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Executive summary
Introduction and methodology
In September 2015, an independent review team (IRT) was tasked to conduct a review with the
following objectives:
 To provide National AIDS Commission (NAC) management and staff with an independent
assessment of progress in implementing the National HIV and AIDS Strategic Plan (NSP), based
on cumulative annual work-plan progress.
 To assess progress in strengthening monitoring and evaluation (M&E) systems and the M&E
process more generally.
 To assess progress in achieving social and gender programme targets, in particular equity of
access to goods and services provided through the National HIV and AIDS Strategic Plan (NSP).
 To assess the adherence to the Joint Partnership Memorandum of Understanding by all
signatories.
 To provide NAC management and staff with qualitative feedback on selected themes critical to
achieving programme objectives, including lessons from international experience.
 To identify successful approaches that merit expansion and scaling up as well as areas needing
particular attention.
 To enrich the annual review process and contribute to the planning process of the subsequent
year’s Integrated Annual Work Plan (IAWP), with the goal of enhancing implementation
effectiveness.
As a specific theme of interest for this year’s review, this report also explores community-based care
and support for pre-ART and ART programmes in Malawi.
The findings of this review are based on an extensive appraisal of documents provided by NAC and
other stakeholders, and interviews or meetings with over 120 respondents from NAC, the
Government of Malawi (GoM), development partners, civil society and umbrella organisations, and
service providers.

Comprehensive multisectoral response
Programme coordination and management
The period under review has seen some critical developments in the HIV and AIDS response in
Malawi. In the past year both the National Strategic Plan for HIV and AIDS 2015–20 (NSP 2015–20)
and the National HIV Prevention Strategy were completed and approved by all stakeholders. Civil
society organisations (CSOs) have also launched the Malawi Community Charter (MCC) alongside the
launch of the new NSP in order to align their work to the ambitious 90-90-90 targets in the new NSP.
However, the HIV Bill has still not been enacted.
During the year, Malawi has experienced major gaps in resources, both financial and human, at all
levels and financing flows have been unpredictable. This has led to a significant decrease in resources
(particularly institutional support) for umbrella groups, networks and community-based
organisations (CBOs). A high-level working group made up of government and donors is reviewing
concept notes leading on from the paper ‘Options on Sustainable Financing’ (2012) and is discussing
the best options for improving domestic resources, such as the establishment of a national health
insurance scheme which would aim to increase the revenue base for the health sector through
capturing the informal sector of the economy.
Given the new NSP and the need for a clear framework to take the plan forward, an institutional
review has been commissioned and is ongoing. It comprises a comprehensive, independent, sectorwide review of the structures, systems, processes and mechanisms for delivering the national
response to HIV and AIDS, with a view to ensuring that they are fit for the purpose and that they
respond to the new NSP and its goals.
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Coordination will be even more important in a resource-scarce landscape – and the proposed change
in the Global Fund Principal Recipient (PR) this year represents an opportunity for NAC to be more
proactive in its coordination role. Bringing actors together under the new NSP is one way of
strengthening the coordination, and it is an opportunity for NAC to move back to its core mandate.
Human and infrastructural capacity
A number of capacity development activities have been completed in the past year, but the new NSP
targets place increasing pressure on already highly stretched human resources. While there has been
partner support to the recruitment of HIV Diagnostic Assistants (HDAs), there are a large number of
unfilled posts in the health, possibly due to general uncertainty around finances.
Capacity of local councils
Elected district councils are back in operation, although given their short time of operation so far,
there is little evidence to date of how effectively they are operating. The interface of NAC and the
District AIDS Coordinators (DACs) with the new structures at district level is not yet clear.
There is some evidence that coordination processes have improved as a result of revised processes
at district level – for example, the inclusion of health in district implementation plans – but
challenges remain in coordination non-governmental organisations (NGOs) and CBOs at district level.
Prioritisation of effective, locally relevant and harmonised interventions will become even more
critical as the resources available for the HIV response decline.

Overall progress toward the integrated annual work plans
As in previous years, the Integrated Annual Work Plan continued to be the framework for mediation
of efforts to implement the NSP of the HIV and AIDS response in the country. Of the NAC-initiated
activities, over 70% of the planned milestones were either exceeded or met, while 6.3% of the
targets were partially or substantially achieved and 20.3% were recorded as having achieved less
than 50% of the annual target, a percentage that remained more or less the same in the past year.
Many of the targets not met were in the areas of procurement, dissemination, production of
communication materials and guidelines, evaluations, orientations and M&E, all of which were no
doubt affected by the budget constraints being faced across all government departments. However,
it should be noted that because of the budget restrictions, some Global Fund resources were
reprogrammed for procurement of priority health products, with subsequent reduction of
programme activities. Of concern was the large number of district coordination activities that were
not carried out.
A number of activities not achieved in the past year have been on the list of non-achievement for
two or more years. Lack of funding is often ascribed as the reason for this, but it is also arguable that
the reason the activities are not carried out is because they are deemed to be of lower priority. The
new NSP offers an opportunity for a reappraisal of the activities, targets and goals within the IAWP.

Prevention
The new 2015–20 Prevention Strategy reflects a radical departure from the previous approach by
shifting from an intervention focus to a population focus, moving from a free-standing biomedical
intervention focus to an emphasis on combination prevention, broadening responsibilities beyond
the health sector and shifting from centralised to decentralised programming.
Targeted print media and electronic media communication products
During the year under review, there were no set targets for print materials to be developed and
distributed, an indication that focus on print media has waned. HIV and AIDS messages continue to
be disseminated through radio and television; however, targets have not been met for the past two
years (at least partially as a result of reprogramming of Global Fund resources to other critical areas).
As such, there were no disbursements of funds to implementing partners. New and existing radiolistening clubs have been supported during the period under review, but they have not yet been
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established in all districts of the country. There are challenges with some (although not all) religious
and traditional healing messaging especially on faith healing and remedies that heal AIDS. These are
counter to government policy and accepted scientific evidence – leading to confusion among
communities, as well as issues of adherence.
To complement print and electronic media, other innovative HIV and AIDS communication modes
such as interactive audiovisual services, one-on-one sessions, performance and interactive
communication methods were utilised in 2014/15.
Youth-friendly health services
During fiscal year 2014/15, the National Youth-Friendly Health Services (YFHS) Strategy 2015–20 was
developed. The Marriage, Divorce and Family Relations Act was also enacted, creating a conducive
legislative environment to support young girls, especially against early marriage. Demand for YFHS
was partly met through health facilities, drop-in centres and outreach programmes; however,
awareness and even use of the YFHS programme was still low in Malawi and YFHS were still not
available in all districts. Challenges were noted in relation to reaching young people living with
disabilities, particularly those with hearing and visual impairments, with both information and
services.
Condom and lubricants programming
The fiscal year 2014/15 recorded the highest condom distribution ever for both public and socially
marketed condoms, with a total of 71,008,826 condoms being distributed against a target of
40,240,000. The increase is attributed to a number of factors, among them being the establishment
of district condom committees. However, despite these achievements, challenges still remain
including frequent stock-outs; poor accessibility, especially in rural areas; inaccurate condom
forecasting; low condom access and lack of appropriate lubricants for key populations; and low
uptake of female condoms.

Biomedical prevention
HIV testing and counselling
The scale up of the HIV testing and counselling (HTC) programme is stalled and HTC uptake remains
insufficient to allow the planned increases in ART coverage. HTC remains the most critical limiting
factor to reaching the 90-90-90 targets in the NSP. Provider-initiated HIV testing and counselling
(PITC) is well established in antenatal care (ANC), maternity and tuberculosis (TB) clinical settings, but
is not yet sufficiently offered in other health settings (e.g. STI clinics, maternal and child health
services). Approaches to promote HTC through outreach among populations at highest risk (key
populations, partners and children of positive persons) have not yet taken off. Insufficient
deployment of qualified staff continues to represent the major bottleneck to scaling up HTC services
(although may, to a certain extent, be mitigated by the recruitment of HIV Diagnostics Assistants in
the future). Quality of HTC services has become compromised as a result of inadequate supervision
and the virtually non-existent application of quality assurance (QA) protocols. The inadequate
distribution and availability of test kits continue to raise concerns.
Prevention of mother to child transmission (PMTCT)
Uptake of HIV services in ANC and maternity continues to improve, but a significant proportion of
HIV-positive pregnant and breastfeeding women are still not initiating or continuing ART and it
seems that a large proportion of their infants are still not receiving a full course of nevirapine (NVP)
prophylaxis. Measures are still not generalised to identify women who may initially test seronegative
and subsequently seroconvert during pregnancy or during breastfeeding. Despite considerable
investments in the follow-up of HIV-exposed infants and the early diagnosis and entry into care of
those who become HIV-infected, major challenges remain. Enrolment of HIV-exposed infants into
care is adequate, but loss to follow-up, while decreasing, is still high and early infant diagnosis (EID)
using DNA-PCR tests remains problematic. There continue to be gaps all along the PMTCT cascade,
including inadequate identification of HIV-positive pregnant/breastfeeding women, inadequate
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identification and retention of HIV-exposed children, low access to and uptake of HIV testing for
children (DNA-PCR and rapid tests) and weak linkages between child health services (such as
immunisation) and HIV services. As coverage of the various interventions along the cascade
increases, the law of diminishing returns will apply, requiring even more aggressive efforts to identify
and manage HIV-exposed children.
Sexually transmitted infections
It is likely that a very large proportion of STIs in Malawi are not being properly diagnosed and
treated. Persons with STIs are not being offered PITC and in-depth risk reduction counselling.
Challenges include insufficient STI-trained providers in the facilities, poor documentation and
reporting from both public and private facilities and inadequate funding for the programme to carry
out most of its planned activities. The availability of STI drugs remains problematic.
Voluntary male medical circumcision (VMMC)
The VMMC targets set for the year under review have been surpassed, but the number of VMMC
performed is still lower than in the previous year. Challenges faced include insufficient skilled staff to
conduct VMMC, low demand and uptake, insufficient intensity and coverage of demand generation
activities.
Blood safety
The Malawi Blood Transfusion Service (MBTS) ought to be the sole implementer of blood collection
and distribution in the country, but it is insufficiently resourced to meet its targets for the sourcing of
blood from voluntary donations and adequate screening of all blood products.

Treatment care and support
The ART scale up trajectory for adults is adequate for meeting the 90% ART coverage target but a
considerable push will be required, given the tight timelines and the ever-increasing difficulty of
identifying populations in need of treatment. ART coverage among children is not adequate,
however, and needs more attention. It is clear that Malawi will need to do things differently to reach
the new 90-90-90 targets. Inadequate levels of HTC, and especially PITC, are undoubtedly acting as a
bottleneck to reaching higher levels of ART coverage. High levels of losses to follow-up at all stages of
the continuum of care threaten progress in reaching the third ‘90’. Furthermore, viral load coverage
is low at 26% of need. Laboratory capacity for immunological status assessment and monitoring, and
related processes for collecting specimens and reporting results, are insufficient to meet rapidly
increasing needs in the future, especially with respect to viral loads, which is necessary for
monitoring progress in reaching the third ‘90’.
Human resources (HR) for health issues loom large as the number of health workers trained in HIV
treatment and care is not keeping up with the increasing client load and the decentralisation process.
Stock-outs of essential commodities are less of a problem than in previous years, but occasional
stock-outs still occur of antiretroviral drugs (ARVs) (especially alternative ARVs), CD4 reagents and
drugs, especially at peripheral levels. Storage capacity for these commodities is acutely limited at all
levels of the health systems and needs to be addressed to improve drug availability and security.

Impact mitigation
The Nationwide School Bursary Review, which focused on the Education Support Programme, was
completed in 2014. During 2014/15, the review of the Impact Mitigation Conceptual Framework was
also undertaken, leading to the development of the Impact Mitigation Guidelines, which present a
framework for programme coordination and implementation. While the number of households with
orphans and vulnerable children (OVC) that received psychosocial, material and medical support to
care for the child surpassed targets, there was only a 38% achievement in relation to the number of
children supported under the bursary programme (although this does not include targets by other
partners). There was no enrolment of new bursary recipients under the NAC-funded programme, and
even though the programme continued to support those that were already recipients, there was
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evidence at community level that some of those already enrolled have still not received their
support. There has been a reduction in OVC support over the years due to reprioritisation of
resources, with NAC funding from the Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM)
Round 5 expiring in 2011. The bursary packages were described as inadequate as they provided less
than what is stipulated in the guidelines for education support to OVCs. However, it is important to
highlight that the target and achievements under this indicator are not inclusive of targets by other
implementing partners such as Campaign for Girls Education (CAMFED), UNICEF and the Ministry of
Education.

Empowerment of people living with HIV
Networks of people living with HIV (PLHIV) were positive about their ongoing inclusion in finalising
the new NSP. However, they were less positive about the emphasis of the final Global Fund Concept
Note, citing the limited funding available to combat stigma and discrimination, to support civil
society strengthening, to enhance community support to testing and treatment adherence, and to
expand community linkages with health facilities. Activities carried out in the year under review
include support to Malawi Network of People living with HIV and AIDS (MANET+), National
Association of People Living with HIV and AIDS in Malawi (NAPHAM), Malawi Human Rights
Commission (MHRC) and Malawi Network of Religious Leaders Living with HIV/AIDS (MANERELA) to
carry out campaigns against stigma, as well as to carry out advocacy sessions for groups of PLHIV at
the district level. In general, there was mixed evidence from the community-based organisations
spoken to about their engagement with umbrella organisations, given the resourcing challenges at
every level.

Mainstreaming and linkages
Gender equity and equality, multisectoral inclusion and human rights are three of the nine guiding
principles of the NSP 2015–20. Gender mainstreaming activities continued in 2014/15, including the
Gender Equality and Women Empowerment Programme piloted in 13 districts; the Enrolment and
Retention Programme aimed at improving girl child education, and the Readmission Programme for
girls going back to school.
Most mainstreaming indicators did not achieve annual set targets due to the decrease in resources
available. During the year under review, the Ministry of Gender, Children and Community
Development, with support from UN Women and UNAIDS, embarked on the development of a
costed Gender/HIV Implementation Plan to more explicitly articulate gender related issues and
interventions.

Sustaining the HIV and AIDS research agenda
The research agenda suffered major setbacks in the past year, mainly due to financial constraints. A
number of studies failed to be implemented and no new research projects were initiated under the
auspices of NAC. Despite the lack of resources, it is clear that appropriate and effective programme
strategising, planning and budgeting cannot be carried out without a strong evidence base of data to
guide and inform thinking. Even in a resource-restricted environment the research agenda must be
supported to provide necessary evidence and therefore requires ‘champions’ both in NAC and the
Ministry of Health (MoH).

Monitoring and evaluation
Challenges remain in the monitoring of the HIV and AIDS response in Malawi. First, not all agencies
implementing HIV and AIDS activities provide reports to the district councils. This is especially true of
CBOs and NGOs that do not receive funding directly from NAC. Draft MOUs have been developed for
NGOs and CBOs working at the district level to sign, with clauses stipulating reporting requirements
and imposing penalties for non-compliance. However, these draft MOUs have not yet been finalised.
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There continues to be discussion about the need to improve the M&E system, including
implementing a web-based health management information system (HMIS). Given the current state
of the reporting system, the level of infrastructure in many districts and the overall restrictions on
HIV resources, this is something that may not be possible to implement in the short term. However,
Malawi has recently received support from the Bill and Melinda Gates Foundation (BMGF) to
strengthen the HIV M&E system.

Finances
The Government of Malawi increased its contribution to the Pooled Funding Mechanism in 2014/15
by 700% compared to 2013/14; however, the Malawi National HIV Response remains highly donor
dependent. The donor dependency ratio for 2014/15 was approximately 98% for the resources
passing through NAC. The Global Fund was the single largest contributor to resources passing
through NAC, providing US$ 102.2 million or 88% of the total receipts for 2014/15.
The Round 3 resource mapping 2014/15 budget data indicated a total budget of US$ 214.6 million
for the Malawi National HIV Response. The largest allocation by programmatic intervention was to
treatment/care and prevention (50% and 20%, respectively). Actual expenditure results for
treatment/care and prevention for the response through NAC show a combined share of 97% (93%
and 4%, respectively). Significant resources from the budgets of USAID, CDC, MSF, DFID and CHAI are
not passing through NAC.

Procurement
Grant recipient organisations continued to raise concerns about the responsiveness of the NAC
procurement system, which they consider slow in some instances. Despite continued low overall risk
status in procurement for NAC and grant recipient organisations (GROs), the International
Procurement Agency’s (IPA) independent ex post procurement audit revealed a significant increase
for combined high and substantial risk rating for 2013/14, carried out in 2014/15. Discussions with
NAC and the World Bank revealed that new GRO entrants to the NAC Grant Facility experiencing exprocurement audits for the first time performed poorly particularly in instances where NAC coaching
and mentorship on procurement had not been conducted.

Grant facility
The automation of the grants management system continued in 2014/15 but implementation of
some key features is still outstanding. The internal audit system has not been procured, but NAC’s
reduced grant-making role may require it to compare costs and benefits of continued
implementation.
The delay in funding disbursement to NAC by the World Bank saw delays in disbursements to the
GROs. This meant in some instances key activities had to be suspended. The funding situation with
several CSOs is becoming critical, largely affected by the reductions (or, in some cases, absence) of
NAC funding. This has seen some GROs (such as Malawi Network of AIDS Service Organisations
(MANASO)) retrenching staff.

