS POLICIES  

5.1  HIV/AIDS Workplace/Care of the Carer programme at Mzuzu 

Central Hospital  

Andrew Mzumara, Laboratory Technician at Mzuzu Central Hospital 

 

 

 

 

 

 

 

The workplace program at Mzuzu Central Hospital 

(MZCH) has the following goal: 

To render MZCH a safe workplace for health 

workers in regard to HIV/AIDS, Hepatitis B and 

other infectious diseases,  

and to mitigate their impact on health workers. 

 

Background 

Mzuzu Central Hospital was opened in 2000. Currently 

it has a bed capacity of 370. There are 512 employees, 

many of whom have been affected and infected by 

HIV/AIDS. In 2007 MZCH started up a HIV/AIDS 

workplace program (WPP), which integrates the Care 

of the Carer policy to form one program. 

 

Structure of the WPP 

The steering committee has ten members, and there 

are six sub-committees: Health, Peer counselling, 

Income Generating Activities, Funeral, Social and 

Orphans. 

 

Funding mechanisms 

The WPP benefits from the annual 2% ORT provision 

from the health budget. Staff make a voluntary 

contribution of MK500.00 yearly in return for social 

welfare support.  The National Organisation of Nurses 

and Midwives (NONM) funds selected activities, and 

recently GTZ has added their support. Some funds are 

also raised from IGA activities like selling of firewood 

to guardians, and selling airtime. 

 

Activities 

¶ 66 sero-positive members are registered and 57 

are on ARVs.  

¶ In view of the possibility of TB and HIV co-infection, 

450 members of staff were screened for TB and 

two were found to be sero-positive. 

¶ 250 members of staff have been vaccinated against 

Hepatitis B. 

¶ Appropriate infection prevention and control 

measures are being reinforced, focusing on 

occupational health and safety, and the availability 

of Post-exposure prophylaxis (PEP). PEP is now 

implemented on a continuous basis. 

¶ Condoms are available in all strategic places 

(toilets etc). 

Care of the Carer: Staff were sensitized to the policy 

issues in July 2007.  

Peer counseling: Ten peer counsellors and 30 peer 

educators have been trained (from the 2% ORT); peer 

education and counselling activities are now taking 

place. 

IEC events have been organised to reach the staff 

through drama. 

Home visits are made to the sick. 

Support is given for funerals of staff who died of AIDS-

related illnesses and who had paid the MK500 annual 

subscripton. 

Social: Periodic retreat to the lake. 

IGA activities are also conducted; account opened 

with National Bank. 

 

Management of sero-positive members  

Some staff go for VCT (Voluntary Counseling and 

Testing). A certain number of staff members disclose 

their sero status.  Staff who are eligible are initiated on 

ARVs at the staff clinic. All members who are sero-

positive have a regular CD4 count test. Nutrition 

support is provided in the form of an allowance of 

MK5,000 per month to all sero-positive members. 
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Challenges 

The 2% of ORT that funds the WPP is not sufficient for 

implementing the work plan. Further, the steering 

committee members have busy work schedules, and 

so they do not have enough time to implement some 

activities e.g. IGAs. 

On the whole, members of staff are not eager to 

undergo HIV Counseling and Testing (HCT), and the 

program continues to combat this reluctance. 

 

 

 

 

 

THE WAY FORWARD 

The WPP at MZCH has many plans for the immediate 

future:  

1. ¢ƘŜ ŘǊŀŦǘ ΨMZCH Care of the Carer/HIV/AIDS 

Workplace PolicyΩ ƴŜŜŘǎ ǘƻ ōŜ ŦƛƴŀƭƛǎŜŘ 

2. Additional funds need to be mobilised for various 

activities in the work plan  

3. Start preparing for Soya supplements to be given 

as nutrition support 

4. Strengthen recreational activities 

5. Refurbish the staff sick bays/clinic 

6. Consider orphan support for members of staff. 

7. Train more peer counsellors. 

 

 

 

5.2   The utilisation of the 2% of ORT budget for HIV & AIDS 

Workplace Programmes  

Memory Mtembezeka, Dept of Nutrition and HIV & AIDS, OPC 

 

 

 

 

 

 

 

 

 

 

 

 

Background on HIV & AIDS in Malawi 

In 2004 it was estimated that 35% - 65% of the 

national human resource shortage in the country was 

attributable to HIV & AIDS. In general terms 

expenditure on funerals was amounting to between 

MK200,000 and MK9,000,000 in a year depending on 

the social economic status of the one who has died. 

Yet K150,000 on average is enough to maintain an HIV 

positive individual per year in terms of the provision of  

free ARVs by the Government  and nutrition support.   

There are 1.4 million orphans, of them 550,000 have 

been orphaned by AIDS (UNAIDS, 2007). The same 

UNAIDS report found 30,000 cases of TB - 77% of them 

were HIV+ and 75% malnourished. Currently there are 

some 170,000 of Malawians receiving Antiretroviral 

Therapy (ART).  

 

The government has placed Prevention and 

Management of HIV and AIDS as Priority 7 in the 

Malawi Growth and Development Strategy (MGDS). 

The National AIDS Policy and the National Action 

Framework (NAF) on HIV & AIDS are in place, with a 

strategy to enable universal access to HIV Counselling 

and Testing (HCT). When developing the Guidelines, 

reference was made to the following documents: 

National HIV & AIDS Workplace Policy, National 

Nutrition Policy and Strategic Plan, Nutrition 

Guidelines for people living with HIV. 

