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1. INTRODUCTION ¢ OPENING SPEECHES

Welcome
Dr Ann Phoya, Directp8WAp Secretariat

Dr Phoya welcomedeveryone to the Fourth Annual
Malawi German Health Forum, pointing out that this
event has become an institution valued by all
staketolders in the Malawi healthsector, 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 pressirsgues can be raised
and deliberated, so that quick progress can be made
many small stepkadingto substantial progress in the
long run.

The Forum has the following three objectives:

1. Give insight into the work of the Malawi German
Health ProgrammeNIGHP)
German Development Cooperation is assistitng

Ministry of Healthat central level, in Central Hospitals
and inthe Cdlege of Medicine,and at Zonal level
This%hulti level approactimeans that evidence from
the ground feeds into policy adviceand 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 5 NJ 5 A S S Ndundhl o & Wabgage
whichfollows these opening speeches.

2. Promote information sharing and communication

of experiences and good practicesetween 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
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focussing this year on Performance Based
Management Hospital ~management District
management and HR management and theafe of
the Carers Policy.

3. Gontribute 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 improvehealth care delivery for
the Malawian peoge.

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 Mller

This is thdourth MalawirGerman Health Sector forum
¢ this means the forum is now an institution.
Congratulations to all who helped achieve this. And it
comes at the right timeg we just finished another
MalawiGerman forum, the bilateral negotiations on
developmentcooperation. 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 Eusavere pledged. In
terms of health and social protection, Germany has
even triped 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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quality of what we da; 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.

¢ 2RI &R
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people who know the shortcomings in the health
system, in the health institutions. | am very glad that
they now sit down togetherg and | hope that the
discussions Mli 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 | have to mention in
particular- hospital reform and service delivery on the
decentralised level. During theegotiations we have
taken these topics up with the Government of Malawi.
| 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
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
Faurth Malawi German Health Forum. It is indeed an
honour for me to preside over the official opening of
this conkrence which | am told is one suélorum
where different approaches aimed at improving
delivery of health services are discussed. Before |
comment on the implementation of thiBorum, allow
me, Madam Chairperson, to firstly welcome all of you
to this meetng, and also to thank each one of you for
sparing your time to participate at this Forum. Your
3
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attach to the issues outlined in the agenda of this
meeting.

Secondly, | would like to take a bit of tirteethank the
Government of the Federal Republic of Germdor
the continued support it gives to the Government and

02 Y2NNE 6 QRL YIWRRIH SxRe pdople of Malawi; specifically to the health sector.
F 2 NBordhssflyduShesld KeS | f Getntary has been a long time trusted friend of the

health sector. Some of you Wirecall that the
Government of German 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
Germary 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 mangement 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 progresin 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. | amware that without the
support which the Ministry receives from Germyan
and other Partners, these achievements would not
have materialized. Mr. Ambassador, | would like to
ask you to carry a message of gratitude to your
Government for the assistance givedo the various
levels of the health care delivery system.

Ladies and Gentlemen, | will be failing my duty as
Minister of Health if | left this podium without
mentioning some of the challenges which still persist
in the health sector. Maternal mortalitis still high
with 1 in 16 women dying from pregnancy related
problems; vacancy rates of above 50% for most of the
critical health professional$ to 15% stock out days
for some essential drugs; inadequate access to
Essential Health care Package for sopwpulation
groups; unsatisfactory management systems for both
district and central hospitals; inadequate incentives to
attract health personnel to hard to reach areas, and



continued high burden of disease from malaria, HIV,
TB, diarrhoeal problesand emeging 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. | am optintis that as a group of
concerned health workers, we have the potential to
solve these problems. | am one of those people who
believe that a problem shared is half solved. | look at
this Forum as think tank where ideas on health care
delivery innovations an be discussed and modalities
for implementation agreed upon. If we take such an
approach, | 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 triedn 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. | have been informed that
RdzZNAy3 1 ad
teams from cental 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 despegatituations call
for desperate or radical measuresihe Ministry, with
support from Germap 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 he 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 citizeto enjoy optimum

level of health which includesafe pregnancy and
childbirth. The proposed result based management
will therefore assist the health sector to make
significant gains towards achievement of M5
Maternal and neonatal health service providers should
therefore be held accountable for achieving specific
results such & 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.

Anaher area that could also be discussed during this
Forum is human resource managementvhere

outstanding performance can be rewarded within the
current policy environment. You will recall that
Government issued a policy to institutionalize
performance appram. The policy however, did not
YSyliAz2y oKIFIG akKz2dz R 068

performance is above average. As a think tank of
today, let us generate as many implementable ideas as

Ger®anNdRalth Fotufn,| & Apossible 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 sectorto improve its performance. The

performance which all of us will be measuredaaust

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 ugoliticians 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, | woultkke to declare the
Faurth MalawiGerman Health Forum officially open.

R2Yy S



A word of appreciation
Prof Robin BroadheadExecutive Director of the College of Medicine

I would like to trace the history of German Development Cooperation in Malawi,
register appreciation of its commitment and the value it has added to the he
service overall, including support for academic research at the College of Medicil
It was in 1986 that three partners the governments of Malawi, Great Britain ar
Germany signea tripartite agreement that gave birth to the College of Medicir
Since then, Germany has maintained solid support for academic programmes, fi
development of our human resources, and has kept up a constant supply of exp
in the form of medicatioctors from Europe, through CIM.

Partly as a result of German support, the College of Medicine has made great ¢
in expanding possibilities for Malawians to gain medical training in their own coul
We now have the % year training for medidaloctors, the MPH twgyear course with a Health management modu
aone-year fultime MSccourse in Health Managemeit planned to start next yearh&® MMedcoursein Anaesthesia
in underway, and@me of our participants here today are MMed students.

| 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¢ Dr Jason Lane



LAUNCH OF THE MGHP WEBSITE - Dr Dieter Kocher
http://mghp.net
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| would like topresentthe new website and linvite youall to spend some timeexploiing it. Themain aimof the

website is to give an outline of how GermaDevelopment 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, uh@eheadings: Human Resources, Service
Delivery and Health Systems Strengthening. There are links to the German agencies through which the Malawi
German Health Programme works BMZ, GTZ, DED, KfwW, CIM and InWEmts well as to MoH and other
development @rtners. 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.
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2. PERFORMANCE BAS ED MANAGEMENT

2.1. The long road to safe motherhood
Dr Christiane Boecker, DED

The background of maternal health in the country is
RAaYIF@AYy3Id alfl gAQa
highest in the world, at 807 deatheut 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 matnal death are as follows:

1 Severe bleeding14% (this can be as high as 25%
in some facilities)

Unsafe abortiorg 5%

Eclampsia 8%

Obstructed labourg 36%

1 Postpartum sepsig 19%

If obstetric and nursing protocols were respected it is
estimated that oer 80% of these deaths could be
avoided.

=A =4 =4

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 ICPxonference in Cairo in 1994.
The UnitedNations set the Millennium Development
Goals in 2000, with MDGReduce maternal mortality.
Strategies adopted in Malawi are the National Safe
Motherhood Program and the Road Mapor
accelerating the reduction of maternal and neonatal
mortality and morbidty from 2005 onwards. The key
concept to achieve this is to assure the availability of
emergency obstetric care.

! Obstetric Life Saving Skills Manual
ZInternational Conference on Population and Development
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: the status of BEmMONC sites

BEmMONC consists of:

A Parenteral Antibiotics for sepsis

A Parenteral Oxytocin for 3rd stage labour and
Postpartum Haemorrhage

A Parenteral anticorvulsive drugs for eclampsia, i.e.
magnesium sulphate

A Manual removal of the placenta

A Removal of retained products of conception
(Manual Vacuum Aspirationpost abortion care)

A Assistingsaginal delivery (inc. vacuum extraction,
management of breech delivies)

A Neonatal resuscitation of asphyxiated bahies

CEmONC_ adds to these interventions Caesarean
Y2y 3

The Road Map proposes varies levels of intervention

to achieve the goal of reduction of maternal mortality.

These are:

1. Infrastructure ¢ Maternity wards staff houses,
referral system, communication

2. Equipment Manual Vacuum Aspirator (MVA)
+| Odzdzy SEGNI OG2NEZ

3. Training and practical sessions for nurses and
clinicians in MVA, BEmONC

4. Supervision and guidande policy

Blood transfusion services

6. Maternal death audits

o

This presentation reports on the assessment made
during one of the supervision rounds in the Northern
Zone. This assessment ascertainebet status of
health care provision atthe sites offering Basic
Emergency Obstetric and Neonatal Care (BEmONC)
and Comprehensive Emergency Obstetric and
Neonatal Care (CEmON@&hswers were sought to the
following questions:

A Are there enough facilities and are thefgirly
distributed?
WHO guidelines state thathtere should be at least 5

BEMONC sitesand one CEmMONC site for every
500000 people at every subnational level The
Reproductive Health Unit (RHWas a list of 126
BEMONC sitem the country, which almost satisfies
this requirement.  However, the2l desigrated

iKS
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BEMONC sitetn the Northern Zone are not fairly areas and nrses are reluctant to take remote

distributed taking into account road conditions and postings.)

population densitye.g.Chizumulusland, Luwerezi) It is normal for vomento queue for several hours to

get access to ANCMaternity roomslack space and

A Is the right equipment available and is it in good privacy When space for waiting mothers is offered
condition? the hygienic conditionsire poot

- MVAKits not always availabl Most Health Centres do not offer laboratory

- Vacuum extractors were often faulfyubber screening or they may only offerHIV testing.
perished) Haenacues for haemoglobin levelsare sometimes

- Oxygen concentrators not available in all sjtes available, but there is an inadequate supply of
oxygentubes are reused reagents

- Suction machines not everywhere availatdad
sometimes present but not used A Are the policies and quality standards being

- Some BEmMONC sites did not have thermometers applied?
andsome no BP machines Policies and standardzre distributedto the facilities,

- Some BEmMONC sites did not have electricity but human resource shortages mean thdtete are

- Only three BEMONC sites hmadgnesium not enough nurses for a comprehensive examination
sulphate,and none had triplantibiotics of pregnant women or for good companionshigor

- Nosterile gloves were available women in labour Procedures for the followp of HIV

- No basic lab services were available positive mothers areoften not properly applied, e.g.