Cross-cutting issues
This year’s data collection highlighted some cross-cutting issues – drawn from evidence collected
across the themes of the review.
Human and financial resources
The past year has been marked by major finance gaps at all levels, and financing flows have been
unpredictable. The resource gap is not simply financial, but also human, with a large number of posts
not being filled. Implementation of 90-90-90 and increased numbers on treatment will require a
greatly increased workforce in the health and ancillary sectors. The development of the HIV
diagnostic assistant (HDA) cadre is one step taken, but it will not solve the overall human resource
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needs in the sector. The number of health workers trained in HIV treatment and care is not keeping
up with the increasing client load and the decentralisation and service integration processes.
There has been reduced funding to CBOs and NGOs that have hitherto been the recipients of Global
Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) and other funding through NAC. These
funding cuts will also reduce the funds for staff that are needed to carry out the various communitybased activities that support and advocate for the HIV response.
Institutional roles
There is a need for alignment and harmonisation to support a coordinated, comprehensive and
coherent response. In a resource-scarce landscape, coordination of the national HIV response will be
even more important. The ongoing institutional assessment will inform this, but with the reduction
of NAC’s role as an administrator of GFATM funds, it seems to be an opportune time for NAC to be
more proactive in its coordination role.
Key populations
One of the guiding principles of the new National Strategic Plan 2015–20 is ‘improved targeting of
critical interventions to key and vulnerable populations’; similarly, the goals, strategic objectives and
guiding principles of the 2015–20 HIV Prevention Strategy build on the paradigm shift from an
interventions focus to a populations focus. Recognising that different populations within Malawi
have specific HIV prevention needs, and that resources are limited, the HIV Prevention Strategy
focuses on priority populations with specific and targeted interventions needed to reduce HIV
infections among those groups.
Services for key populations are being provided by a number of agencies, but it is not clear whether
ART services are currently reaching high-risk but hard-to-reach populations, such as mobile
populations and key populations, who face more problems in accessing care, even in urban areas
where public health services are available but may not be welcoming to stigmatised groups. Sex work
and men who have sex with men (MSM) activities (in addition to injection drug use) are criminal
offenses in Malawi, and despite work being done with the police and law enforcement officials, a
high level of stigma, discrimination and associated violence still occurs.
The role of the community within the national response
Given the pressure on the human resources for health and health facilities in Malawi, community
members are needed to complement the efforts of the public sector. CBOs already do valuable work
at community level but they are not well resourced or supported, and links between the formal
sector and community structures are weak. A review of innovative models for HIV service delivery
being implemented in Malawi for different populations, together with a summary of recent evidence
for community engagement across the HIV prevention, care and treatment cascade emphasised the
importance of the inter-linkages between the formal health system and the community.
The major challenge will be to implement the 90-90-90 strategy, especially the first ‘90’ (to support
greater access to HTC) and the third ‘90’ (to promote improved adherence and better follow up of
persons on treatment), which will both demand community involvement and outreach in the face of
decreased support to those community-based entities that will be vital to ensuring follow-up,
outreach and community mobilisation.
Striking a balance between programme areas, geography and equity
In the drive to reach the target numbers of the 90-90-90 strategy, there is a danger that resources
will not continue to be set aside for the education, community mobilisation, advocacy and general
prevention efforts carried out at the community as well as district and national level.
The focus on high-priority districts and high-risk key populations should not result in a deterioration
of HIV prevention, testing and treatment services and activities in lower-prevalence regions of the
country or reducing access to HIV services for those populations not deemed to be high-risk. There
are no parts of the country where there is zero risk of HIV transmission, and basic equity issues
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would demand that all Malawians have access to HIV testing, prevention and treatment services.
With proper targeting of the right interventions and involvement of communities and other key
stakeholders, there is still opportunity for prevention, advocacy and other activities for the general
population to take place in the pursuit of population and geographical targeting.

Recommendations
Comprehensive multisectoral response
 The Ministry of Health and other stakeholders should ensure the enactment of the HIV Bill,
which will facilitate the enabling environment, in particular supporting the new National
Strategic Plan, and the mandate for NAC.


Following the ongoing institutional review, NAC should work closely with the MoH and other key
partners on the coordination of the roles in the HIV Response.



Following the results of the institutional review, NAC should carry out a detailed functional
analysis to assess whether its current structure suits its mandate (as defined by the NSP and the
institutional review).



NAC should use its decreased role in grant-making as an opportunity to strengthen its leadership
and coordination activities and communication on this role.



NAC should work closely with the HADG and UNAIDS to support civil society coordinating bodies.



NAC should continue to support the overall discussions on sustainable health financing and
develop an organisational Resource Mobilisation strategy.



NAC should work with the MoH to assess HR needs for implementing the NSP and develop a
Human Resources for Health Plan.



Given the continuing focus on decentralisation, NAC should define its role in the new districtlevel structures and processes, using as a guide the recommendations of the ongoing
institutional review.



NAC should ensure a continuing focus on the coordination between community groups and
health facilities at the district level to ensure the achievement of the new NSP targets. To that
end, NAC should strengthen district-level mapping, planning, supervision and reporting systems.

Assessment of progress towards achieving IAWP targets
 Using the criteria of Goals and financial sustainability analysis that went into the formulation of
the 2015–20 NSP, NAC and partners need to look at the underlying assumptions forming the
basis for target setting, with a view to crafting the targets at sufficiently high but also realistic
levels.


Stakeholders should review the targets and activities not achieved in the past three years and
downgrade those activities that, for reason of programme shifts or lack or resources, are no
longer regarded as high-priority activities.

Prevention
Print media, electronic and other communication modes
 NAC should ensure that implementers of HIV and AIDS intervention programmes build BCC
messaging in the 90-90-90 agenda to create demand for services, to improve adherence and to
sustain programme gains.
 Implementing partners need to strengthen strategic partnering and linkages for a holistic
approach to HIV and AIDS messaging and service provision.
 NAC and MIAA need to be more fully engaged in the response and encouraged to advocate for
correct messaging in line with government policy (i.e. in relation to the effectiveness of ART
compared to divine healing).
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Youth-friendly health services
 MoH should increase coverage to reach all youth with services and information (hard-to-reach
areas, youth living with disabilities, youth living with HIV).


NAC should use its coordinating role to strengthen coordination between the ministries of
Justice; Gender, Children, Disability and Social Welfare; and Education, Science and Technology
to utilise the Marriage, Divorce and Family Relations Act for the protection of girls and young
women.



YONECO and the National Youth Council should work to promote health talks among adults and
youths on sex and sexuality.



MoH should improve condom distribution to reduce HIV infection and unwanted pregnancies in
young people.



The MoH should utilise the recommendations of the 2014 Evaluation of YFHS in Malawi to
address the gaps identified in service provision.

Condom and lubricants programming
 Build on progress made in condom distribution and support and strengthen district condom
committees to sustain the programme, especially at district and community level.


MoH should establish a clearer chain of command in condom promotion and distribution.



Strengthen linkages between health facilities and CSOs/CBOs to continue utilising utilise
community structures for condom distribution (drop-in-centres; youth clubs; support groups).



Use condom champions to promote uptake in targeted key populations and special population
sub-groups.

HIV testing and counselling
 The planned scale-up of HTC through a strategic mix of facility and targeted outreach-based
models to reach populations at greatest risk must urgently be taken forward to reach the new
NSP’s ambitious targets.
 The drive to deploy HDAs within the health structure must be accelerated.
 The quality of HTC services requires more attention (e.g., the new testing guidelines should be
finalised and used in capacity-building and supervisory activities; confirmatory testing must be
mandated).
 Further improvements in the distribution of test kits are needed to prevent any stock-outs.
PMTCT
 Overall, more efforts are needed to retain mother-infant pairs within the care system. These
could include: facility-based improvements to client flow; changes in recording systems (to link
mother and child); strengthening of reminder and defaulter tracing systems; active tracing of HIVexposed infants and case finding of children with HIV throughout the health care system and in
the community; the introduction of point-of-care testing machines for EID and systems to
facilitate the transport of specimens and the provision of results. More integration of services for
both mothers and children should facilitate the implementation of these improvements.
 Additional HIV tests should be offered to women at regular intervals during pregnancy and
lactation, as recommended in the HTC guidelines, given that an increasing proportion of vertical
transmissions will occur in association to seroconversions during this time. The verification of a
previously negative test result is not enough.
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STIs
 To address key challenges in the implementation of the STI programme, more STI service
providers should be trained; sufficient drugs and supplies for STI services should be provided; and
monitoring and supportive supervision should be strengthened. A particular focus is required on
providing PITC and risk reduction counselling to STI patients.
 There is also need to scale up dedicated services for regular STI screening and management
among key populations, such as sex workers and MSM.
VMMC
 Targets and strategies for the future roll-out of VMMC will likely need to be revised according to
the availability of resources through to 2016–17.
 The ‘public health approach’ to VMMC may need strengthening with respect to its reach into the
community for demand creation and service delivery. A detailed assessment of this
implementation model would be useful to identify ways to optimise its effectiveness and
sustainability and build a case for continued funding into the future.
Blood safety
 It is imperative that a stable and predictable funding base be secured for the MBTS so that it can
fulfil its role in ensuring a safe blood supply for all citizens. Additional sources of funds need to be
identified, given that blood safety addresses many health concerns beyond HIV and AIDS.
Treatment care and support
The following recommendations apply to all biomedical interventions, not just ART, and need to be
taken forward under the leadership of the MoH, with the support of NAC and all technical and
implementing partners:


Select, formalise and generalise innovative approaches to enlist lay health workers in health
facilities and in the community who provide support to health workers in counselling,
management and follow-up of clients, and to develop community systems for ART service
delivery.



Develop harmonised standard operating procedures (SOPs) for all key interventions in the
continuum of care (starting from HTC) for all sites (in collaboration with implementing partners).
Develop integrated sample transportation and reporting systems for all key laboratory tests (EID,
sputum, viral load, etc.).
Develop operational guidelines for implementation of an integrated package of all key
interventions at district level, with enhanced community health systems and strengthened
community-facility linkages.
Improve and expand infrastructure to accommodate scale-up (with adequate spaces for HTC,
ongoing counselling, storage of drugs and commodities, etc.).





In taking forward these recommendations, particular attention must be paid to:
 Human resources for health issues as the number of health workers trained in HIV treatment and
care is not keeping up with the increasing client load and the decentralisation and service
integration processes.
 Judicious use of community systems is imperative to not overwhelm the formal health service, as
this would inevitably further compromise quality of care. This is discussed further in section 14.
 Increasing coverage is important but should not be effected at the cost of improving
comprehensiveness and quality of care.
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Impact mitigation
 Increase resources for impact mitigation to strengthen the provision of comprehensive support
for OVCs Engage partners in OVC support to increase resources for OVC education and support.


Strengthen community structures to support evidence-based OVC interventions.

Empowerment of people living with HIV
 Support the development of enabling environment through the enactment of the HIV Bill.


Ensure the completion of the new Stigma and Discrimination Survey to ensure the best use of
resources.



NAC should work with PLHIV networks on approaches to enhance community engagement in the
differentiated models of service delivery – in ways that empower PLHIV and makes the most of
their potential to address key gaps and enhance the response.



Support the planning, implementation and monitoring of differentiated models of service
delivery.



Implement mechanisms to strengthen the technical capacity of CBOs.

Mainstreaming and linkages
 Civil society and NAC should advocate for the enactment and review of legal instruments and
strategies that support mainstreaming of gender, HIV, human rights and culture.


Strengthen coordination among ministries to achieve mainstreaming targets.

Sustaining the HIV and AIDS research agenda
 Even in a resource-restricted environment the research agenda must be supported to provide
necessary evidence and therefore requires ‘champions’ both in NAC and the MoH.




Carry out those research studies that are of greatest priority, in keeping with the priorities set
out in the HIV and AIDS Research Agenda. These could include the conduct of a NASA, antenatal
surveillance and adherence monitoring).
NAC should prioritise the finalisation of the research database.

Monitoring and evaluation
 District councils should finalise the MOU template to govern CBO and NGO activities at the
district level, including reporting requirements and penalties for non-reporting.


NAC in collaboration with the MoH should carry out the essential M&E activities not achieved in
the past two years, especially the antenatal surveillance study and a NASA.



Give priority to filling all district posts, including District AIDS Coordinators and District M&E
officers.

Finances
 Harness new opportunities provided by the new NSP for a larger coordination role in the Malawi
National HIV Response. The key opportunity identified by the 2014/15 IRT is mobilisation of
funding resources for the several NGOs, CBOs and district-based organisations (DBOs) that
previously received considerable funding from NAC over the years and contribute significantly to
the Malawi National HIV Response.
 Consider implementing the Malawi Sustainability Financing study recommendations to grow
domestic funding base and gradually reduce reliance on funding from external sources.
 Consider undertaking NASA third study to incorporate 2012/13 and 2013/14.
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 Coordinate budget resource mapping information with MoH and other players to find ways of
obtaining financial performance information necessary for the coordination of the Malawi
National HIV response from other significant contributors.
 Finalise stakeholder consultations on Resource Mobilisation Strategy; consider lobbying
parliamentarians for bill support before bill is considered by Parliament.
Procurement
 Improve the communication strategy with GROs to facilitate timely technical support on
procurement to improve programme implementation and facilitation of GRO central
procurements. NAC must ensure continued discussions and official communication with GROs
where procurement challenges are being experienced with central procurement process; this will
reduce negative perceptions from the GROs.
 Ensure all new GROs receive NAC coaching and mentorship technical support on procurement
local shopping and central procurement methods before disbursement to the GROs to reduce risk
of questioned costs and ineligible expenses.
Grant facility


Continue to engage donors to address lack of funding for CSOs and continue with fund raising
efforts on behalf of the GROs to reduce the negative impact on the Malawi National HIV
Response.



Review the costs and benefits of continued automation of the grants management to include
interface and integration with the financial management system and internal audit system in
view of the changes in NAC that are promoting the official mandate of coordination role.



Consider improving communication by providing official documented information to the partners
to correct the misconceptions created as a result of delays in disbursements.

Cross-cutting issues
Institutional roles
 There is a need for better harmonisation to support a coordinated, comprehensive and coherent
response.
 NAC should ensure a continuing focus on the coordination between community groups and
health facilities at the district level to ensure the achievement of the new NSP targets.
 NAC should strengthen district-level mapping, planning, supervision & reporting systems
accordingly.
Key populations
 An increased public dialogue and legislative reform are still needed to bring the issues and risks
facing key populations more into the open and create a more enabling environment for reaching
out to the populations at risk of HIV.
 The special needs of younger key populations need to be considered when designing youthtargeted prevention, testing and care interventions.
 Some programmes in Africa have established designated clinics for key populations, especially in
urban centres, following the outreach and care models for KPs being used, and this should be
considered in an expanded KP response.
 Planners and researchers need to consider KPs as candidates for PrEP pilot projects.
The role of the community within the national response
 Mapping of the roles and resource needs of civil society has been done (the Community Charter)
but needs to be done on an ongoing basis.
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 Efforts need to be taken to align, harmonise and formalise promising approaches to address gaps
in the continuum of care in ways that empower community members (including PLHIV and most
affected populations) and makes the most of their potential to address key gaps and enhance the
response.
 Community systems for the delivery of priority HIV interventions urgently need to be
strengthened or developed, and resourced. This is of highest priority in taking forward the NSP
2015–20 and could potentially be a game changer for Malawi. Some key actions to be taken in
this regard include:
o Align, harmonise and formalise promising approaches to address gaps in the continuum
of care in ways that empower community members (including PLHIV and most affected
populations) and makes the most of their potential to address key gaps and enhance the
response.
o Harmonise job descriptions, training requirements and remuneration packages.
o Develop a clear HR plan for implementing selected approaches, and assess the long-term
resource and institutional implications.
o Ensure that these approaches form an integral part of operational guidelines for
implementation of an integrated package of key interventions at district level.
Striking a balance between programme areas, geography and equity
 Given the limited resources, there is a need to maintain evidence-based prevention interventions
and planners need to take these into consideration when prioritising resource allocations.
 The limited resources and the need to channel most resources into the highest-risk districts
should not mean that districts where the risk is lower but still significant suffer a decrease of
effective interventions in their programmes. In these districts – as in the highest risk districts –
interventions and resources must be targeted to reach those most at risk and/or likely to be
infected and who need support for staying on ART.
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1. Introduction and methodology
1.1. Introduction
There are an estimated 1.1 million people in Malawi living with HIV, a prevalence of 10% among adults 15–49
years old.1 Both incidence and prevalence of HIV are declining overall, with annual new infections reducing from
55,000 in 2011 to 34,000 in 2013.2 At least half of these infections are occurring among young people aged 15–
24 and in groups previously considered to be at low risk, such as couples and partners in stable sexual
relationships.
In June 2014, a review of the Malawi National HIV and AIDS Strategic Plan 2011–16 (NSP) was commissioned by
the National AIDS Commission (NAC) to identify key achievements, challenges and emerging issues in the
management and implementation of the national HIV and AIDS response, and to create the opportunity to
redefine the national response to focus on the global response of the three zeros (zero infections, zero deaths
and zero discrimination). Another critical factor in the timing of the NSP review and revision process was the
increasing emphasis on fiscal efficiency and responsibility and on using an investment approach to drive
planning. The review led to the finalisation of the new National Strategic Plan 2015–20, one of the key events in
the past year that informed this year’s independent review.
This annual review coincides with a period of significant changes in terms of the HIV and AIDS response in
Malawi and NAC’s role within that. In addition to new Strategic Plans and Programmes being initiated, there has
also been a proposed shift of the Global Fund for AIDS, TB and Malaria (GFATM) grant principal recipient (PR)
from the National AIDS Commission to the Ministry of Health and ActionAid. Although the changeover had not
yet occurred at the time of review,3 the new arrangements of the GFATM funding modalities and the end of
NAC’s role as grant-maker informed much of the discussion in this year’s data collection.