Since 2004, a scheme has been operating to permit 2% 

of the ORT budget in each sector to be used for HIV 

and AIDS Workplace Programmes.  

Guidelines on the allocation of 2% of ORT to HIV & 

AIDS Workplace Programmes 

Standard guidelines for this scheme were not widely 

disseminated at the outset, and a review is now called 

for. With little access to the initial guidelines, it has 

been difficult to monitor the use of ǘƘŜ Ψŀǘ ƭŜŀǎǘ 2% of 

ORTΩΦ LƴŦƻǊƳŀƭ ǊŜǇƻǊǘǎ ƘŀǾŜ ōŜŜƴ ǎǳǇǇƭƛŜŘΣ ǿƛǘƘ 

conflicting information leading to the supposition that 

there are inadequacies in the arrangement. In some 

Ministries and some districts, the 2% has been 

interpreted as a MK5,000 monthly payment to be paid 

to members of staff who have disclosed to their 

employer that they are HIV positive; others are not 

making these monthly payments due to inadequate 
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funds.  Nutritional support can also be provided to 

HIV-positive staff members through this same scheme.  

Challenges in how the funds are being used 

Lack of guidance has led to a general lack of 

understanding about the facility itself. Some sectors 

maintain that the funds are Inadequate to cover the 

high costs incurred by the HR implications of HIV. 

Informal reports claim that funds are being abused by 

the beneficiaries.  Certainly the lack of regulation 

means the scheme is prone to abuse by managers; 

there are reports of fake certificates being awarded to 

staff who then fraudulently claim the monthly 

MK5,000. Institutions are encouraged to source 

additional funds for the HIV Workplace Programme 

from different partners through proposals. 

The revised Guidelines will: 

- standardize the care package across the public 

sector in the use of the 2% ORT, and  

- guide Workplace Programme activities on 

prevention, mitigation, care, support and 

treatment.  

 

Wide consultation will be needed in the revision of the 

Guidelines, which are primarily to be used by the 

public sector, but also the private sector (for-profit 

and not-for-profit). GTZ has made funds available for 

the review, which should be complete by February 

2010. The Guidelines will be widely disseminated; 

arrangements will be recommended for supervising 

their implementation, and for an evaluation of their 

effectiveness. 
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5.3   Panel discussion on HIV & AIDS policies  

Panel members: Andrew Mzumara, Memory Mtembezeka 

The 2% of ORT has always raised many questions. One 

understanding is that it is intended as a minimum 

allocation towards HIV & AIDS workplace 

programmes. Ministries and Departments are 

encouraged to solicit more funds to support the WPPs 

from different donors or stakeholders. The 

Department of Nutrition and HIV & AIDS in the Office 

of the President and Cabinet (OPC) assists these 

ministries and Departments by providing additional 

nutritional support for infected civil servants. The 

revised Guidelines will focus on interventions in the 

following focus areas: prevention and behaviour 

change; treatment, care and support; impact 

mitigation. 

5ƛǊŜŎǘƻǊ ƻŦ aȊǳȊǳ /ŜƴǘǊŀƭ IƻǎǇƛǘŀƭΥ Ψ²Ŝ ŀǊŜ ŦƛƴŘƛƴƎ ƛǘ 

sustainable to make the MK5,000 payments; we 

exceed the 2% ORT on an ad hoc basis. We have 512 

staff in post; however of our establishment of 1,000 

were to be filled, we would no longer be able to afford 

it. We have had two staff die of Hepatitis B, and we 

ƻŦŦŜǊ ǾŀŎŎƛƴŀǘƛƻƴ ŀƎŀƛƴǎǘ ǘƘƛǎ ŘƛǎŜŀǎŜ ǘƻ ŀƭƭ ǎǘŀŦŦΦΩ 

 

 

 

 

 

 

Rose Dzimadzi 

Some workplace support costs nothing. Psychosocial 

support is free and highly valuable, and it must not be 

neglected. 

On confidentiality issuesΥ ΨwŜŎƻǊŘǎ ƻƴ ²tt ŀǘ a½/I 

ŀǊŜ ƪŜǇǘ ōȅ ƻƴŜ ǇŜǊǎƻƴΣ ŀǘ ǘƘŜ ǎǘŀŦŦ Ψwŀƛƴōƻǿ /ƭƛƴƛŎΩΣ 

and are confidential; the software is hard to access. 

Peer counsellors are selected by the individuals 

themselves, and these relationships are also kept 

ŎƻƴŦƛŘŜƴǘƛŀƭΦΩ (Andrew Mzumara)

 

 

 

 

 

 

 

 

 

 

 

 

Dr George Mwale, Dr Wes Sangala 

 

Care of the Carer policy:  

¶ PEP: Exposure to HIV at work is to be reported as 

an Injury in the Report Book, and is to be followed 

by HIV testing and PEP. The REACH Trust have 

discovered that health staff do not always report 

when they have been exposed to HIV at work, 

because they do not want to be tested for HIV. 

Post Exposure Prophylaxis (PEP) is therefore not 

being accessed and some health staff are therefore 

placed at unnecessary risk.  

¶ Evaluation of the policy is called for to establish 

whether the policy has been effective in improving 

the well-being of staff and attendance at work.  

 

 

 

 

 

 

 

  

 

 

Moses Kaufulu 