- Transport and communication were not CD4 counts are often neglected. This may be because
guamnteed(occasionally cellphones were available HSAs and volunteers are given this responsibility,
to call ambulances). rather than nurses.

Most critically, svere conditions might be not

A Are staff trained in BEmMONC and are they recognized earlyand the sad truth is thaB0% d&
applying their training? maternal deaths could have been avoidefl the

Saff from 23 sites hee undergone training in procedureshad been properly followed.

BEmMONC or integrated car@6( trainees intotal).

Fifteenstill need traning and 12heed to completethe A What is the status of the CEMONC sites?

practice sessions Many nurses didnot have the In the Northern Zone there aresix district hospitals,

opportunity to do vacuum extractions during the two CHAM facilities and one Central Hospitall of

practice sessionsFor a variety of reasons, including which should be akl to offer CEmMONCFor blood

YANESEQ 04SyO0S FNBY KSAN§ahdRidoH Bod As bakeh hetift foln Refatlvestdh 8 & A 0 f

to guarantee24-hour availability of BEmONC trained the spot. A Blood Bank has been installed at Mzuzu

nurses Central Hospital, but it is not functioningeny few

It was discovered thatrdy a few staffat the BEmMONC blood packs are actually stocked

sites in the No_rt_h_ern Zoneare actually performing Standby generators are availablia all facilities but

BEmMONC act|V|.t|e§,and very often women  are running water is a problem in several district®tably

referred to the District or Central HospitalWhen the Karonga, Chitipa and Nkhata Bay. It was observed that

referral hospital is nearby (like Mzuzu CH) nurses operating heatres in Rumphi, Nkatha Bay and Likoma

prefer to refer do not have a clear sepation between clean and
dirty areas showing that infection prevention

A Are women coming to our facilities, and are standards are not being maintained.

enough services provided to them?
Skilled birth attendance varies e Northern Zone

from a low44%in Nkatha Bay, 46% Karonga, 49% in
Mzimba, 62%n Chitipa, 82%n Rumphi and 100%n
Likoma Antenatal Care (ANC)verage is over 75% in
the northern regionand Family Planningoverage
varies from 33% in Nkatha Bay to 7% Likoma.
(Note that Nkhata Bay district has many hard to reach

8



The impact of CEmONC in five northern districts

Nkhata Bay Rumphi Mzimba Karonga Chitipa
Skilled deliverieg
ied deliveries 44% 82% 49% 45% 62%
(%)
C
aesarean 7.93% 8.00% 6.7% 6.2% 4.0%
sections (%)

The data shows that the expected proportion of Caesarean sectjdbib - is exceeded at CEmONC sites in most
districts.

The Way Forward

In summary, we recommend investigating these options:

1 Who are the right people to be trained in BEmMONC?

1 How can wamake sure that BEmMONC trainees are actually empowered to do BEmMONC?

1 How can we improve quality of care? Some health staff do not show courtesy to the patients, and may deter them
from coming back.

f Mentoring from district and zonal level could be away forNR (i 2 Sy KIFyOS (NI AySSaqQ 02y

those that take photos, could be used to get a quick answer to a problem from a more qualified health
professional.
1 PA4P (Pay for Performance) could perhaps be applied. We will learn more later alsostraibegy.



2.2. Performance based management

Julia llse, GTZ

This the

looks at
management system in place as part of the Ministry of

presentation performance
I St liKQa Yryraévéyﬁ
2005 version of the MPSRets aizi
performance appraisal system, portraying it as part of
an integrated planning process. Good performance
management tyes guidance on performancesets
realistic  standards, assesses and measures
performance anddentifies areas where delopment

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 conduciadMalawi,
combined with PBM theory, we will offer suggestions
for designing a range of incentives for health workers
and their managers. The challenges that these
incentivesfor performanceseek to address have three
perspectives (1) the target group/ients (2) health
workers and their management (3) the organisational
framework.

(1) The target groupy the clients/patients

Our investigation is partly impelled by some resedrch
into the reasons whyregnant women stay away from
health facilities for deliver in Malawi.When District
Health Officers were consulted, they gave the
following main reasons

A Poor attitude of health workers

A Distance to functional facility

A Cultural beliefs.

% Malawi Public Service Regulations
* UNFPA & AMDD 2008welveDHOs wereaskedto give
main reasons for women not to deliver in health facilities

10
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It may not be sufficiently appreciated that the way
health workers treat the& clients/patients is an
integral part of their job performance, and poor
attitudes deter clients from seeking treatment.
Inadequate attention is being given tprofessional
attitudes, especially givingespect and compassiaio
clients,andremedialaction is called for

(2) Health workers and their management

Another piece of research conducted this yr’ear
showed serious weaknesses in human resource
management of health workers generallyHealth
workers claimed that theirContinuing Professional
Development PDRI and career procgressmn are
nadequae that standar human resource

iKkS D29gS N%anagyment 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 theydid 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
succeeda range oforganisational features need to be
in place and funtioning The two major challenges
we face in the organisational framework of the health
service seem to behe lack of a balanced range of
incentives to motivate staff, and putting staffing
levels and equipment provision asid@gaknesses in
leadershipand 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 iseffective andfree, and also because they
are dfered preventive measures (immunisation, etc)
Health care providersmay be motivated by the
following opportunities:

V Training &ccompanied bylbwances)

V Locum and relief (Relief scheme)

V Recruitment and Retention (Salary tops &
Housing)

® Manafaet al: Retention of health workers in Malawi:
perspectives of health workers and district management
2009



V Promotion
V Accreditation/ shieldge.g. for infection
prevention)
V Performance rewardor possiblydevelopment
opportunities).
Development partnerssuch aghe Global Fund, GAVI
and USAIDset targets to direct and accelerate
programmes in health The Norwegian German
Mother and Child Health Initiativeadvocates for
certain incentives to be applied on both the supply
and demand sides to increase uptake and improve
quality of care.

Possibleincentives

In many countries, practices exist to incredmssh the
take-up of manstream health serviceand the quality
of health care delivery by using incentiveShese
include the following options that may béound
suitable for Malawi

Incentives for clients

A Social Cash Transfer Conditional Cash Transfer
schememay be intraluced, 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, sang schemes or money
given for school materials.

Incentives for providers

Thefinancial incentivesnclude:

V Terms and conditions of employment

V Performance paymentgqtargeting the task, the
work location, the type of work, etc.)

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

These incentives should be accompanied togn-

financial incentives such as:

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

V Flexibility in employment arrangementse.g.
planned career breaks

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

V Access to servicesS @3 @
children.

11
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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 performace by using incentives,
recognising that incentives need to be carefully
targeted. They put forward the following suggestions;
firstly for health workers:

Positive Incentives

A Development incentives- further qualifications
with approved certificates
A Firancial support, such agransport vouchers

A Nonfinancial awards shields for achievements

A Financial reward for high performance

Negative Incentives

A Disciplinary measures for professional malpractice.

... and secondly for managers:

Positiveincentives

A Development incentive further qualifications with
approved certificates

A Development incentive- promotion with the
opportunity to be part of higherlevel decision
making, e.gon postings

A Non financial awardsshields for achievements

A Financial eward for high performersparticularly
for outstanding performance in transparent
decision making and assuming responsibility in HR
and Quality Management

A Financial reward for high performancat facility
level i.e. awards to be made to the facilityet

Negative Incentivedhave not yet beerronsidered.

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 motivateast -
Financial / noffinancial; extrinsic / intrinsic; positive /
negative; short term (often financial) / developmental
for the organisation and the individuapecific or a
general satisfierEssential considerations include:

A the different needs otac cadre

A strong managerial skills required,

A costeffectivenessf measures taken

A shortterm results versus long term systemic
results,

A The INSour 3nersi€y) dat least at the beginning)

A primary concern is torpduce evidence abouwhat
is the appropriate incentive balance in the Malawian
context, before action is taken



2.3 Assessing the performance of district health management

teams

Egglie Chirwa, Dr Annemiek Bosch (A8&Q Leonard Banda, Claudia S¢EatSE5E) Wilma

Kruetzen (ZHSSW)

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 districtdf DHMTs do notake
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 th&erformance
Assessment Toplwith a view to its ongoing use in
supervision and support. The tool was tested in two
zones ¢ Central East and South Wedt has the
following eleven components:

Human Resources

Management Structures

Planning and Finances

Supevision

Drug Management

Infection Prevention

Transport

Infrastructure

Health Management Information System
Public Health Outcomes

Availability of Essential Health Package

To To T Do To T Do o o Do Do

The Tool was used in performance assessment of
DHMTs in September 2009 in all fivistdcts 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.

Thetool 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 maximueachievable
score (66):

70+
0O EHP Availability
60 )
O Public Health
Outcomes
50 - B HMIS
O Infrastructure
407 B Transport
- . .
30- Infection Prevention
B Drug Management
207 0O Supenvision
10 O Planning and
Finances
O Management
Structures
0 B Human Resources




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 districtsq¢ 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).