1.2. Review objectives
As part of the Memorandum of Understanding (MOU) between the Government of Malawi (GoM) and
development partners who contribute to the implementation of the National HIV and AIDS Strategic Plan, the
NAC is required to carry out an Annual Review of the Integrated Annual Work Plan (IAWP) developed for HIV
and AIDS response. The IAWP is composed of two components: the NAC-initiated IAWP, which focuses on the
management and coordination of the national response, and the partner-initiated IAWP, focused on
programmatic interventions for HIV and AIDS response in the country. Each of the IAWPs contains milestones
and targets for each activity/intervention area.
The objectives of this year’s annual review were to:4
 Provide NAC management and staff with an independent assessment of progress in implementing the NSP,
based on cumulative annual work-plan progress.
 Assess progress in strengthening M&E systems and the M&E process more generally.
 Assess progress in achieving social and gender programme targets, in particular equity of access to goods
and services provided through the NSP.
 Assess the adherence to the Joint Partnership MOU by all signatories.
 Provide NAC management and staff with qualitative feedback on selected themes critical to achieving
programme objectives, including lessons from international experience.
 Identify successful approaches that merit expansion and scaling up as well as areas needing particular
attention.

1

UNAIDS estimates for 2014 (http://www.unaids.org/en/regionscountries/countries/malawi).
National AIDS Commission; Official HIV and AIDS Statistics 2014; 2014.
3 The period under review for this report is 1 July 2014 to 30 June 2015.
4 These objectives are the same as in the previous year’s assessment. No changes were requested by either NAC or Itad and so the
objectives of the review remain unchanged.
2
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Enrich the annual review process and contribute to the planning process of the subsequent year’s IAWP,
with the goal of enhancing implementation effectiveness.

In addition, NAC tasked the IRT to explore the specific theme of ‘Community-based care and support for preART and ART programmes in Malawi’.

1.3. Review methodology
Data collection process
The review was based on an extensive appraisal of documents provided by NAC and other stakeholders;5 and
primary interviews at both the national level (across sectors) and district level during September–October 2015.
Stakeholders consulted included NAC staff members, government representatives, development partners, civil
society and umbrella organisations, and service providers. A list of stakeholders and institutions consulted is in
Annex A. Over the course of two weeks, more than 80 meetings were scheduled and more than 120
stakeholders were met, either individually or in small groups.
The core review team spent six days meeting key informants and NAC personnel in Lilongwe, and then spent
three days based in Blantyre, at which time visits were made to key informants, institutions and CBOs in Zomba,
Phalombe and Mulanje Districts. This was followed by a further three days in Lilongwe for some more meetings
and debriefing sessions, both with NAC and with a panel of stakeholders. A separate team of two researchers
also visited more remote districts (Nhkata Bay and Ntcheu), meeting with local key informants and visiting
facilities. Their report is submitted as Annex F to this report, but many of their findings are included in the main
report.
Interview questions were structured to elicit information from relevant stakeholders and efforts were made to
triangulate information from various sources for veracity. Through reviewing the IAWP, the following features
of the national response were scrutinised by the review team:
i.
The national response itself (progress against targets set for each thematic area in the IAWP, namely
behavioural change, health sector response, impact mitigation, HIV mainstreaming).
ii.
Governance and leadership.
iii.
Progress on gender issues.
iv.
Financial and procurement arrangements.
v.
M&E arrangements.
vi.
The grant facility.
The review team presented preliminary findings to representatives from both NAC and development partners in
a total of three presentations that followed the data collection period. This functioned to allow stakeholders to
provide comments on the initial findings and recommendations, and have informed the drafting of this report.
Report structure
The findings contained within this report are substantively structured according to the activity areas identified
above – each section reviews progress against targets in the national response. In addition, a number of crosscutting issues emerged, and these are discussed in Section 14. Supplementary information, including a summary
of the status of implementation of last year’s recommendations, is presented in Annexes D, E and F to the main
report.

5

A full list of documents consulted is attached at Annex B.
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REVIEW FINDINGS
2. Comprehensive multisectoral response
2.1. Programme coordination and management
2.1.1

Key National Processes 2014–15

The period under review has seen significant achievements and challenges. Firstly, in terms of critical
developments, both the National Strategic Plan for HIV and AIDS 2015–20 (NSP 2015–20) and the National HIV
Prevention Strategy were completed and approved by all stakeholders during the review period.
The new NSP 2015–20 will focus on meeting the UNAIDS 90-90-90 targets6 through identifying critical
programme and system gaps and ensuring those gaps are closed within the next five years. The NSP cuts across
multiple sectors, including health, and creates a common understanding for all HIV and AIDS stakeholders:
government, civil society, the private sector and development partners to work together toward achieving the
expected results. The NSP is not intended to replace or duplicate other strategies; rather, it provides the context
within which other sectoral strategic plans and budgets should be formulated, monitored and coordinated.
The new National HIV Prevention Strategy (2015–20) is a guiding tool for designing and implementing
evidence-based, rights-sensitive and targeted HIV prevention interventions to support the achievement of the
ambitious 90-90-90 treatment targets which are adopted in the revised NSP. The expected overall impact of the
2015–20 Prevention Strategy is that new HIV infections in Malawi will have been reduced by 70% by 2020. It
focuses on delivering tailor-made HIV prevention intervention to specific high-risk groups and incorporates ART
as one of the prevention strategies. The new strategy reflects a radical departure from the previous approach7
by: (a) shifting from an intervention focus to a population focus; (b) moving from a free-standing biomedical
intervention focus to an emphasis on combination prevention; (c) broadening responsibilities beyond the health
sector; and (d) shifting from centralised programming to decentralised programming.
Data on key and vulnerable populations, disaggregated by age and sex, inform service delivery and prioritisation
as outlined in the prevention packages. The epidemiology of each district will determine the most suitable
packages for populations at risk. The prevention strategy therefore combines approaches and multiple risk
reduction options that address the needs of different populations. The mix of approaches will vary by
epidemiology, transmission dynamics, and be tailored to each context. There will be a need to continuously
assess and modify the combination package to reflect shifts in the epidemic over time while at the same time
appreciating that combination prevention is a macro concept, while implementation happens at a micro level.
Dissemination of both the new NSP and the HIV Prevention Strategy is taking place – this has occurred at the
regional level and commenced at district level (for example, with the District AIDS Coordinators (DACs)). An
Operational Plan to support the NSP was developed and costed with support from CHAI to the end of 2017.
To support the National Strategic Plan and its ambitious goals of 90-90-90, CSOs reviewed how they should be
contributing strategically to these new targets, through aligning to support linkages between health facilities
and the communities around them. They launched the MCC8 alongside the launch of the HIV and AIDS NSP
2015–20. The MCC is the CSOs’ strategy to align their work to the ambitious 90-90-90 targets, and defines
processes and activities that need to occur at the community level (implemented from within as well as from
6

By 2020, 90% of all people living with HIV will know their HIV status. By 2020, 90% of all people with diagnosed HIV infection will
receive sustained antiretroviral therapy. By 2020, 90% of all people receiving antiretroviral therapy will have viral suppression
(http://www.unaids.org/en/resources/documents/2014/90-90-90).
7 The HIV Prevention Strategy (2011–16) provided the overall framework and guidance for all prevention interventions through 2014.
Additional strategies and guidelines supported the implementation of specific preventive interventions such as condom use, VMMC,
HTC, EMTCT and Behavioural Change Communication (BCC).
8 NAC/UNAIDS; Malawi Community Charter on Getting to 90-90-90; 2015.
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outside) in order to support, maintain and strengthen the essential linkages between health facilities and the
communities around them.
During the year, Malawi has experienced major gaps in resources, both financial and human, at all levels and
financing flows have been unpredictable. Delays in the development and submission of the Global Fund Concept
Note resulted in a financing gap – with one Global Fund grant completing at the end June 2015 and the new
grant yet to be signed (although the Global Fund has extended funds for essential treatment). Additionally,
delays have been caused by the proposed change of the principal recipient from NAC to the Ministry of Health
and ActionAid. The new principal recipients still have to establish programme management units, finalise
budgets and sign grant agreements.
On top of the decrease in Global Fund resources, other funding through NAC has decreased (for example, from
DFID (see section 11). Overall this has led to a significant reduction in resources (particularly institutional
support) for umbrella groups, networks and CBOs – leading to reports of staff redundancy and projects
finishing. As Malawi gears up to commence implementation of the new NSP, it is evident that CSOs are critically
under-resourced to play their assigned roles in the national response. To address this crisis the HIV and AIDS
Donor Group has been working with the leaders within civil society to arrange interim funding for groups; it is
hoped that this emergency funding will create the bridge to ensure civil society’s ability to support the
community linkages models. There will be bigger implications next year as some groups move to zero funding
from NAC.
The HIV Bill has still not been enacted since its first inception in 2008. During last year’s annual review, the Bill
was still in the consultation phase and the revised bill was then taken to the Ministry of Justice by the
Department of Nutrition, HIV and AIDS (DNHA). The bill has now moved to the Ministry of Health, which needs
to take it to the Cabinet level for final review. At the point of data collection, it was hoped that this would take
place during November 2015, although there was no guaranteed timeline on moving forward. The lack of a bill
is hampering the HIV response and hinders involvement of PLHIV in the national response. The bill also includes
key information on the role and mandate of NAC, which may have implications for the findings of the
Institutional Review which is in process (see below).
For the whole of the year under review, NAC has been operating under an acting Executive Director, with many
other heads of units also in acting positions. Stakeholders have felt that this has added to the uncertainty within
the operating environment and it is hoped that the NAC Board appoints permanent leadership soon. That said,
stakeholders were positive about the improvements and leadership being demonstrated by NAC during the
period under review.

2.1.2

Roles within the National Response

Previous reviews have noted that while the division of roles between NAC and DNHA in the President’s Office
were theoretically clear, in practice they were less well defined, leading at times to coordination problems. Last
year the Office of the President and Cabinet (OPC) directed that the DNHA should move out of the OPC and into
the MoH with the aim of better coordinating the activities of the DNHA with that of the MoH. The NSP 2015–20
reflects this change; however, to date the move has only taken place on paper but not in practice, and so there
is still no clarity on whether each unit of DNHA will move to sit within the relevant units of MoH or if the DNHA
will stay as one separate department, but simply report to the MoH instead of the OPC. There have been some
concerns raised by stakeholders about the potential implications of this move, for example, a risk of inefficiency
or duplication of effort and a concern that emphasis on cross-cutting and holistic preventive measures might be
reduced.
Given the new National Strategic Plan and the need for a clear framework to take the plan forward, an
institutional review has been commissioned and is ongoing.9 It comprises a comprehensive, independent,
sector-wide review of the structures, systems, processes and mechanisms for delivering the national response

9

The leader of the review team was interviewed during the course of the field work.
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to HIV and AIDS, with a view to ensuring that they are fit for the purpose and that they respond to the new NSP
and its goals. Several key informants suggested that this institutional review will also finalise the coordination
mechanisms between MoH and DNHA. The review will look at:10
 The governance framework of the national response in relation to the roles of the various stakeholders.
 The organisational systems and institutional arrangements for coordination and delivery of the national
response.
 Review of all relevant institutions, systems or mechanisms against the criteria of relevance, effectiveness,
efficiency and sustainability.
 Recommending an institutional framework that is relevant and will operate efficiently and effectively,
within the dynamic environment of the national response.
In discussion with stakeholders, both within and outside of NAC, it was widely felt that the publication of the
institutional review will be an opportune time for NAC to conduct a detailed functional analysis, in light of the
findings, considering issues such as:
 What are the implications of reduced grant-making?
 Should there be increased technical staff to do coordination/support?
 Should NAC, as suggested by stakeholders, focus more on increased analysis and research?
 How can NAC staff carry out their role of capacity development?
 How should they balance centralised and decentralised structures?
Historically, there has been a perception of NAC as a grant-making body, rather than the national body
mandated to coordinate the national response. Given the resource environment this year NAC’s grants to
partners have been significantly lower than previous years and as a result NAC feels it is better able to be seen
as the coordinator of the response. However, stakeholders acknowledge that it is still necessary to have
resources to carry out the coordination role.

2.1.3

Resource mobilisation

A high level working group made up of government and donors has taken the paper looking at ‘Options on
Sustainable Financing’ (2012) and is discussing the best options for improving domestic resources, including the
establishment of a national health insurance scheme which would aim to increase the revenue base for the
health sector through capturing the informal sector of the economy. Concept papers on both health insurance
and health funds are now being reviewed by P4H under the leadership of the World Bank. The general hope
amongst stakeholders is that the group will produce some recommendations for implementation, although
there is recognition that this may take time. (For further discussion about resource mobilisation issues, see
section 11.)

2.2. Human and infrastructural capacity
Under the new National Strategic Plan NAC is responsible for facilitating and supporting capacity development,
and for mobilising, allocating and tracking resources. For the year under review completed activities within the
IAWP focused on:
 Developing the capacity of CMS Trust (recruiting seven additional staff and carrying out limited staff
training).
 Strengthening the capacity of local councils in HIV and AIDS management.
 Supporting partners and NAC to attend short training courses/conferences, etc.
Respondents noted that new NSP targets place increasing pressure on already highly stretched human
resources. While there has been partner support to the recruitment of roughly 3,000 HIV Diagnostic Assistants,
there are a large number of posts in the health sector not filled, possibly due to general uncertainty around
10

Govt. of Malawi; Terms of Reference, Consultancy Support for the Institutional Review of the National HIV and AIDS Response; April
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finances. Stakeholders talked of the need to conduct an HR assessment at all levels and on that basis to develop
an HR plan to address gaps and assess the long-term resource and institutional implications.
Key informant interviews also identified the following issues:
 NAC are trying to build capacity to ensure grants are processed at district level, but this has not really
progressed due to resource issues.
 Increased capacity is needed in the districts to ensure coordination (see section 2.3 below and section 14.2
for more detail).
 Further capacity development is required for CMS Trust. However, it was not possible to get more detail on
this as CMS Trust staff members were unavailable to meet with the team this year.
 There is a general need to strengthen CBO technical and institutional capacities.
Further discussion of human resource issues can be found in section 14.1.

2.3. Capacity of local councils to plan, implement and monitor the HIV and AIDS
response at district and community levels
After an absence of almost a decade, elected district councils are back in operation, following the elections in
May 2014. Their governance function is that of coordinating the implementation of district plans and service
delivery initiatives in the districts, through election of councillors with a mandate for oversight. However, some
interviewees report that their interest or ability to act on this mandate decreases as resources decline. The NSP
is in the process of being broken down into district targets, with the monitoring of the plan at district level to be
done by District Councils, but how this might happen and the resourcing for this is not yet clear. Given their
short lifespan so far, it may be some time before it is completely clear how effectively the District Councils are
operating.
There is mixed evidence on the success of the coordination at the district level, given the lack of funding for
coordination and meetings. NAC has continued to engage at the district level through the District AIDS
Coordinators (DACs) and the District AIDS Coordinating Committees (DACCs) and helping to organise quarterly
review meetings. The NAC District Coordination Unit (DCU) has also provided some support to meetings and
monitoring activities. However, the interface of NAC and the DACs with the new council structures and the
extent to which there is consistent engagement is not yet fully clear. A number of districts also have acting AIDS
Coordinators, which leads to some uncertainty. Coordinating NGOs and CBOs at district level remains a
challenge, and one which will become even more critical as the resources available for the HIV response decline
and there is a need to prioritise effective, locally relevant and harmonised interventions.
Last year revised coordination processes at the district level were implemented, including coordinated district
workplans for all activities and implementing partners (whether NAC funded or not) and an emphasis on
ensuring that health is embedded in the District Implementation Plan (DIP). However, there is an ongoing issue
of coordination with the Ministry of Local Government and Rural Development over the non-alignment of DIP to
District Development Plans.

2.4. Summary of findings
Programme coordination and management


The period under review has seen some critical developments in the HIV and AIDS response in Malawi –
notably the completion and approval of the new NSP and HIV Prevention Strategy. However, the HIV Bill has
still not been enacted.



There have been major gaps in resources, both financial and human, at all levels as a result of decreases in
Global Fund resources as well as from other donors. A working group has taken the paper looking at
‘Options on Sustainable Financing’ (2012) and is discussing the best options for improving domestic
resources.
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A lack of resources to support coordination is a challenge, both for NAC and the umbrella bodies
representing civil society groups and in particular PLHIV.



There is a need for better harmonisation to support a coordinated, comprehensive and coherent response.
Coordination will be even more important in a resource-scarce landscape – and the proposed change in
Global Fund PR year represents an opportunity for NAC to be more proactive in its coordination role.
Bringing actors together under the new NSP is one way of strengthening the coordination, and it is an
opportunity for NAC to revitalise its core mandate.



An institutional review has been commissioned and is ongoing, comprising a comprehensive, independent,
sector-wide review of the structures, systems, processes and mechanisms for delivering the national
response to HIV and AIDS, with a view to ensuring that they are fit for the purpose and that they respond to
the new NSP and its goals.

Human and infrastructural capacity
 A number of capacity development activities have been completed during the period under review, in
relation to CMS Trust, local councils, NAC and partners.
 However, there are still significant capacity challenges in relation to the response – notably, the large
number of unfilled posts in the health sector and resultant implications for delivery on the new NSP targets.
Capacity of local councils
 Elected District Councils are back in operation, although given their short time of operation so far, there is
little evidence to date of how effectively they are operating. The interface of NAC and the DACs with the
new structures at district level is not yet clear.


There is some evidence that coordination processes have improved as a result of revised processes at
district level – for example, the inclusion of health in DIPs – but challenges remain in coordination NGOs and
CBOs at district level. Prioritisation of effective, locally relevant and harmonised interventions will become
even more critical as the resources available for the HIV response decline.

2.5. Recommendations


The Ministry of Health and other stakeholders should ensure the enactment of the HIV Bill, which will
facilitate the enabling environment, in particular supporting the new National Strategic Plan, and the
mandate for NAC.



Following the ongoing institutional review, NAC should work closely with the MoH and other key partners
on the coordination of the roles in the HIV Response.



Following the results of the institutional review, NAC should carry out a detailed functional analysis to
assess whether its current structure suits its mandate (as defined by the NSP and the institutional review).



NAC should use its decreased role in grant-making as an opportunity to strengthen its leadership and
coordination activities and communication on this role.



NAC should work closely with the HADG and UNAIDS to support civil society coordinating bodies.



NAC should continue to support the overall discussions on sustainable health financing and develop an
organisational Resource Mobilisation strategy.



NAC should work with the MoH to assess HR needs for implementing the NSP and develop a Human
Resources for Health Plan.



Given the continuing focus on decentralisation, NAC should define its role in the new district-level
structures and processes, using as a guide the recommendations of the ongoing institutional review.



NAC should ensure a continuing focus on the coordination between community groups and health facilities
at the district level to ensure the achievement of the new NSP targets. To that end, NAC should strengthen
district-level mapping, planning, supervision and reporting systems.
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3. Assessment of progress toward achieving IAWP targets
3.1. Overview
As detailed in Section 2 above, one of the highlights of the past year has been the development and finalisation
of the new NSP 2015–20. This report, which focuses on achievements of the past year, is taking its data from
the NAC Annual Technical Progress Report July 2014–June 2015,11 which is the last report based on the
evaluation criteria of the HIV and AIDS National Strategic Plan 2011 to 2016 (NSP 2011–16), under which the
targets for the year under review were developed and established.12
As in previous years, the Integrated Annual Work Plan continued to be the framework for mediation of efforts
to implement the NSP of the HIV and AIDS response in the country. The plans are articulated in two distinct but
interrelated components of the IAWP: the partner-initiated IAWP activities and coordination-related activities
initiated by the NAC. This section reviews overall progress toward IAWP targets in 2014/15.

3.2. Overall progress toward 2014/15 integrated IAWP
The IRT reviewed the achievement of the various milestones in the IAWP. The 2014/15 IAWP recorded a total of
262 activity milestones (a considerable decrease over the 341 in the previous year) with partner-implemented
activities accounting for 104 (39.7%) of the IAWP activities, while NAC-implemented activities accounted for 158
(60.3%) of the milestones.13 Despite the decreased number of activity milestones, the ratio between partnerimplemented and NAC-implemented activities remained essentially unchanged from the previous year’s ratios
(42% and 58%, respectively).

3.2.1

NAC-implemented components of the IAWP

As shown in Table 1, of the NAC-initiated activities over 70% of the planned milestones were either exceeded or
met, while 6.3% of the targets were partially or substantially achieved, and 20.3% were recorded as not having
been achieved.14
Table 1: Progress Toward NAC-initiated IAWP – comparing 2013/14 with 2014/15
# Key Priority Area/Function

1 Behavioural Change
Interventions
2 Policy Support and
Development
3 Partnerships, Mainstreaming
and Capacity Development
4 Planning, Monitoring,
Evaluation and Research
5 District Coordination
6 Finance
7 Grants Management

Total Targets

No. of Targets and Achievement Level
Achieved/
Partially Achieved
Exceeded (95%+)
(50–94%)

Not Met (<50%)

2013/14
22

2014/15
9

2013/14
20

2014/15
4

2013/14
–

2014/15
3

2013/14
2

2014/15
2

10

11

6

6

1

2

2

3

13

10

12

10

–

–

1

–

37

34

28

25

–

–

9

9

22
11
14

15
10
17

13
7
8

9
10
9

2
4

–
–
1

7

6
–
7

6

11

National AIDS Commission; Annual Technical Progress Report July 2014–June 2015; August 2015.
However, as the field work for this report took place three months into the new fiscal year, respondents were sometimes not able to
dissociate reports from 2014/15 (under the old NSP) with events that have taken place in the past few months under the new NSP.
13 The data reviewed by the IRT team from the MoH was for only the first three-quarters of the financial year – the report from April–
June 2015 was not available at the time of review. This would have also affected a number of the indicators in the NAC Annual report as
it includes MoH data.
14 95% or higher achievement is classed as achieved/exceeded; 50–94% is classed as partially achieved; under 50% is classed as not
having been achieved.
12
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8 Internal Audit

11

10

9

9

1

1

1

–

9 Procurement

16

13

9

10

1

–

6

3

10 Institutional Support

43

29

29

24

6

3

9

2

Total
% of Total Targets

199
100

158
100

141
70.9

116
73.4

15
7.5

10
6.3

43
21.6

32
20.3

Source: NAC Annual Technical Progress Reports July 2013–June 2015 and July 2014–June 2015

Comparing achievements in 2014/15 with those from 2013/14, it can be seen that the percentage of targets not
met or partially met remained more or less the same in the past year. However, a closer analysis shows that
many of those targets that were not met were in the areas of procurement, dissemination, production of
communication materials and guidelines, evaluations, orientations and M&E, all of which were no doubt
affected by the budget constraints that were being faced across all government departments as well as the
reprogramming of Global Fund resources from programs to procurement. Of concern are the large number of
district coordination activities that were not carried out. The percentage of targets achieved overall did not
change appreciably from the previous year.
The past two years’ reviews recommended that a review of the current process for target setting in the IAWP
may need to be conducted and the issues addressed accordingly. There is no indication that this has been
undertaken, so questions persist about the target-setting process, and how much this reflects both realistic
target setting and the size of the problems that are being addressed. However, comparing the past two years, it
can be readily seen that the major reason for the decreased number of activity targets in the past year were the
result of reduced activities in behaviour change (from 22 targets to 9), district coordination (from 22 to 15) and
Institutional Support (from 43 to 29), and this may be a manifestation of a re-evaluation of the target-setting
process.
Under behaviour change intervention (BCI), the only activities not achieved were the production of HIV/AIDS
communication products (25,000 produced against a target of 43,500). Under policy support and development
two activities not carried out in the year under review were the development of guidelines for coordination and
implementation of impact mitigation interventions15 and the conduct of dissemination workshops for the
Nationwide School Bursary Review Report, the reason for the latter being ‘competing priorities in the Ministry
of Gender’. It should be noted that all targets in the area of partnerships, mainstreaming and capacity building
were achieved or exceeded in the past year.
Most of the non-achieved targets were in the area of planning, monitoring, evaluation and research (PMER),
where nine targets were not achieved, including two data quality audits, a National AIDS Spending Assessment
(NASA),16 the development of a central HIV/AIDS database (this was also a non-achievement last year), a postART evaluation study, as well as other activities that were also not conducted last year (translation of research
and evaluation findings into policy briefs, a paediatric programme evaluation, and an assessment of the
Technical Education, Vocational and Entrepreneurship Training Authority (TEVETA) OVS programme). However,
NAC noted that some of these were not carried out because of redirection and reallocation of resources, in this
case CDC resources which were channelled into a Birth Defects surveillance study.
Under district coordination, activities not achieved included conducting district-based organisational and
institutional appraisal and proposal development orientation sessions or endorsing district-based NGO
proposals, the reason being lack of funding. In addition, while an evaluation of the current model of funding
CBOs was carried out, as of the June 30 the report had not yet been approved. An impact assessment of the
district HIV/AIDS response was also planned but not carried out, available finances being directed elsewhere.

15

These guidelines have been developed in recent months and are now ready for discussion and adoption by the Impact Mitigation
Technical Working Group.
16 This activity was not done as it was awaiting finalisation of guidelines by UNAIDS since it has been changed to ‘Program Oriented
Resource Tracking and Investment Analysis’ (PORTIA).
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Under grants management, the activities that were not achieved were institutional capacity assessment,
proposal writing and review orientation, grant negotiation and review/feedback sessions.
With 80% of the targets exceeded, achieved or partially achieved, it could be concluded that the majority of the
activities under the NAC-initiated activities were carried out, despite some targets recording progress of less
than 50%. However, the non-achievement of 20% of the activities also means that gaps remained in attainment
of the IAWP outputs for the year under review, some of which could be argued are crucial for a comprehensive
response.

3.2.2

Partner-implemented components of the IAWP

For 2014/15, a total of 104 milestones were recorded under the partner-initiated component of the IAWP, a
significant decrease from the 142 milestones in 2013/14 and a return to the level of 120 milestones recorded in
2012/13. As detailed in Table 2, 54.8% of the milestones had either been achieved or substantially achieved, a
further 17.3% of the milestones were partially achieved, and 27.9% were not achieved. Table 2 also illustrates
that these results are not substantively different from the results in the preceding year.
Table 2: Partner-initiated IAWP – comparing 2013/14 with 2014/15
# Key Priority
Area/Function
1 Prevention and
Behavioural Change
2 Treatment, Care &
Support
3 Comprehensive
Multisectoral and
Multidisciplinary
Response
4 Impact Mitigation

No. of Targets and Achievement Level
Total Targets
Achieved/
Partially Achieved Not Met (<50%) Unable to Assess
Exceeded (95%+)
(50–95%)
(no data)
2013/14 2014/15 2013/14 2014/15 2013/14 2014/15 2013/14 2014/15 2013/14 2014/15
57
49
25
20
11
10
15
19
6
–
21

25

12

18

4

4

5

3

–

–

16

7

8

7

2

–

1

–

5

–

10

2

6

1

–

–

4

1

–

–

5 Protection, Participation
and Empowerment of
PLHIV and Vulnerable
Populations
6 Mainstreaming and
Linkages
7 Sustaining National
HIV/AIDS Research
Agenda
8 Capacity Development

13

6

5

4

4

2

2

–

2

–

6

5

4

2

1

2

1

1

–

–

19

3

2

1

1

–

4

2

3

–

2

1

2

–

–

–

–

1

–

–

9 M&E

7

6

4

4

–

–

2

2

1

–

142
100

104
100

67
47

57
54.8

24
17

18
17.3

34
24

29
27.9

17
12

0
0

Total
% of Total

Source: NAC Annual Technical Progress Reports July 2013–June 2014 and July 2014–June 2015

Of the 29 milestones not achieved in Table 2, 19 (65.5%) were under prevention and behaviour change with a
further three under treatment, care and support. Unlike last year, there were no categories this year where
data was not available at the time of the review.
The activities not achieved under BCI on the partner-implemented component included: sex and sexuality
education targeting influential community groups; interactive outreach audiovisual shows; prisoners screened
for HIV, TB and STIs; sensitisation sessions on positive prevention and positive living; performance and
interactive sessions for young people; procurement of vehicles for VMMC as well as district-based BCC for
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VMMC; production of radio and television programmes; condom promotion sessions targeting key populations
and dissemination of Information, Education and Communication (IEC) materials. Many of these were also listed
last year among the activities not achieved (e.g. hours of radio and television airtime on thematic areas of sex
and sexuality; interactive outreach audiovisual shows and the support of community radio clubs, ‘targeting
young people with interventions’).
On the other hand, a number of BCI and prevention activities over-achieved their targets in the past year,
including: males medically circumcised (68,059 procedures against a target of 32,500), free male and female
condom distribution (54.6 million distributed against a target of 30.2 million), socially marketed condom
distributed (16.3 million against a target of 10 million) and training of youth-friendly health advisers (1,825
trained against a target of 560).
The activities not carried out under treatment, care and support included the non-purchase of pregnancy test
kits as well as the purchase of two viral load/EID machines. The former was due to some of World Bank PMTCT
funds being reprogrammed to VMMC in response to PEPFAR plans to stop funding VMMC and redirect support
to other interventions including PMTCT17.
Under impact mitigation, only 3,762 OVC were provided with education bursaries (against a target of 10,000).
On the other hand, 29,302 households with OVCs received psychosocial, medical and material support against a
target of 20,000.
The activity not achieved under mainstreaming and linkages was the training of workplace peer educators (only
50 trained against a target of 150), while the activities not achieved in research were the conduct of antenatal
surveillance as well as an HIV incidence study. These were also listed as non-achievements in the previous year.
The two activities not achieved under monitoring and evaluation were the refresher training of data entry staff
on M&E tools and the bi-annual VMMC performance review, the latter due to the late implementation of the
programme.
Overall, achievements on the partner-initiated component of the IAWP show that a significant percentage of
milestones were at least 50% achieved (71%), and should therefore have contributed to the outputs under the
national response for the year. However, this also means that almost one-third of the targets were either not
achieved or not reported on.

3.3. Summary of findings


The overall progress toward the IAWP targets shows that as in the previous year, the national response
made strides in contributing to achievement of the NSP activities and milestones.



Activities were not achieved under some key priority areas, meaning that there was limited contribution
toward achieving NSP results, toward which the activities contribute (e.g. under PMER, BCI and
comprehensive multisectoral response).



A number of activities not achieved in the past year have been on the list of non-achievement for two or
more years. Lack of funding is often ascribed as the reason for this, but it is also arguable that the reason
the activities are not carried out is because they are deemed to be of lower priority, and in a tight financial
situation they are relegated to the next year.



The new NSP offers an opportunity for a reappraisal of the activities, targets and goals within the IAWP.
While not developed with a specifically articulated Theory of Change, the 2015–20 NSP is very clear that it
has taken an ‘investment approach’, with a framework that aims to maximise the benefit of the HIV
interventions, support more rational resource allocation based on country epidemiology and context,
encourage Malawi to prioritise and implement the most (cost-)effective programmatic activities, and
increase efficiency in HIV prevention, treatment, and care and support programming. Based on a Goals

17

Three PMTCT activities still considered for support under the World Bank funding included some construction, EID mentoring sessions
and the procurement vehicles for the five health zones to support PMTCT interventions.
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modelling analysis (comparing the net impact and cost of multiple concurrent interventions) and an analysis
of the HIV interventions’ financial sustainability, the NSP followed a robust process of prioritising
interventions and rational resource allocation while maintaining a feasible budget.

3.4. Recommendations


Using the criteria of Goals and financial sustainability analysis that went into the formulation of the 2015–20
NSP, NAC and partners need to look at the underlying assumptions forming the basis for target setting, with
a view to crafting the targets at sufficiently high but also realistic levels.



Stakeholders should review the targets and activities not achieved in the past three years and downgrade
those activities that, for reason of programme shifts or lack or resources, are no longer regarded as highpriority activities.
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4. Prevention
4.1. Behaviour change and communication interventions
4.1.1

Targeted print media and electronic media communication products

Over the past five years, there has been a deliberate effort to reduce the production and distribution of IEC
materials, opting instead for more interactive modes of communication. Notwithstanding, production of
targeted materials continued in the fiscal year 2014/15:
 For demand creation and to support the VMMC Campaign, a combined total of 4,248 materials were
developed and distributed during the year under review. These included IEC materials and training manuals.
To ensure that VMMC information reached a wider audience, including people living with disabilities, the
Malawi Council for the Handicapped (MACOHA) reproduced these materials in braille.
 Through GIZ funding, a booklet on Sex and Sexuality was developed.
During the year under review, there were no set targets for print materials to be developed and distributed, an
indication that focus on print media has waned. The reduction of print materials may be notable, however, the
IRT noted the impact of the reduction at the community level. For example, Tikondane Support Group in
Mulanje District indicated that they last received a calendar from NAC in 2013. Given that they do not own a
radio, the only other form of receiving HIV and AIDS information is through health service providers at the
hospital or through workshops.
HIV and AIDS messages continue to be disseminated through electronic media (radio and television). However,
in 2013/14 and 2014/15, targets have not been met – at least partially due to redirection of Global Fund
resources to other critical areas and a resultant lack of disbursement to implementing partners. In 2014/15, 58
weekly radio programmes were aired by the Malawi Broadcasting Corporation (MBC) and community radio
stations. Eleven TV programmes were produced. Additional airtime was covered by implementing partners who
produced a total of 273 radio slots. The targets set for the 2014/15 financial year were partially achieved as
indicated in Figure 1.
Figure 1: Cumulative TV and Radio Airtime for the Year 2014/15

The strategy in radio and TV programming at the MBC has not changed over the years, but the topics and issues
for discussion have evolved over time. The radio and TV programmes, aired include Tikuchita Ponji/What are we
doing about it, a workplace programme; Let’s Talk it Over and Kuringamawa focusing on youths; Njatose, a
Tumbuka programme; Phukusila-moyo/Bag of Life – HIV and AIDS issues affecting women; Tigwirane
Manja/Let’s Hold Our Hands in the fight against AIDS – a community programme, Morning Basket, and
Zam’madera/From the Communities – these are five-minute slots in other programmes.
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Other programmes produced by partners and aired on either MBC or community radio stations are a weekly
one-hour broadcast ‘Tisinthe/Let’s Change’ by Theatre for Change; Tiombe Nkota, which means summing up the
issues, and a MACOHA TV programme with sign language Tisawasale/We should not discriminate.
The Development Broadcasting Unit of the MBC trained 11 new radio-listening clubs and held refresher courses
with 16 clubs in Salima, Nsanje, Mwanza, Zomba, Balaka and Phalombe districts. Through the radio-listening
clubs, communities have been given a platform to discuss issues that concern them in their area and are seeking
solutions through consultations with health experts. Through discussions held in these platforms, communities
are more confident and aware of the need to be proactive in matters that affect them. However, the
Development Broadcasting Unit has not yet established radio-listening clubs in all districts of the country –
Tyolo and Mchinji districts do not have them.
An issue that was raised in several meetings during data collection (in Lilongwe, Ntcheu and Nkhata Bay) is the
fact that some religious leaders have been preaching messages that are counter to government policy, as well
as accepted scientific evidence. Claims of alternative cures from some (although not all) spiritualists and
herbalists, suggesting that prayer, faith-healing and traditional concoctions will defeat AIDS without medication,
and unfounded warnings about ART side effects are all contributing to confusion at the community level, as well
as people no longer adhering to treatment. Officials at NAC and the MoH are somewhat challenged in their
response, as there is limited ability to monitor, influence or restrict messages that are contrary to government
policy.