DHMTSs base their planrgnonDistrict Profiles These
profiles use data from the 2008 census. Unfortunately,
data on number, type and ownership of health
facilities is available, butanonly be establishedvith
difficulty. Results from each component of the Tool
are as follows:

1. Human resources

The overall @cancy rate in CE Zone is 52% of
established posts; iBWZone that rate is70% There
appear to be inconsistencies in the establishment for
Medical DoctorsNsanje with apopulationof around
238,000 has an establishment ane doctor, but none

is in post there, whileMwanzg 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 2-1). Note that Mwanza and
Chkwawado not havethe minimum staffnorm (2-2-

1) in their Health Centres

83%
79% 78%

45%

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

Meetings: DHMTs are required to meet monthly to
discuss manageemt issues, look into solutions and
use data for decisiomaking. Six out of the ten
districts conducted these.General Staff Meetings
were held in five districts. Activelospital Advisory
Committeesand Drug Committeesvere found in only
four districts, and only in Neno is there a Rier
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 Aggements (SLAs)Yhe 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 gia

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 supenadion: 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 othe 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 pdeir utility

bills.



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 &il other Health Facilities
(HF - this indicates any facilityother than district
hospital or health centre i.e. rural hospital,
dispensary, health post, maternity clijic The
following chart shows wide disparities in supervision
between the districtsOnly in Kasungu and Salirdl

the DHMT pay a supervision visit to distrizispital
wards Ntchisi and Neno performed very well at health
centre and health facility levels;onsupervision visits
were made in Blantyre last quarter

110%
100%

90%

80% H
70% H

60% H
50% -

40% H

30% H

20% A H
10% - H

0% - —

Key: Pink= District hospital wards supesdisn 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 ingglao
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 4@harges of health centres
observe that it is impractical to organise coritiee
members to be present at drug deliveries since Central
Medical Stores (CMS) do not keep to their delivery
schedule.
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5. Infection prevention

In order to receive Infection Prevention IP)
certification, a health facilityhas to score80% or
higher durhg an external assessmerfalima, Dowa
and Kasungu district hospitals have this status, while
in SW none of the represented district hospitals or
health centres has IP certificationThe internal
assessment scores found in this supervision show that
Kasumgu and Dowa have slipped below the required
80%.Blantyre and Nendave neverdone an internal
assessmentNsanje did their last assessment in April
2008, but have no record of the points awarded;
Chikwawa& Bst assessment was in Sept 2007 (56%).
Mwanza conducted anassessment in July 20Gghd
scored76%.

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 vehgla Ay 4 KS
NHzy y SN OF §S32NEd bSy?2
one of them a nofrunner. Chikwawa has 7 runners
and 7 nonrunners.

7. Health Centre infrastructure

Data collected on the availability of running water,
electricity and communication (radiogphone and/or
cellphone) at Health Centres shows the following
results:

Kl a

100%
90% 1
80% -
70% -
60% -
50% A
40% -
30% A
20% A
10% -

0% -

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

Water supply poses a challenge in the Central East
Zone. No data for Ntchisi district concerning
commurication was available.

Wy
2



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 nationatarget 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 vaccinatiorthe national target of 82% not
reachedin Nkhotakotaor Ntchisi(CEZone) or inNeno
and NsanjgSW 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 t&65f their
clients in both these categories come from
Mozambique, and in that way the own target
population misses out
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THE WAY FORWARD

The findings from this exercise prompt a range of
recommendations for further action.

First, the Zonal Health Suppo@ffices need strong
support from the Ministry of Health.

The Performance Assessment Tool needs certain
revisions before it is rapplied. 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
DHMTSs 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 Wat and Northern Zones, intend to conduct a
similar baseline performance assessment of their
DHMTSs.



2.4 How to mobilise the potential of Results Based Financing for

better Mother Child Health?

Dr Chisale Mhango, Head of the Reproductive Health WriteoMinistry 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:

Reduction in child mortality by 1/3 in two years
25%increase in assisted deliveries

63% increase in prevalence of contraceptive use
Doubling in utilization of health services, and

. Major reduction in malaria cases.

However experience has shown that if not tailored
well, RBF could have unintended negativdeefs,
such agontributingto data fraud, mismanagement of
funds, etc.

asrwbdE

The alarmingly high maternal mortality rate in Malawi
poses a major challenge to the government and the
development partners. The 1992 ratio of childbith
related deaths per 100,000/ births was 620; it leapt
to 1,120 in 2000, and has show slight decline since

¢ 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 NorwegianGerman Mother and Child
Health Initiative, which dcuses on safe delivery and
newborn care and offersUS$ 10 millionover three
years The initiative proposes investigatifigBF as a
means to reach theorogramme goals to address the
16

national challenge in Maternal anNeonatal 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 standis of care, equipment and
infrastructure at those facilitiesand staff motivation

Demandsideoptions

1. Conditional Cash Transfete encouragepregnant
women to go to health facilities earlyo to
promote improved pregnancy outcome$he cash
would endle them to pay for food, fuel and
lighting while waiting to deliver antemain at the
maternity unitfor 48 hours postdelivery.
Advantages: Addresgs costs of transport and
waiting, provides support to the demand
generation activities (e.g. improvements to
infrastructure)and involves the community in the
system
DisadvantagesThe system needs managing and
monitoring to avoid abuse. Some health facilities
will find it hard to offer 48 hour postlelivery care
because of both space and staffing shortages.
In conclusion, sinceDirect Gsh Transfers are
already being implementeéh other programmes
these new transfers should be tested.

2. Full Voucher Scheme for Safe Delivergin bea
viable optionif the vouchersare attached to a
specific servicei.e. delivery at the health centre
plus postnatal checkip 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 sees,
partly because thg 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.
Thisschemehas not beenconsidered suitable for
Malawi, for a range of reasons. Firstly, it would
operate in parallel with the current system of free



health care in Governmenun facilities. Next, the

benefits of motivating one health facility to
compete against antier 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.

Supplyside options

1. Resultshased contracting via Service Level
Agreements (SLAshe SLAs with CHAM facilities
could be expande@nd SLAs could be introduced
with Government facilitieswith possible outcomes
that have been considered as follows
SLAs with CHAM facilitidsavedemonstrated that
they have increased access to and utilisatiof
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 pricig, and different facilities
require different contracts.
Conclusionlt has been decided that SLAs should
be improved and the systemodified so that each
SLAcovers a single CemOC and BEmMONC Cluliter
is also recommended that more SLAs should be
signed.
SLAs with Government facilities offer an
opportunity to introduce resultdbased thinking
into Government systems Rewards could be
offered to health facilitiedor hard work done wel]l
based on the judgment of the Health Advisory
Committee. Such rewardgnight 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.
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Conclusion:lt is recommended that this option
should be tested. Iprovides a stepping stone to
introducing performancéased financing in the
public sector, and it could provide helpful
experience in the development of aPay for
Performance scheme 4P) for Malawi

2. Pay for Performance (P4P) schemewould
introduce performanceébased 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 madein the payment system for public
employees, and ide-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 experiengra maternal
death.

Conclusion First, an expanded SLA approach
should be monitoredin order to assess whether
P4P should be considered in Malawi a decision
is then reached to pursue the venturié should be
plannedandmanaged through the SWAp

THEWAY 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, th 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, etcwhen these
stages are comipte, the design of the project can be
finalized.



2.5 Panel d iscussion on Performance Based Management

The panelDr Chisale Mhangdlulia llseDr Christiane Béckemd Wilma Kritzen

Boosting BEmMONC sites

WHO recommends that 4EBnONC sites are needed to
cater for every 500,000 population, and so it was
calculated that Malawi needs 109 BEmMONC facilities.
In 2006 only 2% of this requirement existed, and some
facilities had closed down because of lack of staff.
Thanks largely tokS ! 5. Q& Fdzy RAy 3
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 Hdth 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 BEmMONC provision.

It is not lack of buildings that stanth 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
LIKNI &S W. 9Yhb/ hduidzynéain indrg | f
than that. Staff should be empowered to implement
the training they have received; all too often health
workers trained in BEmMONC are continuing to refer

patients, in cases where this is unnecessary.
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Strategies to avoid maternal death &m bleeding

The Malawi Blood Transfusion Servibas not yet
extended to all hospitals, and so blood must continue
to be taken on the spot from family membeas most
facilities. It is not feasible to install laboratory services
in the BEmMONC sites, and segrettably hepatitis
s2rdenint, etod adrindt Befofferd. 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 wonmacan be given the drug
misoprostol to take home so that she can use it if
bleeding begins.

Zonal supervision anthe DHMT

It is important that the standards for quality of care
set by the Medical Council of Malawi and by the
Nurses and Midwives Councileaincorporated into
the standards set in zonal supervision.

The careful designing of indicators is critical to the
success of the Performance Assessment Tool. The next
vitahe gl 9ftery most challengingstep is to collect
data accurately.

Then we haved 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 thatWK S f 6K 2NJ] SNA I N5



& K2dzf R 0AR dféetdé HBIT produces reports Comments orimproving the supply sia
for supervision, and places them in hard copy books
placed at each health facility, and it systematically
follows up Action Points agreed at supervision.

w2 § 1y2g GKIFG ydzNESa | NB &
discourteous to the patients; our staff may be
FNAIKGSYAYy3d LI GASyda | gl é&Q

The district should strengthen efforts to guarantee
continuum of care by minimising absenteeism,
discouraging all but essential attdance 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.

NorHfinancial 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 taps aid
recruitment, while housing allowances affect
W[ SG dza lFaasSaa (KSnglR#Psah A 0 Adtehtioh Sa T2 NJ Ay (i NB RdzOA

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
0SAy3 FOKASOSR Ay {FEAYFQ

Andrew Mzumara

WLY LI NIAOdzZ F NE GKS S5A&A0GNAROG]
Policy needso 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,

a}nd leads Ato |neff|C|e.[10y whevn the pefrson Left |n . Mentoring The College of Medicine is conducting a
OKINBS 2F GN}yaLRNI i GKS_BITNY AR 3/%9“ I Gl ATéSRtbgq.
entarship Prog to be applied in

Dr Maureen Chirwa, Dr George Mwale

study on a ramme
Resllts Based FinancingWhat should weinvest in zones and districts. Even at Health Centre level,
first ¢ the demand side or the supply side? mentorship ould be applied. A health centre nurse

Dr Ann Phoyavoiced the consensus, which was that could use her cellphone to ask her mentor at the
68 aK2dA R Lidzi 2dzNJ K2dza$ A ydISEROSAGG! 04 AtiGe o SO IS faged &ithya 2 gzNg
K2dzaS 0ST2NB 65 Ayords oiaffficulgnd uigsntcgse vs xy oo

Comments on inaasing the demand side

Cash incentivestimulated considerable debate.

W/ FaK AyOSydA@Sa FT2N) 6KS Y2GKSNJ G2 O02YS (2 GKS KSIfOK
facility to deliver may act against other policies. We

need to be very careful to avoid negative effects on

FLEYAfe LXFYyYyAyaQ

W ¢ Knbther 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
OF aKKQ
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3. HOSPITAL MANAGEMENT AND HOSPITAL REFORM

3.1 Outsourcing: The best option for del
in our hospitals?

ivery of non -core services

Themba Mhango, Chief Administrator, Kamuzu Central Hospital

What is outsourcing?
An organisation that outsources certai
services does it by subcontracting ths
service to a third party company.
This company or contractor, is selected
through a procurement process.

Why shouldthe governmentconsider outsourcing
non-core hospital services?

A

The contractor may be abte provide a similar or
higher quality service atlawer cost than the
government

The contractor may have skills, capacity or
resources not available to the government

The service to be contracted out may not be a core
competency of the governmentvhichmay prefer

to focus it efforts on specific priorities, the core
functions.

Challenges of outsourcing Malawi

A

A

Weakcapacity to manage the contracting out
process irthe public sector

Lack of qualified contractors, and therefdimited
competition between potential contracts
Lengthy processes during tendering for
competitive bidding

Politicalresistance to the concept of outsourcing,
partly because of the threat to government jobs.

Kamuzu Central Hospital, Lilongwes decidedo outsource two major servicassecurity ad cleaning. The scale of

these operations can be seen in the chart below:

12,000,000.00

10,000,000.00

8,000,000.00

6,000,000.00

Value in Malawi kwacha

O Security Services

4,000,000.00 A

2,000,000.00 1

B Cleaning Services

2007

2008
Fiscal Year

2009
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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 saff discipline.

The hospital sees many benefits from outsourcing the
cleaning and the security serviceSleaning materials
are now more likely to beused for the intended
purpose rather than stolen; fewer cleaning materials
need to be purchased. Sedty, the aailability of
cleaners is guaranteedecause the cleaning company
is responsible for ensuring the staff are present and
for supervising their performance. Overhead costs for
human resources such asleave grants, funerals,
personal loansetc. ae minimalised because it is in
the interests of the contractor to keep all such costs
down.

In summary, outsourcing haallowed the hospital to
focus its energy and efforts on core activities.
Contracted out services ka provided quality service
at a laver cost.

Method of awarding contracts

The frst contract awarded in 2003, was directly
negotiated rather thanthrough competitive bidding
because there was a lack of bidders perceived to be
competitive, and management was keém pilot the
hiring of cleaning servicesHowever since2005 all
contracts have been awarded through an open,
competitive bidding processthey are provided on
yearly basis

Contract pices are determined by the contract
specifications. All existing contracts useblock
payments rather than the fee for servicepayment
method. It is pstifiable to saythat this shifts the
burden of riskon to the contractor. Short term
contracts such as these can beasily and quickly
terminated if performance is unsatisfactory.
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Specifications, monoring and sanctions for non
performers
Inthe earlycontracts, the obligatiosof the contractor

were specified in the vaguest termse.g. Whe
contracor shall provide cleaning services of
acceptable qualit® { dzOK I
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.

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

system. For example, there isonprovision in the
contracts forthe contractor to seela price increasen

certain circumstancs, nor is the entractor protected

againstthe effects of inflation andthe management
has in the past negotiated price changesamad hoc
basis. This situation favours the governmengs the

riskhas beertransferred to the contractor.

Outsourcing at KCH has been a success fan
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 begmovided under
the Health Sector Maintenance Programme funded
by KfwW

- Landscaping and gardenigthese services have
already been outsourcedt&QECH in Blantyre and
at Mzuzu Central Hospital.

- Patient transport¢ QECH has already contracted
out their ambuénce service

- Laundry

- Catering.

Outsourcing of nofcore 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 for designing, negotiating
and maitoring of the contracts. This recourse will
ensure that outsourcing maintains its value of
efficiency.

aArddza GA2Y



3.2 Monitoring of clinical and resource utilisation at QECH

Dr Paul Downie (CIM) and Dr Stella Chikumbalgagwale (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 ¢ under the six pillars (HR Development,
Drugs and Medical Supgs, Essential Equipment,

Infrastructure, Routine Operations and Policy and
Systems Development). We can never forget that the

There is a trend for the focus on KPIs to diminish the
lower down the thread we go, and we rikdsing track

of the standards we should be maintaining in our day
to day work. To avoid this danger, we need to find
' y&aéSNE 02 iKS
2LISNYF GA2Y I fA&ES

A significant part of our work in the operating theatres
of Queens in Blantyre derives from road traffic
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person behind each one of these pillars is the
patient.

Data needs to be owned. There are frequent visitors
from outsidetheY A Y A &G NBE 6K2 (I 1S
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; a dynamic ownership of our own data.

We need b know when we go wrong, so that we can
GKSYy a1l 2dz2NESt @Sa WwW2KIEQ
we are reaching our targets we still need to be
motivated by consulting the data to confirm our

success.

The Golden Threads the concept that is essential to
good MEE. The diagram below shows how Key
Performance Indicatorg or KPI; are a part of a long
line from the MDGs to the targets we set at
Departmental level.

accidentsg 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

lj dzS & ( A 2 y stagl |Ibetween 3h& 2adefddht anal Sthe (hopeful)
G0 KS 5 SLJ NI Y @8isthaigd froiv thaspitdl. OThe health worker treating

the patient stands at the end of a long chain of events,
which is shown in the diagram below:

Wy y



Public Health

*No. Ambulances # 24

*Police awareness of emergency
evacuation procedures

sResponse times

Hospital

*Door to triage time
sSeverity of lliness scoring

sTriage to definitive treatment
time

Individual

*GCS, BP Sp02 assessed?
sTet Tox administered
sAntibiotics given
=Peripheral pulses felt

*Qutcomes— Mortality &

functional

Public Health Issues

1 No centralised ambulance system

1 Casulty may die at the roadside if action is not
GFr1Sy Ay (G(KS wD2t RSy
the accident.

1 Police may not handle casualties correatlyhey
may drag them instead of lifting them

1 Response timeg research needed on this.

Hospital services

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

1 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.

| 2dz2NR AYYSRALFGSE @

1 Research is also needed on waiting times till triage.

1 QECH and KCHose equally on the length of time
between triage and treatment

T2ttt 206Ay 3

Individual patient care

A The health worker needs to tick the boxés
confirmthat all necessary checks have been done
This is a routine task, a vitally important one, and
feedback should beigen to clinical staff on the
activity.

¢CKA&a lylfeara LlaSa GKS
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time? Triage to definitive treatment time?
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At this Forum last yearthe Pilot Study on Operating
Theatre Efficiency was reported on. It involved:

A Senior management sensitisation

A HR motivation and training

A Theatre efficiency.

The results of the study call for attention to be
directed at three main areas:

1. KPlIs driven bthe clinicians

2. Impact assessment of performance management
3. Specialisation of HMIS
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HMIS and the Medical Record System

The current Medical Records System (MB&s not
link neatly into HMIS. HMIS itself is lacking in detalil,
such that clinicians do nofind it useful as a
monitoring tool.

Moreover, there are software challenges. There are
differing softwares in use. SPINE is a new arrival,
funded by MalavwA_iverpootWellcome 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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new software is all open source. This means there is a major barrier between HMIS and Baobab/SPINE:

HMIS

* Hospital wide

* MS Access

= Health
Information
Systems
Programme
(HISP)

Specialisation of HMIS; experience in Anaesthesia
and Surgery at QECH
Clinicians are familiar with the Surdi&afety Checklist

asa paper deument Regrettably, there is a certain
lack of commitment to this checklist. Particular
requirements may be overlooked; experience in the
operating theatres is that preperation preparations
may not be carried out. Some surgeons oversee the
preparation d their patients, and others do not.