4.1.2

Other HIV and AIDS communication modes

To complement print and electronic media, other innovative HIV and AIDS communication modes such as
interactive audiovisual services, one-on-one sessions, performance and interactive communication methods
were utilised in 2014/15 for HIV and AIDS information dissemination. A total of 252 out of a target of 1,200
interactive outreach audiovisual shows were conducted in communities, schools and places of
entertainment/hotspots, targeting the general and most-at-risk populations. The indicator was not achieved as
the activities undertaken represent only 21% achievement against the annual target. A similar trend was
observed for performance and interactive sessions (40%), and only 10% was achieved for mutual faithfulness
sessions as presented in Figure 2.
Figure 2: Audiovisual Services and other Interactive Communication 2014/15

A number of partners including Theatre for Change, Pakachere and Centre for Development Communication
(CDC) trained parents, community leaders, listening club leaders and trainers of trainers in peer interpersonal
HIV and AIDS communication. Theatre for Change trained 287 trainers of trainers (90% achievement) and
district leaders (102% achievement). Pakachere trained 660 against an annual target of 1,000, achieving 66% of
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target. CDC partially achieved its target (14%) in the training of listening club leaders, only 256 were trained
against a target of 1,800 (see Figure 3).
Figure 3: Parents/Community Leaders Trained in Interpersonal Communication 2014/15

4.1.3

Youth-friendly health services

According to the 2008 Population and Housing Census, Malawi has a large population of youth (age 10–24
years) accounting for 32% of the total population of 13 million (National Statistical Office, 2008).18 This clearly
suggest that there is a need for HIV and AIDS interventions that are youth-focused, hence the NSP 2015–20 has
identified ‘adolescents and youth’ as vulnerable populations to be targeted with HIV and AIDS interventions.
During the fiscal year 2014/15, a National Youth-Friendly Health Services Strategy 2015–20 was developed. The
Marriage, Divorce and Family Relations Act was also enacted in 2015 creating a conducive legislative
environment to support young girls, especially against early marriage. Malawi’s child marriage rates are among
the highest in the world, with one out of two girls married before they turn 18. The Act will address this issue,
raising the age of marriage to 18 years old. Raising the marriage age can help keep the girl safe from the
countless risk factors and human rights violations that child marriages entail. The focus on her education, her
right to family planning and not to marry at early age as well as the elimination of gender-based violence are
key steps to ensure social-economic development for Malawi. It will also hold those parents who marry their
children off below the age of 18 accountable to the law and ensure their prosecution. Enforcement of the Act is
key in attaining these goals, and in some communities dissemination, implementation and enforcement are
weak.
Several youth-targeted projects are being implemented or started up in the country by partners and these
include: Popularisation of the ‘Protect the Goal’ Campaign (UNAIDS), ‘Silver touch’ campaign (PSI), CONDOMIZE!
Campaign (UNFPA) and DREAMS Initiative (PEPFAR). During the period under review, a total of 1,852 youthfriendly health service providers were trained against an annual target of 560 health providers, giving a high
achievement rate of 326%.
Demand for YFHS was partly met through health facilities, drop-in centres and outreach programmes.
Consultative meetings were carried out between health service providers and youth to draw out modalities that
could increase demand and health service provision in each district. The meetings were facilitated by the
National Youth Council and by Youth Net and Counselling (YONECO). For example, the National Youth Council
carried out consultative meetings with health service providers in 19 districts to ascertain sustainable ways of
providing services to the youths. A review of progress on service provision was carried out after three months
after the initial meeting, which revealed a general increase in uptake of services by young people. However, an
18

http://www.nsomalawi.mw/2008-population-and-housing-census/107-2008-population-and-housing-census-results.html
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evaluation is expected at the end of the project. The activity was funded by a NAC grant and is rolling over into
the 2015/16 fiscal year to cater for the remaining nine districts. UNFPA also supported adolescent girls’ Sexual
Reproductive Health and Rights (SRHR) services in a number of districts.
An evaluation of YFHS commissioned in 2014 found that awareness and use of the YFHS programme was still
low in Malawi, with less than one-third of community youth survey respondents reporting to have heard about
YFHS and 13% reporting to have ever used a YFHS. Those living in communities where health facilities offered
YFHS reported knowing more about YFHS than those living in communities where facilities do not; about 35%
versus 25%, respectively. Knowledge and use of YFHS varied by districts and zones as well as by age, sexual
experience, and school attendance status of the young people being interviewed. Sexually experienced youth,
those who were out of school and those who were older more often accessed YFHS than their counterparts.
Challenges were noted in reaching young people living with disabilities, particularly those with hearing and
visual impairments, in relation to both information and services. Mobility to places where services can be
accessed is difficult, while user-friendly materials are not adequate.

4.1.4

Condom and lubricants programming

Guided by the National Prevention Strategy 2015–20, Malawi aims to increase condom use from 24% for male
condoms and 27% for female condoms in 2013 to 70% in 2020. This is set against a backdrop of an upward
trend in condom promotion and distribution annually over the last 10 years. The fiscal year 2014/15 has
recorded the highest condom distribution ever for both public and socially marketed condoms. A total of
71,008,826 condoms were distributed against a target of 40,240,000 (30,240,000 free and 9,800,000 socially
marketed). Out of the total number of condoms distributed, 16,310,355 socially marketed condoms were
distributed by Banja La Mtsogolo and Population Services International (PSI) through various outlets. The
socially marketed condom distribution surpassed the set target of 9,800,000 (166% achieved). Out of the 71
million condoms distributed, 54,631,223 condoms were distributed through the MoH and CBOs, among others
with an achievement rate of 181%. A comparison of condoms distributed in 2014/15 and 2013/14 is presented
below in Figure 4.
Figure 4: Total Number of Condoms Distributed 2014/15

Calculations of the number of condoms distributed in 2014/15 against the estimated sexually active male
population using condoms show that the ratio of condoms per sexually active male has increased in the past
year and is approaching the optimum number. Condom distribution increased from five condoms19 per sexually
active male per month in 2012/13 to six in 2013/14,20 and further to 11 in 2014/15 against an expected
minimum of 12 condoms per sexually active male per month.21
19Independent

Review Team Report 2012/13.
Independent Review Team Report 2013/14.
21 See Annex D for calculations.
20
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The increase in condom distribution is attributed to a number of factors, among them the establishment of
district condom committees; an increase in distribution channels; and parallel distribution channels for
condoms through partners and organisations who facilitate access at community level through youth clubs, sex
workers drop-in-centres, support groups and community-based condom distribution agents. The review team
found that support groups such as Nandiwo CBO in Phalombe District, Tikondane Support Group in Mulanje
District and Chelelawana CBO in Nkhata Bay were conduits for condom distribution in their communities. The
condoms were received from the District Health Office, PSI, Bridge II Project, YONECO and Banja La Mtsogolo.
Despite these impressive achievements under the condom promotion and distribution programme, many
challenges that have historically beset the programme are still being experienced as noted by the Joint BiAnnual meeting held in April 2015:
 Frequent stock-outs were reported – for instance, it was observed during the review in Phalombe District
that while support groups and CBOs had condoms, the district HIV and AIDS Officer reported that there
were no condoms at the district offices since January 2015. In other cases, the IRT was told that condoms
were available from the health centres, but that the local CBOs did not have a supply. Whether these are
examples of real stock-outs, or whether it was a symptom of the district council not really having a clearly
defined distribution system is difficult to judge.
 Condom procurement also continues to be based on historical consumption data rather than by forecasting.
 Integration of interventions in programming is still weak in some instances. For example, the focus of
condom promotion is HIV prevention, with no effort toward promoting condoms for family planning.
 There is also low condom access for key populations and lack of appropriate lubricants to complement
condoms for key populations.
 Uptake for the female condom remains low. The field visits to district health facilities revealed a number of
possible reasons for this, including lack of women counsellors, difficulty in using them, fear of being thought
of as a sex worker if one asks for a female condom, etc.
A more overarching issue has been highlighted in relation to weak coordination and strategic leadership for
condom programming. Condom promotion and distribution is a shared responsibility between MoH
Reproductive Health Unit, MoH HIV Unit, Central Medical Stores Trust (CMST) and Health Technical Support and
Services. This shared responsibility has leadership and decision-making challenges as roles and responsibilities
are not clearly articulated.

4.1.5

Summary of findings

Print media, electronic and other communication modes


Production of printed materials continued this year, in spite of there being no set targets for development
and distribution of such materials. Messaging through radio and television was also undertaken, although
targets were not met for the year.



New and existing radio-listening clubs have been supported during the period under review, but they have
not yet been established in all districts of the country.
There are challenges with some (although not all) religious and traditional healer messaging that is counter
to government policy and accepted scientific evidence, leading to confusion among communities as well as
issues of adherence.
To complement print and electronic media, other innovative HIV and AIDS communication modes such as
interactive audiovisual services, one-on-one sessions, performance and interactive communication methods
were utilised in 2014/15 for HIV and AIDS information dissemination.




Youth-friendly health services


The Malawi National Youth-Friendly Health Services Strategy 2015–20 was developed.



The Marriage, Divorce and Family Relations Act was enacted, raising the age of marriage to 18 years old in
order to reduce early marriage.
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Demand for YFHS was partly met through health facilities, drop-in centres and outreach programmes;
however, YFHS is not yet offered in all health facilities in all districts.



Challenges were noted in reaching young people living with disabilities with both information and services.



Late disbursement of funds by NAC has again been highlighted as one of the major issues that affected
implementation of activities. CBOs are concerned about the sustainability of structures, such as drop-incentres and youth clubs, that were previously supported by NAC.

Condom and lubricants programming


The year under review recorded the highest number of condoms distributed annually (both public sector
and social marketing) over the past decade.



District condom committees were established in all districts.



Despite these achievements, challenges still remain including frequent stock-outs; poor accessibility
especially in rural areas; inaccurate condom forecasting; low condom access and lack of appropriate
lubricants for key populations; and low uptake of female condoms.



There are challenges in coordination and strategic leadership for condom programming – particularly in
relation to the roles of the MoH Reproductive Health Unit, MoH HIV Unit, CMST and Health Technical
Support and Services, which share the responsibility.

4.1.6

Recommendations

Print media, electronic and other communication modes




NAC should ensure that implementers of HIV and AIDS intervention programmes build BCC messaging in the
90-90-90 agenda to create demand for services, to improve adherence and to sustain programme gains.
Implementing partners need to strengthen strategic partnering and linkages for a holistic approach to HIV
and AIDS messaging and service provision.
NAC and MIAA need to be more fully engaged in the response and encouraged to advocate for correct
messaging in line with government policy (i.e. in relation to the effectiveness of ART compared to divine
healing).

Youth-friendly health services


MoH should increase coverage to reach all youth with services and information (hard-to-reach areas, youth
living with disabilities, youth living with HIV).



NAC should use its coordinating role to strengthen coordination between the ministries of Justice; Gender,
Children, Disability and Social Welfare; and Education, Science and Technology to utilise the Marriage,
Divorce and Family Relations Act for the protection of girls and young women.



YONECO and the National Youth Council should work to promote health talks among adults and youths on
sex and sexuality.



MoH should improve condom distribution to reduce HIV infection and unwanted pregnancies in young
people.



The MoH should utilise the recommendations of the 2014 Evaluation of YFHS in Malawi to address the gaps
identified in service provision.

Condom and lubricants programming


Build on progress made in condom distribution and support and strengthen district condom committees to
sustain the programme, especially at district and community level.



MoH should establish a clearer chain of command in condom promotion and distribution.



Strengthen linkages between health facilities and CSOs/CBOs to continue utilising utilise community
structures for condom distribution (drop-in-centres; youth clubs; support groups).



Use condom champions to promote uptake in targeted key populations and special population sub-groups.
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4.2. Biomedical prevention
4.2.1

HIV testing and counselling

The main HTC programme goals, as stated in the second edition of the Guidelines for Clinical Management of
HIV in Children and Adults (2014), are:
 to identify as many HIV-infected people as possible,
 to identify them as early as possible after infection,
 to enrol them into pre-ART or ART care as soon as possible, and
 to link those who test HIV negative to appropriate prevention services.
HTC thus serves as the entry point to a wide array of HIV prevention, treatment and care services. Malawi
recognises that HTC services must be urgently scaled up to ensure that knowledge of HIV status does not act as
a bottleneck and limit the expansion of other key interventions. The NSP 2015–20 has set an ambitious target:
that 90% of PLHIV should know their status by 2020.
HTC is currently offered in various forms, including provider-initiated, client-initiated and community-based
HTC. Malawi is taking into account the law of diminishing returns and prioritising approaches that most
efficiently identify previously undiagnosed PLHIV to sustain ART scale-up, while linking those in need to
prevention services. HTC efforts at the community level have been significantly cut back in the last couple of
years, in recognition that they are conducted at higher programmatic cost than facility-based testing and have
not been successful to date in reaching higher-risk populations in need of services. The 2014 guidelines
emphasised provider-initiated testing and counselling (PITC) as a key testing approach to be expanded in
Malawi. PITC has been well established in ANC, maternity and TB clinical settings, and is only slowly penetrating
into other health settings.
The 2014 guidelines are under review, along the lines of the new WHO guidelines issued in July 2015, to support
an increased thrust on PITC and targeted testing. The guidelines will specify priority settings (e.g. child health
services, out-patient clinics, adult and paediatric wards, prisons), delivery models (e.g. outreach and family
referrals) and target populations (with an emphasis on key and vulnerable populations such as female sex
workers (FSWs), MSM, estate workers, family members of known PLHIV and OVCs). The feasibility of
approaches to self-testing is also being investigated, and these may also become available as an additional HIV
screening option in the future. Attention will also be placed on strengthening entry into care, treatment and
support for those who test positive.
Since 2003 close to 14,000,000 HIV tests have been conducted. Based on the first-time HTC access indicator
introduced in July 2007, it is estimated that over 5,700,000 people have received HTC at least once, suggesting
that there is still a significant proportion of the total population (currently estimated at over 15,000,000, based
on 2008 data) that needs HTC services.
By the end of June 2015, 724 static and 188 outreach HTC sites were operational. The numbers of static and
outreach sites have not changed since the end of the 2013/14 financial year and are below the targets set (800
and 700, respectively). Over the year under review, close to 2,000,000 persons were counselled, tested and
received their results. This represents a small increase from the total of 2013/14 (1,660,066) but remains below
the total of 2012/13 (2,188,952) and is well below the target of 2,800,000. By mid-2015, it is believed that just
over half (53%) of the estimated 1,100,000 PLHIV in Malawi knew their status (based on the numbers enrolled
in ART or pre-ART care).
A more detailed breakdown of HTC outputs is available for the first quarter of 2015. In the quarter, just over
500,000 persons received HIV testing and counselling; 31% were tested for the first time and 69% were repeat
testers. Of these, 3% of these received confirmatory testing after having tested positive in the past and 6% of all
clients received a positive result for the first time.
The overwhelming majority (94%) of HTC in the quarter was done in health facilities. Overall, more than half
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(57%) of those tested were patients receiving PITC. The rest accessed voluntary counselling and testing in
various venues. Facility-based testing identified most new positives (95%) compared to stand-alone HTC sites
(4%) and community-based testing (1%). Most respondents, however, report difficulties in expanding routine
PITC among general outpatients and inpatients (mainly insufficient staff, inadequate space and reticence of the
health workers responsible for these health services).
Nearly half (49%) of those tested in the first quarter of 2015 were aged 25 years or more, 41% were aged 15–24
years and 10% were children below 15 years. A large majority (67%) of those tested were female, of which half
(50%) were pregnant and were presumably tested during antenatal or maternity care. As in previous years,
PMTCT services continue to account for about one-third of the total numbers of people tested, and other HTC
services are more gender balanced. However, the overall result is that women have privileged access to HTC
services, and the proportion of men who do not know their status remains unacceptably low. Children also need
more attention, to identify those who have fallen through the cracks of the PMTCT programme, and address the
low ART coverage among children.
Few persons – 1,702 (less than 1%) – sought testing with a Family HTC Referral Slip issued to a family member at
a prior HTC encounter. The successful referral rate for family members remained low at 12% of the total
number of slips issued to index clients in the quarter. Referral slip issuance and utilisation is even lower than in
previous years. Alternative, more active, approaches to provide family-centred care for families with a
seropositive member urgently need to be explored.
The 2014 integrated guidelines specify that all patients testing positive need a confirmatory HIV test before
starting ART to rule out false positives and any possibility of mix-up of test results. Levels of confirmatory testing
remained very inadequate – in the second quarter of 2015, only 78 (11%) of facilities throughout the country
had performed confirmatory testing for ≥75% of clients initiated on ART and only 40% of the clients initiating
ART in the quarter received confirmatory testing. Low levels of confirmatory testing underscore the importance
of both routine confirmatory testing before ART initiation, as well as the need to continue strengthening HTC
quality assurance processes. Action in this area urgently needs to be stepped up as little progress has been
made in the last year.
Most respondents indicate that the greatest challenge to the implementation of HTC services is the shortage of
skilled staff. Various HTC service providers are involved, with a heavy dependence on part-time and
overcommitted cadres (commonly health surveillance assistants (HSAs)) and lay people who have been trained
as HTC providers and are deployed by partners to support formal health staff. This has produced inconsistent
HTC programme outputs and raised concerns over the availability and quality of HTC services in some settings.
In the past year, approval has been obtained for the introduction of a new cadre of HIV diagnostic assistants
(HDAs) to complement existing staff in the provision of HTC services. Partners are seconding increasing numbers
of HDAs to health facilities in support of expanded PITC efforts in high burden areas. The MoH has taken
important action to streamline the entry of this new cadre into the health service (the HDA job description and
remuneration package have been aligned with those of other similar health staff, certification processes exist
and HDAs share the same supervisory structures as the formal health staff). About 3,000 HDAs are to be trained
and annually recertified to support the surge in HTC planned over the next few years. Currently their numbers
are still low, their distribution patchy and their long-term prospects uncertain. Going forward, a substantial
effort will be required to manage the expected increase in the training and appointment of new HTC providers
and, most importantly, to strengthen their supervision, together with proficiency testing and quality assurance.
Finally, several of the facilities and organisation clinics visited reported that they experienced occasional stockouts of test kits during the year, and systems for stock management and distribution of test kits still appear to
be inadequate, particularly at peripheral levels.