BAOBAB

= ART
* Open Source

SPINE

* Paeds/
Medicine

= Baobab
architecture

* MLW

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, entitted Operating Theat
Management Information System, or OTIMS, which is
due to be rolled out in January 2010. It looks very
similar to the paper equivalent:

%) Encounters: Checklist - Mozilla Firefox
Eile Edit View History Bookmarks Tools Help

> C
£ Most Visited f® Getting Started 5, Latest Headlines
RoboForm + Search

httpy//10.137.5137:300...

| || Encounters: Appointment * | || Encounters: Checklist S

Q li_ http://localhost:3000/encounters/checklist’encounter_id=38&viewer=false

v 33 Logins + 33 Localhost | &J Emma Crutchlow &) Paul Downie | 3 Save 2 Generate

EREE

OT In Time 15:33 Bums Theatre ["] Surgeon & Anaesthetist introduced to patient.
Surgicat: [7] Team to review the planned list
Surgeon, Anasthetist, Nurse, Verbally Confirm
= . mene | DS
: § * Patiens
Ha/MCV wce: * Site
» Procedure
Platelers: MPS:

Anticipated Crifical Events
Expected Blood Loss > 500mis (Tmls’ke)

Chite? Ya® Mo €

Hay antibiotic hylaxis been given in last 60 mins?
Curent Medication: S "

Yo Not Applicable
e No: ) Yaa: :
e D Is Exsential Imaging displayed?
) Yas ot Agplicable
Knife to Skin 15:33

Surgical Safety Checklist

[] Surgeon Reviews: What are the critical or unenpactad steps, oparative durstion, snticipatsd

blood loss”
Othar. T&S: (7) X-Mach: () D Anaesthetist Reviews: Are there any patient spacific concams?
Nomber of Usits Avaiiatsie: | Nursing Team Reviews: Has sirilicy been confime? Ass thers squipment issves of
concems?
‘Conssnt form signed? Yes: :
Prep Start Time 1254
Surgical Site Markad? Yes: KA: )

Closure

1533

Nurse Verbally Confirms with the team:

[T] Name of the procadure racortas

[] That che inserument, sponge end needle counts ae comet
[T] How e specionen is tibsttes

[7] Whether thers wre any squipment problems to be sddressed.

Time Cut 1254 —

[7] Surgeon, Anaesthetivt and Nurse convey key concerns to recovery
" Nurse
|| Observations in recovery charted?
NBM until: 15:33
Next medication due at: 15:33
Post op medication Prescribed?
Frequency of ward obssrvations:

Pain score on discharge:

Ev | < 3@EEEE-—IE P 126

OE.
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OTIMS is a monitoring and resource utilisation tool designed specifically for cepgpitdis in Malawi; it is online and
Strae (2 dzaSo LG OFry o068 dzaSR (2 3ISySNIGS NBLER2NIasz F2N S
chart below):

Theatre Late Starts Per Month 3D Bar Chart
Chart Displaying Theatre Late Starfs Per Manth for the manth October, 2009

5.00 -

475 -
4.50 -
425 -
4.00 -
375
3.50 -
325 -
§ 3.00 -
= 275-
i 2,50 -
g 2325 -
2.00 -
1.75 -
1.50 -
125 -
1.00 -
0.75 -
0.50 -
0.25 -
0.00 =
[MOTT ] Mot MoT4
Theatre Name
Theatre Users Committee THE WAY FORWARD
The function of the Theatre Users Committee is to A It is important that theMOHPshouldtake a close
monitor and evaluate work in the Operating Theatre interest in software developmensuch as this.
Unit. The Committee comprises: &t of Anaesthesia HMIS software should bepgraded to the current
(Chair), Surgpns, Matron, Theatre Nursén-Charge, open sourcerersion
and two Anaesthetist Clinic&fficers (ACOs). All data A Explore (i K Spaymént by resul2 model of
in OTIMS can be accessed by this committee. rewarding high performance

A Continueto develop the Golden Thread through
the KPlIs at all levels

A Commit to highlight good practiceso 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

Thisstoryhd 2yS 2F Y. SF¥F2NB FyR |
GAye odzi | Odzi St & (KSdAadernky. 2

Dept) dated from the 1930s It was ill-equipped to
deal with the rapid rise in population over the last few
decades. Itwas 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.

z

a2

© arlette olaerts

One can arguéhat the reason that women in Malawi continue to die in childbirth and of pregnaalated causes
derives from three facts:

They are poor

They are voiceless

They are female.
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We may quote Mahmoud Fathalla:
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Chitenje Maternity Trust
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Chitenje Maternity Trust (CMT) was set up in 2007 CMT has a Board, a Secretariat andk&htalders. The
individuals wanting to address the human resource cr Trust has the following objectives:

in the haalth sector in Malawi. Through substantial don
support (notably The Rose Project, Clintdanter
Foundation, Mr Trond Mohn) CMT has managed
expand so that it is now spearheading safe motherhc
by complementing essential maternity service provisi
at two Government hospitalg Bwaila Maternity Hospital
(the maternity hospital for Lilongwe district) and Ethel \
Mutharika Maternity Wing at Kamuzu Central Hospi
(the referral hospital for the Central Region).

1. To retain and increase the number of health worker
in the Obstetric and Gynaecology Dept of the two
hospitals through salary support

2. To provide opportunities for professional
development and proper traing 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 dn
other countries.

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

e Working
environment

* ‘Healing’
environment

¢ Training

Human
Resources

* Numbers

* Remuneration

* Amount
* Maintenance

Buildings

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

to be added to KCH.

a2 6S GH\y5 NDOR RIA DK SIZNB A
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® professor of Obstetrics & Gynaecology, Asyut, Egypt. FIG@dtesd94- 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:

>

The BEST is the biggest ENEMY of the GOOD
There are NO MAGIC BULLETS

BUILD coalitions

YOU never suffer as much as YOUR patient

If not NOW then WHEN?

If not YOU then WHO?

> > > > >
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3.4 News from the

Dr Wesley Sangala, Consultant

Background to Hospital Reform

A Health Policy Framework 1995
T MoHcommitted todecentralisation programme
T Autonomy of CMS

T Autonomy of Malawi College of Health Sciences (this was achieved

T Hospital autonomy

A Decentralisation Act 1998mpetus to run district hospitals from the district)

A National Health Plan 1992004

I Local Government decentralisation of health services (idea reinforced)

T Hospital autonomy for QECH and KCH (a pilot)
A Vision 2@0, 2000
A Malawi Poverty Reduction Strateg002

Technical Working Group on Hospital Reform

A Hospital Autonomy (HA) Programme (2008006)which led to...

i The HA Bill2004

T Cabinet Paper on H®ctober 200%; the programme was rejected for being
too elaborate and costlydonors withdrew support fronthe 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 HealForum, the idea
was conceived to reactivate a Technical Working
Group - not on hospital autonomy but orHospital
Efficiency,or Hospital Reform. This TWG habeen
careful not to discard everything that was done under
the HA pilot, e.g.the pharmaceuticd 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 ReferencéToRs)f the TWG on Hospita
Reform
Review previous reports and HA programme

Make recommendations to bH

Develop Action Plan based tire above

Support tertiary hospitals to implememnéform as
agreed

Monitor progress and effectiveness of the hospital
reform progranme

A Conduct asituation analysis of @tral Hospitals in
the wake of theHA programme

To o To o

)
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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 asketb 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 hospials reported that of the innovations
under the HA program, only the HR personnel
information system had survived. New information
gla AaAKINBR 2y (KS
programme. A Sutommittee was formed with the
following brief:
4b preparea paper analyzing the current situation
in health care service delivery and come up with a
proposal for hospital reforms at all level® be
LINBaSyiGSR i GKS ySE
This wasrather a tall order.Various problems have
afflicted the SubBCommitee 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.

/T oAySiQs
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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:

A The HSBS has to identify initiatives thatwere
introduced under the HA program thaan restart
with little technical and financial inpute.g. a cost
centre budgeting system, with each department
becoming a cost centre.

A All Central Hospitals function with inadequate
human resources, hence heavy workloasl a
contributory factor to low morale of staffreview
the locum scheme is called for).

A There is urgent need to introduce performance
based remuneration for health workers, with a
monitoring system.

A How to addressing resistance to change within the
institutions? Advocacy is needed to reassure staff
that there will be no major job losses.
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A We need to gin political will and commitment to
proposed reforms

A Ways must be found to obtaifinancial resources
and technical expertise to implement the other
necessary reforms.

Our main and immediate concern is todi waysto
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 choidecaug we
know we are spending money inefficiently nowe
have to change There is no model for us to follow,
and so our reform has to be home grown!



3.5 Panel discussion on hospital management and hospital reform

The panelThemba MhangdDrs Paul Downi&tella Chikumbanjdlangwaleand 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 ensar- for the sake of its
reputation as a welfun institution ¢ that the
contracted workers are treated properly, especially
that they are paid on time.

In RSA there is experience of contracting out hospital
management¢ but perhaps this is a step too faorf
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
overwhelmedby so much new technology, and so any
initiative needs to be carefully integrated, with full
consultations. HMIS were in fact fully involved in the
AYGNRRdzOGA2Y 2F .l 206l 06Qa
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.

hogySNBRKALI 2F RFGF A& GKS
system at KCH has wound down because the staff
never felt that the data was theirs to interact with. We
have to aoid 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.
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Bwaila Maternity Hospital

Although it is true that maternyt 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 rptests, 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 thaeceived by non
paying patients. Private patient fees will be a welcome
source of income, to be directed back to KCH by

TR NE G vo/lz FYR GKSANI

The evolution of Bwaila Hospital over the next few

years will involve role changes for the Chitenje

Maternity Trust and theMinistry. A new position of

Hogpi i , at the | d of D t,
OSA3 Dretsy ¢t e §f o of Renpgneq 5

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.



Dr Samen 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 undrstood 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. Tiere are many options to attract more
specialists back from private practice and overseas to
62N] Ay alftl gAirQa
could contract private consultants on a pdirfe
basis, and charge them User Fees, which would be
kept by thehospital itself.

Management responsibilities need to be clarified in
the case of Government appointed Heads of
Department having authority over neGovernment
appointed doctors.
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Evidently there are charitable foundations with an
interest in investing inhe 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 Doudas Lungu

Reducing congestion in the referral hospitals
Clinicians at central level wonder if district hospital
a0 TF wadz2L) GKAYl1AYy3Q
especially Obstetrics/Gynaecology and Surgery cases.
There is a clear management failure district level.

For example, patients are being sent away from
Kabudula Community Hospital to travel the long
disiageg 195 Byvpilp gng KGh geprite thepfact $03 | ¢
maternity services at Kabudula include the capacity to
do Caesarean sections.

The next signifiaat 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.

6KSY



4. IMPROVED MANAGEMENT AT DIST RICT LEVEL

4.1 Financial management coaching in Cost Centres

assessment

Nick Hall, Consultant with EPOS

Rationale for the FinanciaManagement coaching
programin Cost Centres

This program is designed to suppdhte building of
Finanéal Management (FM) capacity of the Cost
Centres in the health sector. It responds to various
challenges for financial managemenithin the public
sector overall, such as uncompetitive maineration

some cases of low competence and commitment, and

the ladk of a performance management cultur&hese
hurdles are balanced to a degree by certaisitive
features such as thenicreased resourceemanating
from the SWAp and also the pressure being exerted
by Technical Working Groups (TWGaldits, the
Public Accounts Committee,etc. for satisfactory
standardsn FM.

The bulk of accounting work in the health sector
occurs at district level, anéh the central hospitals,
rather than at HQ. Of the 254 accounts staff working
in the health sector, 198 are in theHDs and 56 are in
the Central Hospitals (CH).While separate

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

recognised that additionahttention was needed for
remote Cost CentrefW therefore agreed with the
Malawi Ministry of Health to financthis Coaching of
Cost Centres Bgram, focusing on the28 Districts
(DHOs)aNd 5 Central HospitalEPOS 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 rhaiof the time of
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d baseline

financial management professionaigscluding a par
time Team Leader and, currently, three f{tithe
coaches.

Objectives of the Financial
coaching program
A FM coaching and training of cost cen{@C)taff

(financial anchon-financial)

A Strengthen supervision capacity, including
performance measurement

A Develop FM systems, including FM Manual

Management (FM)

Elements of the approach

A Visits to all CGsn average once a quartét¥sdays
each

A Meetings with: Accountstaff, DHO/DHMTat CH
level, Hospital Director/ Hospital Management
Team) District Assembly (DA)

A Reports after each visityith follow-up

A Performance measures agreed and put in place.

BASELINE ASSESSMEMETHODOLOGY

Visits were made t82 CCsthe 27 DHOgLikoma

accountng is done at Nkhata Bay) and the 5 Central

Hospitals.These visits established the status of:

1. Accounts staft numbers, qualifications, training
experience

2. Resources offices, computers, etc

3. Basic accounting functionsbank reonciliations
expendture returns, etc

4. Payment processes (authorisation, filing, etc)

5. Budget management

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

All research proceeded from liaison wilscounts

staff as well ashe District Health Officer (DHO) in the
districts, orHospital Director (HD9t the CHs; and also
with the District Assemblyin the case of District
Health Offices.



KEY FINDINGS
1. Staffing issues Accounting staff in Cost Centres

Tablel: Accounting staff in CCs

DHOs CHs
Estab.| Filled | % |Estab.| Filled | %
Chief Acct 0 2 nla
Principal Acct 4 1 25%
SAcc 0 0 nla
Acc (PO) 27 18 | 67% 5 5 100%
SAssAcc (SEQ) 0 10 n/a 7 5 71%
Ass Acc (EQ) 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%

The table above shows shortages at seével, while
staffing levels aretherwise generally adequate, with
254 accounting staff across the 32 CCs, representing
over 90% of the planned position$here is uneven
distribution of staff¢ one DHO only has three staff,
whereas the average is 7%a8. 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 AccountadSy SNJ f Qa
the trend among senior staff over the last three years
shows a 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

DHOs CHs
Jul-07 [ Jul-08 | Oct-09 | Jul-07 | Jul-08 | Oct-09

Chief Acct 0 0 2
Principal Acct 3 3
SAcc 0
Acc (PO) 7 5 18 3 1 5
SAssAcc (SEQ) 7 6 10 2 3 5
Ass Acc (EQ) 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

The 254 accounting officers are very expeded, with
an average of over 15 years in government accounting
and over 5 years of that at the current Cle most
senior accounting officers at the 32 GGke Heads of
Accounts (HoAs)} have an average 018.4 years in
government accounting However, there is high
turnover among HoAs in the DHOsheir average
length of service at their current CCs is 3.3 yearsl
over half the HoAs had been at their current CC for
one year or less.
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The shoristay of many HoAs often results from their
being likelyto be posted to another location, perhaps
within a different Ministry.It should be noted that all
accounts staffare part of the Government common
service,reporting to the AccountariGeneral(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: Accouting qualifications

All staff 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

a e|‘2ﬂe]rll=fj%1r5'“Hozprofessional Accountants in CCs. Seven

HoAs hold degrees in Accountancy4(3ear study),
the same number hold diplomas-g2ar study), and 6
have the oneyear Accounting Certificate. Meanwhile
12 HoAs have only complete the threemonth
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 onlyThe approach tathis challenge
should alsde developed in discussion with the A&
that more staff can be given training opportunities.

2. Facilities
Office space and facilities are generally adequate at

most CCsMost DHOs operate successfully witkd 3
offices however, there are variations. Phalombe
operates with only one accounting office and this
space limitation seriously impaifs K S SabilltyQai
carry out satisfactory accounting function&ction on
suchcases is being agreed with thé&xtor of Finance
and Adninistration (BOFA of MoH

Thee is a wide rangamong CCs ithhe provision of

functioning computers:

A Inthe main CHs, the situation ranges from QECH,
which has 9 computers all in good condition, to



KCH, which has 4 computers, only one of which is
in goodcondition.
A Amongthe 27 DHOs, 19 haao or more
computers in good conditiortwo is judged to be
the absolute minimunfor effective functioning
FiveDHOs have onlgne computer irgood
condition and fotthree DHOSs there are no reliable
computers.
No CG have adequate computer baclp 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 accountingnd 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 theres i
inconsistency as to who should signwhether 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 docunmgation. Thisleads 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 Basic
Accounting Workshop for dl CCs to look at
weaknessesand to agreewhat the best practices
should be and what guidance is neededoaching
would follow after the Workshop until satisfactory
compliance is achieved.

There is inconsistent use of the formal accounting
documents (Treagy Instruictions and  Desk
Instructions). Simple guidelines for all staff are
needed, especially for the HoAh8re may be a need
for a simplifiedWanual for the Health Sect@to be
used in the CCs. The contents of this Manual can be
considered at the proposed Rsic Accounting
Workshop.ThisManual could be used to suppofe-
induction trainindgPfor staff that have many yeats
experience butackformal trainingin accounting
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4. Budget management
This is a critical area, one that raiseany concerngn

MoH and inTreasury Processes differ between CCs,
partly because of lack of knowledge about the best
system to adopt, and it was found thatamy Heads of
Accounts are not adequately involved in budget
setting, with the result that their effectivenessuding
budget implementation may be impaired.

A further challenge arises from the fact thabnse
government processesanadd to the difficulties with
budget managemente.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 sme CCs are noturrently paying
Central Medical Stores (@S), and the FM Coaches are
closely monitoring this inactim 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 supgives

to CCs in connection with FM in various respects. For
example, there is a neetb institutionalise regular
visits to CCs from HQ (or perhaps zoneisg. to be
ready to replace the Coaching Program when it ends.

Finally, the baseline assessmeawonsulted DHOs and
Hospital Directors on their concerns. The following
issues were raised:

A Senior nordfinancial officers may not have been
trained in FM (GAVI funding may support such
training)

A Some senior officers may be less involved in FM
issues tharns called for

A Several CCs report that they are not getting the
required support from HQ on FM matters

A Many CCs are concerned about budget ceilings,
particularly the allocation between CCs

A Some DHOs indicated that they have a difficult
relationship with thér District Assembly.



THE WAY FORWARD

Sme of the challenges identified at the level of
individual Cost Centres are already beginning to be
addressed, partly as a result of the att®n drawn to
them from the coaching visits and partly with direct
supportfrom the CoachesThe 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
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Coordination outside MH is key to succesg,
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 overlagpihe 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 8 Baseline assessment

Barbara Matengu, DED

unpaid by districts This isausing difficulties for CMS
to procure drugs.

Despite centrased procurement there are alarming
differences in drug avaibility among HFdn general,
District Hospitalsare better supplied than more
remote facilities. There is aatget for all HFs to keep
0§ KNBS Y2 yaf supplies. gHdwelieK this target
is seldom if ever reached because ioppropriate
storage condionsandpoor drug management.

Drug budgets and expenditures

The budget allocation is decided orpar capitabasis
without considering the level of care provided. In all
events we have no way of knowing what the need for
drugs is;morbidity data (patiem numbers and disease
pattern) are only partly available and not judged
against drug consumption.

In the health service in Malawi the biggest cost is staff
remuneration and the drugs bill comedosebehind.
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 . . . . .
The picture is complex since circumstances in the

Drug procurement procedures in the districts disFr.igts qiﬁer. Dfadz.a has (.axtensi\{e secondary level
1. Drug procurementis centralized, led by Central facilities, i.e. a district hospital, while Zomba has

Medical Stores (CMS), andased on a tender district hospital, and yet the two districts receive the
same allocationthe 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¢ the outcome is thathe 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¢ 145 million spent by the other three
districts), despite reeiving such considerable donated
supplies.a Sl yg KAt ST al y3a20KAQa
enough for the population.

system.Tenders run for about 2 years, and each
one of the itemgabout 1,000 altogethemas to be
the subject of dender.

2. Provisionexists for Huy-outsQfrom pre-qualified
private retail pharmacies under special conditions
and regulationsand only for items proved to be
unavailable at CMS.

3. Health facilities(HF)submit monthly consumption
reports to DHOs.

4. Based on his data, districts compile consolidated
drug orders, which are submitted to CMS.

5. CMS delivers supplies directly to HFs.

6. The District CommissioneD() processes payment
of DHQapproved invoicesusuallyafter medicines
are delivered).

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 sheHife, 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.