4.2.2

Prevention of mother to child transmission

Malawi has been implementing an integrated ART/PMTCT programme following its pioneering move to
introduce the Option B+ approach to PMTCT in July 2011. Option B+ entails the immediate initiation on ART for
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life for all HIV-positive pregnant women, regardless of their CD4 count. Option B+ contributes not only to the
PMTCT but also to the health of the woman herself, and to the protection of her sexual partners. Malawi’s
progress in preventing HIV infections in infants through the implementation of the Option B+ strategy is widely
recognised. The number of infections in infants is estimated to have declined by 67% between 2009 and 2013, a
remarkable achievement at the global level.
Malawi has developed a National PMTCT Scale Up Plan (2012–15) toward virtual elimination of MTCT, in line
with the global initiatives. Virtual elimination of MTCT is defined in the plan as <5% transmission of HIV from
mother to child and 90% reduction of infection among young children. The plan calls for the harmonisation,
integration and simplification of HIV services provided in ANC, maternity care, U5 clinics and pre-ART/ART
clinics. The second edition of the Malawi Guidelines for the Clinical Management of HIV in Children and Adults
was published in March 2014 and implementation of revised policies commenced in April 2014.
The provision of HIV services continues to be rolled out to all health facilities with Maternal and Child Health
services. A total of 601 health facilities were certified to deliver Option B+ services by June 2015, all included in
714 static ART sites, suggesting that decentralisation of PMTCT services is not complete.
The MoH’s data for the first quarter of 2015 indicate that 148,838 (91%) of ANC attendees had their HIV status
ascertained, which is more than last year (120,022 or 83%) and exceeds the target (85%). Note that nearly all
(97%) of pregnant women in Malawi make at least one ANC visit (MoH data). Out of all women whose HIV
status was ascertained, 8% presented with a valid documented previous HIV test result and 92% received a new
HIV test result at ANC. A total of 11,727 (7.8%) women tested HIV positive. This was lower than the estimated
11% HIV prevalence among pregnant women in the 2010 ANC sentinel surveillance survey, but consistent with
the latest Spectrum projections (7.8% HIV prevalence among pregnant women in 2014).
In the quarter, 10,821 (92%) of known HIV-infected women attending ANC received ART. This signals excellent
performance of PMTCT services in ANC settings, and represents 81% coverage of the estimated 13,317 HIVpositive pregnant women per quarter at the population level. This is the same level of coverage as last year
(note that the estimated number of HIV-positive women is declining over time) and above target (75%). ART
scale up is resulting in a growing proportion of HIV-infected women (now about 50%) who are already on ART
when becoming pregnant, while the others were newly initiated on ART during pregnancy. In addition, 1,722
breastfeeding women started ART under Option B+ (in WHO Clinical Stage 1 or 2) bringing the total number
newly started on ART under Option B+ to 7,800 in the quarter.
Figure 5 below, provided by the MoH, shows the number of pregnant women on ART for each quarter since
2010.
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Figure 5: Transition from Prophylactic ARV Regimens for PMTCT to Option B+ in Malawi

With such high coverage levels, most remaining PMTCT events are thought to occur among women newly
infected during pregnancy or breastfeeding. Modelling suggests that up to 50% of HIV transmissions to infants
may now be associated with recent seroconversions. At present, the recommendation that women in maternity
services are to be offered PITC if never tested or tested negative more than three months previously is not
followed properly. In the first quarter of 2015, some 120,651 (96%) had their HIV status ascertained at
maternity. Out of these, 98% presented with a valid previous HIV test result and 2% received a new HIV test
result. Very few women who previously tested negative are therefore retested. Repeat testing at the time of
delivery and during the breastfeeding period will be increasingly important to identify women who have
seroconverted during this period.
Retention of women started on Option B+ is not satisfactory. Only 77%, 72% and 69% of women started on
Option B+ were retained on ART at 6, 12 and 24 months after initiation, respectively. This is similar to last year
and lower than the retention rates recorded among non-pregnant women who initiate ART. While some women
lost to follow-up may have transferred to another facility without notifying the previous one, operational
research findings suggest that 10–15% of these women never actually started taking ARVs. Failed ART initiation
is thought to be the main underlying reason for early loss to follow-up among Option B+ clients. The reasons are
varied and may be related to insufficient counselling and preparation for same day initiation of ART among HIVpositive pregnant women, most of whom are well and may be unwilling to accept their HIV status or fearful to
disclose it to their partners and family members.
In the first quarter of 2015, a total of 7,866 (93%) of 8,499 infants who were known HIV-exposed and discharged
alive from maternity services had started daily NVP prophylaxis. Given that facility-based deliveries in the
quarter represent only about 67% of the births estimated to have taken place in the quarter, NVP prophylaxis
initiation among the estimated HIV-exposed infants born in Malawi in the quarter remains inadequate at 59%. It
is not known to what extent NVP doses provided to mothers in ANC are given to infants who are not delivered
in health facilities.
There are multiple entry points into HIV-exposed child follow-up: children of HIV-infected mothers may be
enrolled at birth at maternity/in the post-natal ward; they may be found at U1 or U5 clinics through active
screening for HIV exposure; they may be identified when presenting sick to a hospital out-patient department;
or they may be seen with their mothers in the ART clinic. While the numbers of HIV-exposed infants who are
registered and followed continues to grow, many fall through the cracks and are never identified, losses to
follow-up remain high and case detection stays low even among those who are retained in follow-up.
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A total of 10,452 HIV-exposed children were newly enrolled into follow-up during the quarter, 65% under the
age of two months, representing timely enrolment for the majority of known HIV-exposed children discharged
from maternity in the quarter. However, even among these known HIV-exposed children, HIV ascertainment
before the age of 24 months and early initiation of ART remain a major challenge. DNA-PCR testing for EID is
now performed in seven laboratories throughout the country, but there are difficulties at every steps of the
testing process, including the collection of dried blood spots, the transportation of the specimens, their
processing and the provision of the test results. In the cohorts of registered HIV-exposed children aged 2
months, 12 months and 24 months, only 37%, 44% and 46%, respectively, had received a DNA-PCR result
(confirming HIV infection in 2%, 5% and 6% of cases, respectively) in the first quarter of 2015.

4.2.3

Management of STIs

STI services have been decentralised to all health facilities. During the year under review, assessments of STI
service provision were conducted using a new instrument within the quarterly Integrated HIV Programme
Supervision exercises. Training activities (for 21 trainers and 321 providers) were conducted to address the
scarcity of health personnel trained in STI case management, together with an effort to improve reporting.
Programme review and work planning meetings were conducted in four zones.
During the first quarter of 2015, it is estimated that about 75,000 STI cases were treated in the formal health
system, representing about 76% of the expected number of cases, based on projections, more than what was
achieved in the previous years (60% in 2013–14 and 40% in 2012–13). Reporting rates appear to have increased
as well, however, so it is unclear to what degree the number of cases treated has truly increased.
Around 60% of all STI cases identified were among females. This is problematic given that the main complaint of
these women is vaginal discharge, which is difficult to manage using syndromic management approaches. On
the other hand, the proportion of pregnant women screened for STIs (including syphilis) remains low (<10%).
Screening tests appear to be preferentially performed in women clinically suspected of having STIs.
Nevertheless, the yield of positive syphilis screening tests was low; only 3% tested positive. To improve the
coverage of syphilis screening in pregnant women, the MoH is considering the introduction of combined syphilis
and HIV test kits.
HIV status ascertainment among STI clients has remained low. HIV status was ascertained for only 48% of clients
(51% in 2013–14), well below the target of 100%. 7,587 (29%) of these were HIV positive, of which 21% were
identified through a new test initiated at the STI clinic, while the rest presented with a documented previous
positive HIV test results. This suggests insufficient implementation of PITC, risk reduction counselling, and weak
referral systems.
The availability of STI drugs remains problematic, because they are often multipurpose drugs and there is no
separation of stocks for STI management at the facility level.
The NSP calls for increased efforts to reach key populations, such as sex workers and MSM, with intensified and
tailored STI services, and work to this effect is being stepped up. The 2008 STI case management guidelines are
being revised, with support from CDC through Management Sciences for Health (MSH), and will include specific
guidance on STI management among key populations.

4.2.4

Voluntary medical male circumcision

In Malawi only a small proportion of men are circumcised (22% according to the latest DHS22), with large
regional and ethnic variations. Some traditional male circumcisions are incomplete, and may therefore not
provide the same protection against HIV as medical circumcision. VMMC was identified as a core HIV prevention
intervention in all plans since the 2012 National Policy and Plan on Scale-up of VMMC, with an initial VMMC

22

Malawi Demographic and Health Survey 2010.
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coverage target of 80% among men aged 10–34 years by 2020. Progress has been slow, however, with around
150,000 male circumcisions performed by September 2014. The target was therefore reduced to 60% in the
2015–20 HIV Prevention Strategy and the 2015–20 NSP.
During the year under review, VMMC campaigns were implemented in eight high-HIV-prevalence districts, with
support from PEPFAR. In addition, VMMC was provided in all district hospitals in the country and increasingly
made available in 20 additional districts, with World Bank support, through a ‘public health approach’, that is as
part of normal clinical service delivery, supplemented by outreach activities (VMMC camps and mobile services).
By June 2015 targets for the year were surpassed, with 40,933 VMMC conducted during campaigns (target
24,640) and 27,126 VMMC performed in stationary sites (target 7,680), for a total of 68,059, less than that of
last year (83,847).
Some of the challenges faced in implementing VMMC activities include the continued low demand and uptake
of VMMC in most sites, which are ascribed to limited social desirability of male circumcision and poor
appreciation of its health benefits. Some programme managers at the district level indicated to the review team
that they faced difficulties with demand generation activities that were not always synchronised with service
delivery. Coverage remains quite uneven, even within the target districts.
The numbers of health staff trained to carry out VMMC remain low, yet the funding base for the programme is
dwindling and uncertain over the longer term, as PEPFAR no longer prioritises VMMC at the global level and the
World Bank funding is currently only available through to 2017. A number of stakeholders have underlined the
limited capacity of health sector to achieve VMMC targets using the ‘public health approach’ and in the
‘maintenance programming’ mode planned for the future. They call attention to the considerable pressures on
human resources for health and health infrastructure in the country and raise justifiable concerns that the
expansion of the VMMC programme may divert human and other resources from other programme areas.
Alternative approaches to VMMC programming are being explored. In particular, a pilot study has been
completed assessing the feasibility of using a circumcision device, which could decrease the VMMC
programme’s dependency on skilled health workers. In addition, a study of the feasibility of offering male infant
circumcision is under way, with UNICEF support.

4.2.5

Blood safety

The 2012 National Blood Safety Policy contains the directive that all blood used in the country should be
collected through the MBTS. According to the MBTS, however, just over 50,000 blood collections were
conducted in year under review, similar to the previous year, but still below demand and the target of 80,000.
The MBTS remains unable to meet the 90% target for blood products using voluntary donors. Replacement
donors continue to account for the remaining blood collections (about 35%). These do not undergo screening
for the full spectrum of infectious diseases, as do samples collected by the MBTS, and they are not all subjected
to the same quality control standards. A national blood donor mobilisation plan for 2013–16 has been prepared,
but funds are insufficient for full implementation, holding back progress.
Funds provided by NAC to the MBTS during the financial year under review have been much less than expected
and less than in the previous year, and disbursement has been erratic, leading to cash flow problems and
threatening the implementation of key activities and the procurement of key supplies. Slow procurement
processes compound these difficulties. For example, the procurement of blood bags (which should be fully
covered using NAC funds) was started in November 2013, and delivery took place in September 2015. Core
funding for MBTS’s activities is assured through cost-recovery strategies, but sufficient and predictable funding
is critical to meet targets and build a safe blood supply system for the nation.
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4.2.6

Summary of findings

HIV testing and counselling
 The scale-up of the HTC programme is stalled and HTC uptake remains insufficient to allow the planned
increases in ART coverage. HTC remains the first, and most critical, limiting factor to reaching the NSP 2015–
20 targets (90-90-90).
 PITC has been well established in ANC, maternity and TB clinical settings, but is not yet sufficiently offered in
other health settings (such as STI clinics and Maternal and Child Health Services). Approaches to promote
HTC through outreach among populations at highest risk (such as key populations and partners and children
of positive persons) have not yet taken off.
 The insufficient deployment of qualified staff continues to represent the major bottleneck to scaling up HTC
services.
 Quality of HTC services have become compromised as a result of inadequate supervision and the virtually
non-existent application of quality assurance protocols.
 The distribution and availability of test kits continue to raise concerns.
Prevention of mother to child transmission
 Uptake of HIV services in ANC and maternity continues to improve, but a significant proportion of HIVpositive pregnant and breastfeeding women are still not initiating or continuing ART and (while data is
incomplete on this issue) it seems that a large proportion of their infants are still not receiving a full course
of nevirapine prophylaxis.
 Measures are still not generalised to identify women who may initially test seronegative and subsequently
seroconvert during pregnancy or during breastfeeding. Given that an increasing proportion of transmissions
will occur in association to these seroconversions, further improvements are necessary.
 Despite considerable investments in the follow-up of HIV-exposed infants and the early diagnosis and entry
into care of those who become HIV-infected, major challenges remain. Enrolment of HIV-exposed infants
into care is adequate, but loss to follow-up, while decreasing, is still high and EID using DNA-PCR tests
continues to be problematic.
 As pointed out last year, there are gaps all along the PMTCT cascade, including inadequate identification of
HIV-positive pregnant/breastfeeding women, inadequate identification and retention of HIV-exposed
children, low access to and uptake of HIV testing for children (DNA-PCR and rapid tests), and weak linkages
between child health services (such as immunisation) and HIV services. As coverage of the various
interventions along the cascade increases, the law of diminishing returns will apply, requiring even more
aggressive efforts to identify and manage HIV-exposed children.
STIs
 As was concluded last year, it is likely that a very large proportion of STIs in Malawi are not being properly
diagnosed and treated. Of concern for the HIV programme is the fact that persons with STIs, who are by
definition at high risk of HIV, are not being handled accordingly, and in particular offered PITC and in-depth
risk reduction counselling.
 Challenges include insufficient STI trained providers in the facilities; poor documentation and reporting from
both public and private facilities; and inadequate funding for the programme to carry out most of its planned
activities
 The availability of STI drugs remains problematic.
VMMC
 The VMMC targets set for the year under review have been surpassed, but the number of VMMC performed
is still lower than in the previous year.
 Challenges faced include: insufficient skilled staff to conduct VMMC; low demand and uptake; insufficient
intensity and coverage of demand generation activities.
Itad in association with The Malawi National AIDS Commission
2015

Page | 38

THE INDEPENDENT REVIEW OF MALAWI NATIONAL RESPONSE TO HIV AND AIDS FOR FINANCIAL YEAR 2014/15

Blood safety
 The MBTS ought to be the sole implementer of blood collection and distribution in the country, but it is
insufficiently resourced to meet its targets for the sourcing of blood from voluntary donations and adequate
screening of all blood products.