Drug availability

There has been aignificant improvement in CMS
servicelevel performance overthe last 23 years.

Most of the 14 tracer drugs were 100&8ailable in all

four district hospitalsyith only short periods of stoek The situation described above conties to the
outs experienced fora few items inone or two varying amounts outstanding at CMS. Dedza owes
districts. However, the stock situation at CMSs MK4,900,000, but this is a border district that treats

deteriorating again after millions of MK remained
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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 demjuate. Thyolo
owes MK25,500,000 despite the fact that most of its

A further factor is the proportion of the drugs bill that

is spent at CMS compared with private sources. By far

0KS fFrNBSad LINI 2F (&S RAAQ
the CMS; the percentages are as follows: Dedza 99%,

supplies are donated.

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

The bar chart below summarises the situation in the four dlstricts.
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Main challenges

A Disproportionate drug availability at HFs. THE WAY FORWARD

A Disproportiorate allocation of drug budgets. 1. Revisitthe allocation of district drug budgets.

A Morbidity data (patient numbers/disease pattern) 2. Include costing of orders ithe drug procurement
and levels of health service deliverare not process for improved budget control.
sufficiently considered in the allocation of 3. Revive and enforcethe functions of District
resources. Therapeutic Committees (DTCs) to increase

A Insufficient monitoring and control of drug transparency in drug procurement and ensure
budgets tools to do this areot in place rational and coseffective drug use.

A There is a dck of transparency in drug 4. Increasethe quality of drug management at all
procurement, espcially regarding selection levels through supervision and dhe-job training.
process.The Pharmacy Technician should not act 5. Enforce adherence to drug donation guidelines.
alone.

A District Assemblies areonly part of drug
procurement when it comes to processing
payments, which onl takes place after drugs have
been delivered

A Donations are often not in adherence with

guidelines
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4.3 How to improve district planning
Dr Noordeen Alide, SWAp Secretariat

no difference in terms of allocated fundsom HQ

There is evidence of evelopmental activities not
being well implemented at district levelwith a huge

mismatch between inputs and outpytsand wide
variations within one zone. For examplewias noted
sometime back thatconsumption of malaria drug$id

not match patient record, and m one district
praziquantel was supplieth one year in quantites

enough to treat the whole 67000 population (adult
doses)

A consultancystudy explored district planning in the

health sector, taking one of the four pilot districts in A To assess the current status of DIP implementation
the GTZupported decentralisation of the health A To analyze shortcomings

sector programme- Dedza. The notion of Output A To contribute to efforts to establish a more

Oriented Planning (OPOP) was proposed. strategically orientated and operationally useful
approach to district planning

These objectives were to be achieved using the

following approach:

A Analyze planning, budgeting and monitoring in
Dedzadistrict

A Check how major routine activities and
development activities are implemented
Assess feasibilityf W btput oriented plannin@
(OPOR)

Objectives and approach

Background

Although District Health Offices receivea substantial
portion of the national health budgetin order to
organie and deliver basic health care servicemst

of them do not implement activities in the iBtrict
Implementation Plans (P§. The quality of the DIPs
has been decreasing, and there are doubts about the
rationale for resource allocation Resources are
allocated from HQmostly on the basis of population
Districts with district hospitals and those without show

Findingsg Dedza planning and budgeting

Although DIPs are useful for strategic planning, they are complicated and
consuming For instance, initial planning has to be revised after the Treas

ceiling is know; this may be done by staff too junior to accomplish the t: 1. Utilities
effectively. 2. Service Agreements
R L L o 3. Fuel

to monitor and control monthly costs, i.e. the DIP does not clearly ider 5. CleaningMaterials
each routine cost. Heever, routine activitiesrepresent the majority of 6. HotMeals
expenditures. During implementation, pressure to pay priority routine cc 7. Stationary
leads to insufficient funds being available fvelopmental activities. 8.  Protective Gear

9. Allowances
Districts find it difficult to use the DIP as a toalrithg budget implementation. p : : ;

o i ! , reventive Vehicle Services

Deqza has taken. the initiative @velopa budget |mpleme!1tat|on tool thi's\t i< General Maintenance
designed to be simple but effective. It combines budgeting and planning . Capital Investment
monthly and yearly basis, and shows routine costs month by months Tth . Furnitureand Equipment

enables the DHO to budget accurately for #adra (including developmental’ . OtherInvoices
activities month by month. . Proposals
The priority area®f monthly expenditures according to Dedza D&t® shown
(right). Items %11 are routine activities and items 415 are develpmental.

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 teamto fit in developmenal activities
includingCapital Investments dar aspossible

Advantagesof 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 undereak

bv Dedza because of the advantages that accrue
from its use.

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 undersd,
discouraging false inputs.

. 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.

. Now that the budget is undstandable, funds are

likely to be better used, with less ovaand under
spending. Any difficulties related to accuracy may
be traced by existing mechanisngsexpenditure
returns and audits. This is only a new internal
mechanism.

*kkkkkkkkkkkkk

Output Oriented Planning

Alternatively to the current system where costs are
measured according to the inputs (beds, staff, number

of facilities etc) we could useOutput Oriented
Planning (OPOP) to estimate the routine costs
according to patiets treated per day or per year,
e.g. MKXXXfor every Maternity hpatient @ase seen
per day/year

A wide range of factorseedsto be taken into account
in the analysis First, each activity area needs a

separate assessment:
Inpatients/Outpatients

Depts ¢ surgery, obstaics/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 i
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, th 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 tdgeting
according to usage of the facilities

Needs agreement to change the wa]
money is allocated

Obtain understanding and agreeme
from Treasury

Can be used to compare numbers
treated and costs between facilities

Lack of reliable data

When linkingo HMIS, need for
accuracy for budgeting

May incentivize those facilities that

have the lowest cost/patient ratio, o
the highest numbers treated per sta
members etc

Costs to scalap and maintain

To show effectiveness and better ug
of resourceghrough 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 studycarried out in Dedza district makes the

following recommendations:

1. There should be atrategic plan covering &year

2. Support, improve and disseminate the Dedza

budget method based on actual DHMT budget

lines and costs in order th&@AHMTsmayimprove

their budgeting and monitoring

timeframe with annual reassessment$he
resulting ajusted annual or two yearly plans
would accord withldevelopment budgetsnow that
these areknown to be available
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. Develop, agree and implement tools fan OPOP

cost budgetng exercisewhich may allow more
costeffectiveness in budget allocation and
stimulate performance



4.4 Experiences with Service Level Agreements

Dr Haldon Njikho, former Deputy Director of SWAp Secretariat

and in this case, the MoH.

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

Background
alftlgAQa

LINS & Sy i
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 insgethat
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 forml 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) haweade an important
contribution to Maternal and Child Health (MCH), thus
contributing towards MDGs 4 and 5.
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This arrangement requires the government
Agreement (SLA) with the private partner or pay for the services rendered by the private
sector.
From 6Strengthening PPPO6 study
Recently, however, some shortfalls in these

arrangements have emerged, with mutual accusations
anddecreased commitment on both sidesCHAM 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.

¢CKA& LINBaSyidlidraz2y NBTSNE
tttQ ¢KAOKsioadd sy QD2 andlad by Ruth
Mwandira, former Executive Director of CHAM, and
now a member of the TWG on PPP.

Some facts and trends with SLAs

32 g5 Ny v ¥giqinal and nepnatalgeajihame proyided at no

cost to the users by facilities with SLAw 14% of
Hedth Facilities (HF) with SLAs are offering all under
five services free of charge, thus extending their
benefit packageThus better MCH coverage has been
achieved; assisted deliveries have increased & 20
the past five years.

Such advances give impest 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 routne requirements are:
1 Assessment of local health care needs
1 Criteria are set to ascertain:
- the degree of unmet neednp access to a
government facility;HF in question idadly
equipped;HF hagxcess demand)



- the willingnessand ability of the HF to ente
into an SLA.
1 Supervision by the CHAM Secretariat and the ZHSO
1 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 dataoh equipment, maintenance
supplies, drugs, ett 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 provalare
from Central Medical Stores.

Recommendation A recosting study should be
carried out, to be followed by clear guidance on how
to proceed in terms of prices.

Implementation of the SLAs

1 A publicity campaigmas contributed to increased
numbers of paents attending the facilities with
SLAsThis50-150%increase is also attributable to
the way the improved benefit package (e.g. free
underfive care) has been made clear to patients.

1 Additional demands have arisen that have not
previously been coveredybSLAs, notably supplies
for infection prevention. This raises the issue of
access to such supplidsy paying or nospaying
patients.

i There is a certain amount of abuse by
communities, for instance in border districts,
where patients may come from outsidehe
catchment area to access better services, bringing
false documentation.

1 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 providethe
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
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that many districts are using the drugs budget line for
SLAs

Recommendtion: 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 ZHS 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 dmot 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 (1) Formal renewal (2) Extended
benefit package (3) Geographic extension

CHAM health facilities would welcome the possibility
of extending benefits to include all undéve services
following the example of the government health
facilities doing soSome 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 genal mistrust between DHOs and CHAM
facilities. One DHO saidZHAM facilities are losing
direction and effectiveness and they see SLAs as an
IGAOLY O2YS DSYySNridAy3

Recommendation MoH and the CHAM Secretariat
need to resolve the challenges surmding the
current crisis of SLAs. Development partners, too,
should advise on and give support to the best way
forward on extension of SLAs.