4.2.7

Recommendations

HIV testing and counselling
 The planned scale-up of HTC through a strategic mix of facility and targeted outreach-based models to reach
populations at greatest risk must urgently be taken forward to reach the new NSP’s ambitious targets.
 The drive to deploy HDAs within the health structure must be accelerated.
 The quality of HTC services requires more attention (e.g., the new testing guidelines should be finalised and
used in capacity-building and supervisory activities; confirmatory testing must be mandated).
 Further improvements in the distribution of test kits are needed to prevent any stock-outs.
PMTCT
 Overall, more efforts are needed to retain mother-infant pairs within the care system. These could include:
facility-based improvements to client flow; changes in recording systems (to link mother and child);
strengthening of reminder and defaulter tracing systems; active tracing of HIV-exposed infants and case
finding of children with HIV throughout the health care system and in the community; the introduction of
point-of-care testing machines for EID and systems to facilitate the transport of specimens and the provision
of results. More integration of services for both mothers and children should facilitate the implementation of
these improvements.
 Additional HIV tests should be offered to women at regular intervals during pregnancy and lactation, as
recommended in the HTC guidelines, given that an increasing proportion of vertical transmissions will occur
in association to seroconversions during this time. The verification of a previously negative test result is not
enough.
STIs
 To address key challenges in the implementation of the STI programme, more STI service providers should be
trained; sufficient drugs and supplies for STI services should be provided; and monitoring and supportive
supervision should be strengthened. A particular focus is required on providing PITC and risk reduction
counselling to STI patients.
 There is also need to scale up dedicated services for regular STI screening and management among key
populations, such as sex workers and MSM.
VMMC
 Targets and strategies for the future roll-out of VMMC will likely need to be revised according to the
availability of resources through to 2016–17.
 The ‘public health approach’ to VMMC may need strengthening with respect to its reach into the community
for demand creation and service delivery. A detailed assessment of this implementation model would be
useful to identify ways to optimise its effectiveness and sustainability and build a case for continued funding
into the future.
Blood safety
 It is imperative that a stable and predictable funding base be secured for the MBTS so that it can fulfil its role
in ensuring a safe blood supply for all citizens. Additional sources of funds need to be identified, given that
blood safety addresses many health concerns beyond HIV and AIDS.
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5. Treatment care and support
5.1. Findings
5.1.1

Early ART initiation and ART scale-up

Provision of ART remains a key component of the national response, and ambitious targets for continued ART
programme scale-up have been set in the new NSP.
As reported last year, the transition to the new ART recommendations, including the further expansion of ART
eligibility based on a new CD4 cell threshold (from 350 to 500 cells/mm3), was formalised in April 2014 and took
place smoothly. A brief surge in the number of patients newly initiated on ART was noted in late 2014 (see
Figure 6 below). The numbers of persons registered for pre-ART have consequently declined. In the first quarter
of 2015, only 6,233 patients were newly registered for pre-ART follow up.
Decentralisation of Malawi’s ART programme continues, although it is still not complete. 303 health facilities (of
all kinds, including in the private sector) were certified to deliver ART services in June 2011, 700 sites in June
2014 and 721 sites by June 2015. The future development of ART services needs to consider where the greatest
needs are in order to redress current uneven and inequitable ART coverage. It is reported that 50% of the
estimated PLHIV not on ART are concentrated in six districts (Blantyre, Lilongwe, Zomba, Mangochi, Machinga
and Mulanje). At the same time, greater consideration is needed to scale up models of service delivery to reach
special populations such as children, adolescents, key populations (sex workers and MSM) and mobile
populations.
As of June 2015, the total number of patients alive on ART amounted to 565,105, representing a 12% increase
from the number (505,103) at the end of June 2014, and close to the target set for the year. Estimated ART
coverage among people in need of treatment, based on 2015 Spectrum estimates based on the 2014 eligibility
criteria is now 57% (66% for adults and 49% for children). Note that the number of persons on ART represents
50% of all PLHIV in Malawi (new Spectrum estimate of 1.1 million) and many more positive persons will need to
be identified, offered care and placed on ART by 2020 to meet the new treatment targets set in the new NSP
(with the anticipated introduction of the universal offer of ART to all PLHIV in 2016). Not so many persons are
currently waiting in pre-ART services, so future increases in ART coverage are largely dependent on the
intensification of HTC among high-risk populations.
Stock-outs of essential commodities are less of a problem than in previous years, but occasional stock-outs still
occur of ARVs (especially alternative ARVs), CD4 reagents and opportunistic infection (OI) drugs, especially at
peripheral levels. Storage capacity for these commodities is acutely limited, at all levels of the health systems
and needs to be addressed to improve drug availability and security.
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Figure 6: Patients Newly Initiated on ART and Total ART Clinic Registrations per Quarter

Source: Ministry of Health

As ART coverage among adults improves, the low treatment coverage among children is receiving greater
attention. Political commitment to reach out to the children left behind is visible through the work of the First
Lady in the African Union and good progress is being made with the support of a number of key partners.
Besides the poor follow up of HIV-infected mothers and their exposed infants and long turn-around times for
HIV DNA-PCR results in HIV-exposed children, described above, there are many missed opportunities for HIV
exposure and status ascertainment in potentially high yield settings such as paediatric clinics and wards,
nutritional rehabilitation units and immunisation activities. As a result, there are serious delays in ART initiation
among children and paediatric ART coverage remains low.

5.1.2

Care and support

Efforts to improve care for PLHIV, in pre-ART and other programmes, are also being stepped up, though further
improvements are necessary. In particular, losses to follow-up continue to be high (around 25% of those ever
registered in pre-ART were lost to follow-up as of March 2015). Among those retained in pre-ART programmes,
however, uptake of recommended interventions was generally good: cotrimoxazole preventive therapy (CPT)
coverage among pre-ART patients was 94% while Isoniazid Prophylactic Therapy (IPT) coverage was 85% in the
first quarter of 2015. Uptake of provider-initiated family planning, however, was low. It is not clear whether this
is because family planning was not offered, or offered in another venue, or whether demand was low. At the
other end of the spectrum of care, linkages to home-based care and palliative care are weak. Of note, however,
is the production of a formal Policy on Palliative Care in October 2014 Policy and of a comprehensive health care
provider training manual in March 2014, with support from the Palliative Care Association of Malawi.

5.1.3

Virological monitoring of persons on ART

Routine viral load monitoring for patients on ART (at six months after ART initiation, at two years and every 24
months thereafter) is being scaled up gradually through 2015 to facilitate early detection of treatment failure
and timely switching to second-line ART. Additional targeted viral load testing may be carried out for patients
with clinically suspected treatment failure. By June 2014, eight laboratories in the national programme provided
viral load testing for patients enrolled at the eight respective facilities and associated sites. A total of 19,062
viral load results were produced at these laboratories between January and March 2015. This is 50% more than
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between April and June 2014 but represents only 26% of the estimated need (with about 70,000 people passing
a viral load monitoring milestone every quarter). This is ascribed to poor adherence of health workers to
guidelines, the poor quality of many samples and logistical challenges with blood sample transportation. 85% of
all results indicated undetectable loads (<1000 copies per microliter). These problems need attention given that
viral load monitoring outputs are expected to increase significantly over the coming months and ambitious
targets have been set in terms of the proportion of patients who can attain and maintain undetectable viral
loads. Furthermore, the decentralisation process demands that capacity for viral load monitoring and for
decision-making about switching to second-line treatment regimen be increasingly devolved to smaller clinical
units.

5.1.4

HIV/TB

The recognition that TB is the most common cause of death among PLHIV has led to strengthened HIV/TB
collaboration in recent years. Integrated service delivery is being made possible through the delivery of HTC
and, as required, ART in TB clinics and intensified TB case finding in HIV clinics. All newly diagnosed TB patients
are to be tested for HIV, and newly diagnosed HIV-positive patients are to be screened for TB. All pre-ART
patients with a negative screening outcome for TB symptoms are eligible for IPT (results for this are reported
above). Every patient on ART is supposed to undergo TB screening at every visit. Increasingly, integrated
services are possible for HIV-TB co-infected patients, and one tool is available to support integrated supervisory
activities.
HIV testing of TB patients is satisfactory, with 91% of TB patients having their HIV status ascertained in the first
quarter of 2015 (89% in the second quarter of 2014), surpassing the 85% target. It is now planned that HIV
testing be moved upstream to include patients with suspected TB.
Screening for TB is performed routinely among pre-ART and ART patients. However, as noted last year, the TB
detection yield among HIV-positive individuals is low, suggesting poor sensitivity of the assessment tools used in
HIV care settings. Vigilance is required as in the first quarter of 2015 it was estimated that 80% of persons coinfected with TB and HIV were receiving both TB treatment and ART (less than in the previous year and less than
the 85% target, but this may be due to the estimation method). The majority of TB cases with HIV were already
on ART at the time of TB diagnosis.
Some of the challenges that this programme area is facing are: delayed diagnosis due to poor health seeking
behaviour; low TB case finding rates among PLHIV; and insufficient TB infection control measures at facility
level. Steps to address these challenges have been proposed in the joint HIV/TB Concept Note that has now
been approved by the Global Fund.

5.1.5

Retention in care

At this time, there is evidence that clinical outcomes among patients on ART are steadily improving and that
ART stop rates, default rates and death rates are decreasing, as shown in Figure 7. By June 2015, the quarterly
defaulter rate was 1.4% and the death rate 0.3% among the patients alive and on treatment in the quarter. By
the end of June 2015, 79% of adults and 78% of children were retained alive on ART 12 months after initiating
treatment. This is similar to previous years, but needs further improvement toward the WHO target of 85%.
Innovative approaches exist to enlist lay health workers in health facilities and in the community to provide
support to health workers and clients and to assist in follow up of clients, support adherence, and to develop
community systems for ART service delivery, but they are not yet formalised or generalised. The involvement of
communities is discussed further in section 14.
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Figure 7: Quarterly Rates of ART Drop Out (ART Stop, Defaulters and Deaths)

5.2. Summary of findings
 The ART scale-up trajectory for adults is adequate for meeting the 90% ART coverage target but a
considerable push will be required, given the tight timelines and the ever-increasing difficulty of identifying
populations in need of treatment. ART coverage among children is not adequate, however, and needs more
attention. This is not business as usual and, as discussed in recent coordination meetings, it is clear that
Malawi will need to do things differently to reach the new 90-90-90 targets.
 Human resources for health issues loom large as the number of health workers trained in HIV treatment and
care is not keeping up with the increasing client load and the decentralisation process.
 Inadequate levels of HTC, and especially PITC, are undoubtedly acting as a bottleneck to reaching higher
levels of ART coverage.
 Stock-outs of essential commodities are less of a problem than in previous years, but occasional stock-outs
still occur of ARVs (especially alternative ARVs), CD4 reagents and drugs, especially at peripheral levels.
Storage capacity for these commodities is acutely limited, at all levels of the health systems and needs to be
addressed to improve drug availability and security.
 High levels of losses to follow-up at all stages of the continuum of care threaten progress in reaching the
third ‘90’. Furthermore, viral load coverage is low at 26% of need. Laboratory capacity for immunological
status assessment and monitoring, and related processes for collecting specimens and reporting results, are
insufficient to meet rapidly increasing needs in the future, especially with respect to viral loads, which is
necessary for monitoring progress in reaching the third ‘90’.

5.3. Recommendations
The following recommendations apply to all biomedical interventions, not just ART, and need to be taken
forward under the leadership of the MoH, with the support of NAC and all technical and implementing partners:


Select, formalise and generalise innovative approaches to enlist lay health workers in health facilities and in
the community who provide support to health workers in counselling, management and follow-up of
clients, and to develop community systems for ART service delivery.



Develop harmonised standard operating procedures (SOPs) for all key interventions in the continuum of
care (starting from HTC) for all sites (in collaboration with implementing partners).
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Develop integrated sample transportation and reporting systems for all key laboratory tests (EID, sputum,
viral load, etc.).
Develop operational guidelines for implementation of an integrated package of all key interventions at
district level, with enhanced community health systems and strengthened community-facility linkages.
Improve and expand infrastructure to accommodate scale-up (with adequate spaces for HTC, ongoing
counselling, storage of drugs and commodities, etc.).

In taking forward these recommendations, particular attention must be paid to:
 Human resources for health issues as the number of health workers trained in HIV treatment and care is not
keeping up with the increasing client load and the decentralisation and service integration processes.
 Judicious use of community systems is imperative to not overwhelm the formal health service, as this would
inevitably further compromise quality of care. This is discussed further in section 14.
 Increasing coverage is important but should not be effected at the cost of improving comprehensiveness
and quality of care.
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6. Impact mitigation
6.1. Findings
The Malawi Demographic and Health Survey 2010 showed that 56% of children under age 18 were living with
both parents, 8% were paternal orphans, 3% were maternal orphans while 3% were double orphans. Living
without parents may result in failure to access basic requirements such as health, education, and social and
material support. In schooling, orphan-hood may lead to dropping out of school due to failure to pay school fees
and/or inability to meet other school requirements (uniforms, books). The GoM, through the Ministry of
Education Science and Technology, the Ministry of Gender, Children and Social Welfare and Ministry of Local
Government and Rural Development (MLGRD) are the main providers of bursaries for children in community
secondary schools. Partners such as CAMFED, Joyce Banda Foundation, Red Cross, support the private bursary
programme. CAMFED provide bursary to girls only and currently supporting 481 girls in Phalombe District. Other
partners in Phalombe are Open Hand and God is with us.
During the year under review, 29,302 households with OVC received psychosocial, material and medical support
to care for the child surpassing the annual target of 20,000 households. Under the school bursary programme,
3,762 children were supported under the bursary programme. However, this was only 38% achievement against
the annual set target as shown in Figure 8. It is important to highlight that the targets and achievements under
this indicator are not inclusive of targets by other implementing partners such as CAMFED, UNICEF and the
Ministry of Education.
Figure 8: OVC-Provided with Education and Psychosocial Support 2014/15

Generally, there has been a reduction in OVC support, especially education support, over the years due to reprioritisation of resources (see Figure 9). NAC funding for OVC was provided for under the Global Fund Round 5
but the grant expired in 2011. As such, schools did not enrol new students for the programme in 2014/15, but
rather continued with those already in the system. However, findings from districts during the review indicate
that some of the current recipients had not received their bursaries resulting in them being sent away from
school.
The Nationwide School Bursary Review, which focused on the Education Support Programme, was completed in
2014. During 2014/15, the review of the Impact Mitigation Conceptual Framework was also undertaken, leading
the development of the Impact Mitigation Guidelines which present a framework for programme coordination
and implementation. The three ministries (see above) coordinating the bursary programme may need to utilise
the findings of the Nationwide Bursary Review and Impact Mitigation Guidelines to guide programming.
During the review, most interviewees expressed concern over the possible introduction of school fees at
primary school level which they foresee increasing the numbers of needy children. Currently, primary school
education is free in Malawi.
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Figure 9: Number of OVCs with Education Bursaries 2005/06 to 2014/15

Source: Adapted from the Annual Technical Progress Report July 2014–June 2015

6.2. Summary of findings:






The Nationwide School Bursary Review and the review of the Impact Mitigation Conception Framework
were both undertaken.
While the number of households with OVC that received psychosocial, material and medical support to care
for the child surpassed targets, there was only a 38% achievement in relation to the number of children
supported under the bursary programme. There was no enrolment of new bursary recipients under the NAC
funded programme, and even though the programme continued to support those that were already
recipients, there was evidence at community level that some of those already enrolled have still not
received their support.23
There has been a reduction in OVC support over the years due to re-prioritisation of resources, with NAC
funding from GF Round 5 expiring in 2011. The bursary packages were described as inadequate as they
provided less than what is stipulated in the guidelines.
Most of the interviewees expressed concerns over the possible introduction of primary school fees, which
would dramatically increase the pool of needy students at primary and secondary levels.

6.3. Recommendations


Increase resources for impact mitigation to strengthen the provision of comprehensive support for OVCs
Engage partners in OVC support to increase resources for OVC education and support.



Strengthen community structures to support evidence-based OVC interventions.

23

For example, NAC grant in Phalombe supported 109 in 2012/13, declined to 52 in 2013/14 and further down to 29 in 2014/15.
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7. Empowerment of people living with HIV
7.1. Findings
The national response continued to focus on the empowerment and involvement of PLHIV, with umbrella PLHIV
groups involving themselves in the key national processes that took place during the year, and carrying out
dedicated activities to support PLHIV and lessen stigma and discrimination.
Networks of PLHIV were positive about their inclusion in finalising the new NSP. However, they were less
positive about the emphasis of the final Global Fund Concept Note, citing the limited funding available to
combat stigma and discrimination, to support civil society strengthening, to enhance community support to
testing and treatment adherence, and to expand community linkages with health facilities. It should be noted
that the discussions about final allocation of the Global Fund grant are still ongoing, however. Stakeholders also
noted that the absence of the HIV Bill continues to hinder the involvement of some people living with HIV.
Activities carried out in the year under review include support to MANET+, NAPHAM, MHRC and MANERELA to
carry out campaigns against stigma, as well as advocacy sessions for groups of PLHIV at the district level.
Anecdotal feedback from MANET+ suggests that PLHIV have been experiencing less stigma during the year
under review. A new evaluation of stigma and discrimination is planned to start at the end of 2015; therefore, it
is anticipated that more information will be available during the 2016 annual review.
During the previous year the National Association of Positive Young People was established with support from
MANET+. Currently the new network has established a steering committee but has not yet started any activities.
In general, there was mixed evidence from the community-based organisations spoken to about their
engagement with umbrella organisations, given the resourcing challenges at every level. In one district visited
by the team, the CBO had previously received support from NAPHAM which had now ceased due to lack of
funding; however, in another district the CBO reported regular support from NAPHAM, for example in the form
of training.
It was noted during the review that with the need for more community engagement required to achieve the 9090-90 targets PLHIV and key population networks will need to play a key role to support community-based
interventions. This is explored in more detail in section 14 below.