I OGA QDA G



Benefits and challenges related to SLAs

The following tables summarise the benefits that have arisen from,Sin8ishe associated challenges. These benefits

and challenges are experienced at three levéls In ommunities(2) In the Ministry (3)In CHAM

Communities

Benefits

Challenges

Increased accessibility and utilization of CHAM facilitie

Misunderstandhgs 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 Birtt
Attendants (TBAs), and in numbers of maternal and
neonatal deathsBoth 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

Decorgestion of public health facilities

SLAs have become politically important, and DHOs fee
disempowered as a result

Improved coverage of EHP services, especially Matern
FYR bS2yFdrt 1 SFHEtGKEZ £
the quality of services

Somehave the view that CHAM has lost track of actual
service provision and is focusing on generating income
from SLAS, neglecting follewp and guidance

Complementarity of services has improved

Increasing costs from CHAM are exceeding DHO budg

Improvedrelationships with CHAM in most instances:
MoH and CHAM no longer see each other as competit

CHAM

Benefits

Challenges

Increased resources to reach out to more people

Quality of services compromised due to high patient
burden. This in turn lowersgtient satisfaction, risks the
good image and reputation for higiuality 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 arfbw

High burnout rates among staff. Increased pressure o
equipment and infrastructure.

Increased opportunities for skills strengthening

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

Government is low risk in terms of debt repayment

Abuse of the system by certain communities

THEWAY FORWARD

I Fdz t e FdzyOlA2yAy3 {[!

¢ good for communities, good for the Ministry and

good for CHAM andther private health providers.

1 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.

1 The purchasing function of DHOs needs to be

developed, including insertioof a budget linefor
SLAs integration of an annual statement of
priorities and performance expectations withiihe
DIPR the deliveryfunction of CHAM health facilities

needs to be delineated Igar rules, rolesand
a4 @ 4 te§pynsidilied. dzft R 6S |
1 The issue of conflicof interest could be resolved

by setting up Steering Committeén all districts

1 Additionally a Task Force within the TWG on PPP

should engage in troublshooting and capacity
development for all parties.

1 A Recosting Sudy is to be carried outin early
2010 This should include alecision on the
financing scheme cfsts to be repaid
retrospectivdy on a case by case basislock
contracts or some other mechanismn
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4.5 Panel Discussion on improving district level management

including SLAs

Panel membes: Dr Noordeen Alide, Dr Haldon Njikhblick Halend 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 accountstaff 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 yeaAt HQ level there is
similarcomplexity, 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 calculatedper capita of
population. There ray 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 asper capta of population.

5NJ ! f ARSQa SELISNRSYyOS
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 inpsit(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
ALSYRAY3
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on decisions relatedot outputs; it should be possible
to distinguish between the routine activities, attaching
each to an output.

Output Oriented Planning (OPOR)High performing
facilities could be awarded higher funding on the basis
that they are achieving more. There wdube 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.

Dis‘ Mhango

Drug procurement andlS]L yyAy3
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.

Fa |
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There are glaring inconsistencies ihet costing of
drugs ¢ 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. Eher 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 tsasf 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; thers 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 Njkho emphasised that the success of SLAs hinges
on costing decisions and timely settlement of SLA bills
by Government. The Government pays for CHAM staff
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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 wassome 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 assigh wi

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 couleviolve
Advisory Health Committees lodging requests for
improvements based on their performance results /
outputs.



5.  HIV/AIDS POLICIES

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

Central Hospital

Andrew Mzumara, Laboratory TechniciarM#uzu 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 2000rrently
it has abed capacity of 370There ar612 employees
many of whom have beemffected and infectedoy
HIV/AIDS In 2007 MZCH started up HIV/AIDS
workplace program(WPP), whichintegrates the Care
of the Garerpolicyto form one program

Structure of the WPP

Thesteeringcommittee has ten members, and there
are six sulkcommittees:Health Peer counselling
Income Generating ActivitieBunera) Socialand
Orphars.

Furding mechanisms
The WPP benefits from the annu2¥ ORT provision

from the health budget. Staff make a voluntary

contribution of MK500.00 yearlyin return for social

welfare support The National Organisation of Nurses

and Midwives (NONM) funds selectedtiaities, and

recently GTZ has added their support. Some funds are

also raised fromGA activities like selling of firewood
to guardiansandsellingairtime.

Activities

1 66sero-positive members are registered and 57
are on ARVs

1 Inview of the possility of TB and HIV eimfection,
450 members of stafivere screened for TB and
two were found to be serepositive.

1 250 members of staff have been vaccinataghinst
Hepatitis B

1 Appropriate infection prevention and control
measuresre being reinforcedfocusing on
occupational health and safetand the aailability
of Postexposure prophylaxisP&P). PEP is now
implemented ona continuous basis

1 Condomsareavailable in all strategic places
(toilets etc)

Care of the CareiStaffwere sensitized tahe policy

issues in July 2007

Peer counselingTenpeer counsellors and 30 peer

educatorshave been trainedf(om the 2%0RT7; peer

education and counselling activitiase now taking

place.

IEC eventbiave been organised to reach the staff

through drama

Homevisitsare made tahe sick

Qupport is given for funeralof staff who diel of AIDS

related illnesses and who had paid the MK500 annual

subscripton

Social Periodic retreat to the lake

IGA activitiesare also conducted; account opened

with National Bak.

Management of serepositive members

Some staffgo for VCT(Voluntary Counseling and
Testing). A certain number ataff members disclose
their sero statis. Staffwho areeligible are initiated on
ARVs atthe staff clinic All members who are sero
podtive have a regular CD4 count tediutrition
support is provided irthe form of an allowance of
MK5000per month to all serepositive members.



Challenges

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

implementing the work plan Further, the steering
committee members have bsy work schedulesand
so they do not have enougiime to implementsome
activities eg. IGAs.

On the whole, mmbers of staffare not eager to
undergo HV Counseling and TestingQm, and the
program continues to combat th reluctance.

THE WAY FORWARD

The WPP at MZCH has many plans for the immediate

future:

1. ¢ KS RRCHTCare ke Carer/HIV/AIDS
WorkplacePolicyQ ySSRa (2 0SS FTAYLl A

2. Additionalfundsneed to be mobilised for various
activities inthe work plan

3. Start preparindor Soya supplement® be given

as nutrition support

Strengthen recreational activities

Refurbish the staff sick bays/clinic

Consider orphan support for members of staff.

Train more peer counsellars

No ok

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

Workplace Programmes

Memory MtembezekaDept ofNutrition and HIV & AIDS, OPC

Background on HIV & AIDS in Malawi

In 2004 it was estimated that35% - 65% of the
national human resource shortage the country was
attributable to HIV & AIDS.In general terms

expenditure on funerals was amounting to between

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

the social economic status of the one who has died.

YetK150,000 on average enough to maintain an HIV
positive indvidualper yearin terms of the provision of
free ARVs by the Government and nutrition support.
There arel.4 million orphansof them 550,000 have
been orphared by AIDS (UNAIDS, 2007)he same
UNAIDS report found80,000 casesf TB- 77% of them
were HIV+ and 75% malnourishe@urrently there are

some 170,000 of Malawians receiving Antiretroviral

Therapy (ART).

The government has placedPrevention and
Management of HIV and AID& Riority 7 in the
Malawi Growth and Development StrategiGD$.
The National AIDS Policy and the National Action
Framework (NAF) on HI& AIDS are in place, with a
strategy to enable uiversal accest 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 pe2fiit
of the ORT budgetn each sectoto be used for HIV
and AIDS Workplace Pregnmes

Guidelineson the allocation of 2% of ORT to HI’/

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 initiajuidelines it has

been dfficult to monitor the use ofi KS  WR%of £ S+ &
ORND® LYy T2N)¥I ¢ NB LJ2 NI & KI @S
conflictinginformation leading to the supposition that

there areinadequaciesn 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



funds. Nutritional support can also be provided to
HI\tpostive staff members through this same scheme.

Challengesn how the fundsare being used

Lack of guidance has led to a generackl of
understanding about the facility itselfSome sectors
maintain that the funds arédnadequateto cover the
high costs inarred by the HR implications of HIV.
Informal reports claim that funds are beingusel by
the beneficiaries Certainly the lack of regulation
means the scheme isrgne 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.
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The revised Guidelinewill:

- standardize the care package across the public
sedor in the use of the 2% ORand

- 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 aso the private sector(for-profit
and notfor-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 implementatian, and for an evaluation of their
effectiveness.



5.3 Panel discussion on HIV & AIDS policies

Panel members: Andrew Mzumara, Memdfyembezeka

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

understanding is that it is intended as rainimum
allocaion towards HIV & AIDS workplace
programmes. Ministries and Departments are
encouraged to solicit more funds to support thiéPPs
from different donors or stakeholders. The
Department of Nutrition and HI& AIDS in the Office
of the President and Cabinet RQ) assiststhese
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 supg; impact
mitigation.

5ANBOG2NI 2F aldz dz / Sy (NI ¢
sustainable to make the MK5,000 payments; we
exceed the 2% ORT on ad hocbasis. We have 512
staff in post; however of our establishment of 1,000
were to be filled, we would m longer be able to afford

it. We have had two staff die of Hepatitis B, and we
2FFSNI O OOAYy Il GAz2y F3lFLAyal

RoseDzimadzi

Some workplace support costs nothing. Psychosocial
support is free and highly valuable, and it must be
neglected.

On confidentiality issue¥ WwSO2NRa 2y 2tt
FNB 1S8LI o6& 2yS LISNR2YS |

and are confidential; the software is hard to access.
Peer counsellors are selected by the individuals
themselves, and these relatiships are also kept
02 y F A RBnrawMzUmMar8)
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Dr George Mwale, Dr Wes Sangala
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Care of the Carer policy:

il

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. TREACH Trust have
discovered that health staff do not always report
when they have beerexposd 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 policyis called forto establish
whether the policy has been effective in improving
the welkbeing of staff and attendance at work.
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