7.2. Summary of findings
 There is evidence of good engagement of PLHIV in some of the key national processes that occurred during
the year, for example, the development of the finalisation of the NSP. However, there is still room for
improvement – for example, the absence of the HIV Bill still hinders optimal involvement.
 Campaigns against stigma were undertaken, and there is some limited anecdotal evidence that suggests that
stigma may be reducing.
 There is mixed evidence from CBOs about the support they are getting from umbrella organisations, given
the resourcing challenges that are being experienced at every level.

7.3. Recommendations


Support the development of enabling environment through the enactment of the HIV Bill.



Ensure the completion of the new Stigma and Discrimination Survey to ensure the best use of resources.



NAC should work with PLHIV networks on approaches to enhance community engagement in the
differentiated models of service delivery – in ways that empower PLHIV and makes the most of their
potential to address key gaps and enhance the response.



Support the planning, implementation and monitoring of differentiated models of service delivery.



Implement mechanisms to strengthen the technical capacity of CBOs.
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8. Mainstreaming and linkages
8.1. Findings
Gender equity and equality, multisectoral inclusion and human rights are three of the nine guiding principles of
the NSP 2015–20. The strategy promotes a human rights approach to service provision, multisectoral inclusion
and comprehensive sexuality and gender transformative interventions to prevent new HIV infections through
safer sex, support service utilisation, retention in care and adherence.
During the 2014/15 financial year, 13 mainstreaming orientation and advocacy sessions with leadership in the
public sector, private sector, civil society and local councils such sessions were conducted, surpassing the target
by 30%. A total of 85 people in major social sector organisations (against a target of 100) were also oriented on
HIV and AIDS mainstreaming.
Eighty-five large public and private organisations developed HIV and AIDS workplace policies and programmes,
aimed at raising awareness on HIV and AIDS issues and addressing stigma and discrimination in the workplace.
The annual target was 90 (94% achievement). New workplace peer educators were also trained in the process,
as presented in Figure 10.
Figure 10: HIV and AIDS Mainstreaming in the Workplace 2014/15

Gender mainstreaming activities continued in 2014/15. These included the Gender Equality and Women
Empowerment Programme piloted in 13 districts; the Enrolment and Retention Programme aimed at improving
girl child education, and the Readmission Programme for girls back to school. The Ministry of Gender, Children
and Community Development, with support from UN Women and UNAIDS, embarked on the development of a
costed Gender/HIV Implementation Plan to make more explicit gender related issues and intervention in
support of the NSP to help achieve targets set under 90-90-90 strategy.24 Gender mainstreaming activities are
implemented under the coordination of the Ministry of Gender, Children, Disability and Social Welfare guided
by Malawi’s Gender Policy. It is worth noting that the National Gender Policy 2000–05, revised in 2008, is dated
and needs to be reviewed for the facilitation of meaningful gender equality and women empowerment.
On the other hand, the Health Rights and Education Programme, carried out advocacy activities to raise
awareness on rights-based approach to health services provision, health rights education, policies in health and

24

As of November 2015, this was reported to be nearing completion; however, this falls outside of the time period under review for this
year’s report.
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human rights and governance issues. YONECO established Rights Committees in communities to track and
report on health and human rights abuses in their communities.

8.2. Summary of findings





Most mainstreaming indicators did not achieve annual set targets, as a result of a decrease in resources
available; however activities were undertaken – including orientation and advocacy sessions with leadership
in the public sector, private sector, civil society, local councils and social sector organisations.
Eighty-five large organisations developed HIV and AIDS workplace policies and programmes, aimed at
raising awareness and addressing stigma and discrimination in the workplace.
The Gender Equality and Women Empowerment Programme was piloted in 13 districts.
The Ministry of Gender, Children and Community Development embarked on the development of a costed
Gender/HIV Implementation Plan to make more explicit gender related issues and intervention in support of
the NSP to help achieve targets set under 90-90-90 strategy.

8.3. Recommendations


Civil society and NAC should advocate for the enactment and review of legal instruments and strategies that
support mainstreaming of gender, HIV, human rights and culture.



Strengthen coordination among ministries to achieve mainstreaming targets.
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9. Sustaining the HIV and AIDS research agenda
9.1. Status of implementation
The Annual Technical Progress Report notes that the research agenda, as described in the National Strategic
Plan, ‘suffered major setbacks’ in the past year, mainly due to financial constraints. A number of studies failed
to be implemented and no new research projects were initiated under the auspices of NAC. The decreased level
of research activity can be seen in Table 2 (see section 3 above) in the reduced number of research-related
activity milestones in the IAWP, as compared to the 2013/14 year: a total of 13 NAC and partner-initiated
research activities, as compared to 27 in the preceding year, with 6 of those 13 not achieved (although it should
be noted that some studies commissioned in 2013/14 were not finalised until 2014/15).
Studies carried out in 2014/15 included the behavioural patterns of men who have undergone VMMC, and the
Nationwide Secondary School Bursary Review (upon which the Impact Mitigation Guidelines were based).
During the period under review NAC also continued supporting the ongoing drug resistance study in MoH. It
also coordinated a study that evaluated evidence for the effect of behavioural change on the course of the HIV
epidemic. In addition, a National Research and Best Practice Conference was held. Donors are currently
supporting a number of research studies. For example the following are some of the studies being supported
through PEPFAR: Evaluation of Option B+ in seven districts (carried out by MSH/Dignitas); Assessment of selftesting (MSH); Evaluation of HIV testing week campaigns (MSH); Retention in ART study (Lighthouse Trust);
Hypertension in PLHIV (Lighthouse Trust); Surveillance of ART in PMTCT (NAC).
A number of Malawi-based research projects were published in the past year, as well as numerous
presentations at International Conferences, such as the International AIDS Society Conference on HIV
Pathogenesis, Treatment and Prevention, held in July 2015. The team noted that a number of research abstracts
were being submitted to the International Conference on AIDS and STIs in Africa Conference, to be held in
Zimbabwe later in 2015.
However, conversely, a number of studies were not carried out in the past year. These include antenatal
surveillance, an HIV incidence study, a paediatric HIV and AIDS programme evaluation, a post-ART behavioural
study and an impact assessment on the district HIV and AIDS response. Some important studies remain in the
pipeline, including a study on birth defects, as well as a number of projects being carried out by various partners
such as the DREAMS and Linkages Programmes (both USAID funded).
As in past years, it was difficult to assess the level of research activity in the country during the short duration of
the independent review. NAC is the institution that monitors research work through the National Health
Sciences Research Committee and College of Medicine Research and Ethics Committee. NAC is also finalising the
development of a research database that will document all research work conducted in Malawi, but in the
meantime, there does not appear to be an easily-accessible listing of all of the current and planned research
activities in the HIV/AIDS sector. The decreased role of NAC as a grant-making organisation (as discussed in later
sections of this report) could free up personnel and time so that NAC could play a larger role in coordinating,
monitoring and documenting the ongoing research taking place in the country through local and international
institutions and donors.

9.2. Summary of findings
It is evident that the research agenda in the past year has suffered, mainly due to greatly reduced resources to
fund and support research activities. In a restricted resource environment with the overriding demands of the
prevention, treatment and care programmes, there are challenges in allocating resources to research. But it
remains clear that appropriate and effective programme strategising, planning and budgeting cannot be carried
out without a strong evidence base of data to guide and inform thinking – an evidence base that is produced
through regular M&E activities but also through individually executed research and evaluation projects.
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9.3. Recommendations


Even in a resource-restricted environment the research agenda must be supported to provide necessary
evidence and therefore requires ‘champions’ both in NAC and the MoH.



Carry out those research studies that are of greatest priority, in keeping with the priorities set out in the HIV
and AIDS Research Agenda. These could include the conduct of a NASA, antenatal surveillance and
adherence monitoring).
NAC should prioritise the finalisation of the research database.
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10.
10.1.

Monitoring and evaluation
Status of implementation

The National Strategic Plan 2010–15 considered M&E to be a high-priority area in the strategy as it sought to
effectively contribute to the implementation of evidence-based programmes and interventions in the national
response through the generation and dissemination of reliable and timely strategic information on HIV and
AIDS. This was to be achieved through two key strategies: (a) strengthening capacities to monitor and evaluate
the national response at national, district and community levels; and (b) developing and maintaining effective
HIV and AIDS information systems. In the new NSP 2015–20 M&E continues to play a central role, with a focus
on ‘evidence-based interventions’ as one of the key guiding principles, an increased emphasis on ‘national level
coordination and programme management’ and improved ‘monitoring and reporting on community-based HIV
services’.
The IRT reviewed the M&E systems under the national response based on the progress made against annual
activity targets, as well as the basic expectations of a functioning system. Tables 1 and 2 in section 3 above show
that, under the NAC- and partner-implemented IAWP components, there were a total of 27 milestones that
could be considered as M&E, supportive supervision or technical assistance activities. There was no change in
the number of activities as compared to last year. The bulk of these were either exceeded (6 milestones) or
achieved (14 milestones); 4 milestones were recorded as not having been achieved and these were under both
the NAC- and partner-initiated M&E activities in the 2014/15 IAWP.
Among the NAC-initiated activities that were in the IAWP but not achieved in the past year were the HIV
epidemic update and the NASA. The main partner-initiated activities that were not achieved were the training
of data entry staff and the conduct VMMC programme performance review. On the other hand, several
activities were accomplished in the past year that had been on the list of ‘not achieved’ in 2013/14, such as the
institutional review of the national response. Further activities accomplished in the past year included PMTCT
mentorship review meetings in high-prevalence districts, the development and distribution of standardised
VMMC data collection tools, as well as the finalisation of the National Monitoring and Evaluation Plan 2015–20.
The IRT reviewed the M&E system functionality based on a number of observed factors, including whether or
not data collection is done regularly and consistently for updating key performance indicators, as well as
facilitating evidence for management; extent of data analysis and reporting at district and national levels; extent
of dissemination and sharing of information in the response; existence of supporting databases; existence of a
strategy and M&E Plan; partnership arrangements for M&E; capacity building for M&E at all levels; and use of
M&E products for planning and management. In general, the IRT found that the national response system was
largely functional, despite challenges noted with databases and data quality. However, one issue that was
highlighted is that in each district council there is supposed to be an M&E officer, but this post is not filled in all
councils. In one district office visited this year, the person in charge of M&E is actually officially hired in another
post, and is only doing the M&E tasks part time.
As noted last year, there are essentially two HIV and AIDS reporting systems working in parallel and the two
systems are not designed to interact with one another. The DAC in each council is responsible for the nonbiomedical HIV and AIDS M&E reporting through Local Authority HIV and AIDS Reporting System (LAHARS) to
NAC. However, at the clinic level biomedical reports are sent not to the DAC but to the District Health Office
which has its own HIV and AIDS coordinator, and this person is sending data on ART, PMTCT, STI, HTC to Central
HMIS in the MoH. At the district council level, quarterly reports are supposed to be sent by the M&E Officer to
NAC, the MLGRD, and the Ministry of Economic Planning. This sometimes results in conflicts in data between
what is reported in the HMIS and LAHARS. The HMIS for recording biomedical data is a functioning system,
partly because there is an intensive system of quality assurance – each facility is visited by MoH personnel every
quarter and data quality audits are conducted. This is still not happening with LAHARS, however the IRT noted a
continued improvement in the LAHARS system, first commented upon a year ago.
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There are a number of ongoing challenges and issues in relation to the systems:
1) Data collection from organisations not receiving funding from NAC: As has been observed in the past, not all
agencies implementing HIV and AIDS activities provide reports to the District Councils. This is especially true of
CBOs and NGOs that do not receive funding directly from NAC. They are reporting certain indicators to the
MoH, but some indicators (e.g. condom distribution) are not reported anywhere, and the IRT heard about the
problems at district level at compelling these organisations to report on their activities. As was noted last year,
draft MOUs were being developed that would be compulsory for NGOs and CBOs working at the district level to
sign, and within the MOUs are clauses stipulating reporting requirements and imposing penalties for noncompliance. However, these draft MOUs have not yet been finalised and, as one DAC put it, the districts have
been ‘too lenient’ in allowing CBOs and NGOs to continue to operate despite not reporting on their activities.
The outcome of this, however, is that data captured by NAC only accounts for part of the picture of the
response.
2) Data quality: Data quality issues have been observed over past reviews, and these continue to be an issue,
and were initially observed during the data quality audit conducted by NAC in 2012. Besides the problems of
non-reporting or inaccurate reporting through double-counting, meetings with the District M&E Officers
confirmed once again that the situation in the field is not conducive to the collection of accurate data:
transportation issues, broken-down computers and no access to the internet are still issues in many districts.
Regional collection of data is a step toward better monitoring of data, but one District M&E officer noted that
despite the improvements, there is still not a lot of ‘top-down’ communication – district-level data rarely being
commented upon or analysed jointly. Communication issues between the district M&E officer and the DACs
were also raised as issues last year as well as this year, but this may not be a systemic problem, but rather
isolated local problems between individuals.
At the national level, there continues to be discussion about the need to improve the M&E system, including
implementing a web-based HMIS. Given the current state of the reporting system, the level of infrastructure in
many districts and the overall restrictions on HIV resources, this is not something that will be possible to
implement in the short term. However, Malawi has recently received support from the Bill and Melinda Gates
Foundation (BMGF) to strengthen the HIV M&E system.
3) Target setting: A number of activities not achieved in the past year have been on the list of non-achievement
for two or more years. Lack of funding is often ascribed as the reason for this, and the lack of GFATM funding
has led to the deprioritisation of many activities (especially if they were not listed in the Investment Case or
NSP). (See section 3 for further findings and recommendations in relation to this.)

10.2.

Summary of findings

 Several activities were accomplished in the past year that had been on the list of ‘not achieved’ in 2013/14,
such as the institutional review of the national response. However, conversely, other activities were not
achieved, including the HIV epidemic update, NASA and the training of data entry staff.
 While M&E for the national response is largely functional, some challenges remain. These include absence of
M&E officers at district level, getting data from organisations that do not receive funding from NAC, general
data quality issues and issues around target setting in terms of the IAWP.

10.3.

Recommendations



District councils should finalise the MOU template to govern CBO and NGO activities at the district level,
including reporting requirements and penalties for non-reporting.



NAC in collaboration with the MoH should carry out the essential M&E activities not achieved in the past
two years, especially the antenatal surveillance study and a NASA.



Give priority to filling all district posts, including District AIDS Coordinators and District M&E officers.
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11.
11.1.

Finances
Financial performance – resources passing through NAC

11.1.1 Introduction
The huge overruns in primary expenditure experienced in 2013/14 in the wake of a fiscal scandal (called ‘Cashgate’ by the local media) forced the government to borrow heavily from the banking system to finance
overruns. Some of the overruns related to fraudulent transactions carried out using the Integrated Financial
Management Information System, which led to suspension of budget support and cuts in dedicated grants. The
successful prosecution and sentencing of individuals involved in the 2013/14 fiscal scandal were observed by
the IRT in 2014/15. However, changes in policy by some key pooled fund mechanism donor partners such as
DFID stopped any funding contributions through NAC for the Malawi National HIV Response leaving the GFTAM,
World Bank (WB) and GoM as the three remaining pool partners. Since commencement of the Single Stream of
Funding (SSF) Grant in 2012, GFTAM have only been financing off-shore procurement of ARVs and Health
products. The only time GFATM disbursed in the pool was in October 2013 when they disbursed US$ 1.06
million for support to UNV doctors under UNDP.
The 2014/15 IRT noted that there were no NASA studies commissioned for 2014/15 to allow for the further
analysis of Malawi National HIV Response. Due to difficulties in obtaining HIV related financial data for analysis
from the varied actors and sources for the Malawi National Response to HIV, NAC still remained in 2014/15 the
major source of financial information for the IRT. However, despite the perceived change in role from grantmaker to coordinator and the proposed replacement of NAC as the GFATM Principal Recipient by the Ministry
of Health (mainly biomedical) and Action Aid (mainly non-biomedical),25 NAC still received significant resources
amounting to US$ 115 million in 2014/15 (compared to US$ 77 million in 2013/14). This increase of 49% on
2013/14 was largely due to GFATM transaction being in 2014/15 rather than 2013/14. The IRT noted that US$
2.4 million of these resources were from domestic sources for the Malawi National HIV Response indicating that
Malawi is heavily donor dependent at 98%.

11.1.2 Financial performance of NAC receipts 2014/15
Malawi HIV funding is not entirely funded through the coordinating body NAC but also through other funding
partners such as the GoM, USG/PEPFAR26 and DFID. Thus, without the cooperation of these funding partners, it
is extremely difficult for NAC to keep track of institutions funding HIV and AIDS activities and those benefiting
from these activities.
Figure 11 below shows significant contribution to resources through NAC Malawi National HIV Response by the
GFATM – US$ 102.2 million in 2014/15, which is a 69% increase from 2013/14 (largely due to GFATM
transaction done in 2014/15 rather than 2013/14). The 2014/15 IRT noted that despite the decrease in the
Donor Pool Partners contributors to three and proposed change in Global Fund Principal Recipient, more
resources for the Malawi HIV Response were received in 2014/15 (US$ 115 million) when compared to 2013/14
(US$ 77 million) – largely driven by the Global Fund transaction as noted.

25

There is an incorrect perception that the MoH only does the “biomedical” and that NGOs only do the “non-biomedical”. The division
had more to do with the GFATM “dual track financing” approach. The misperception also perpetuates the false dichotomy between
biomedical and non-biomedical interventions should be avoided, especially when one is fostering a coordinated approach to prevention
and care.
26 Funding passing through NAC from USG is through a direct contract with the CDC; however, other contributions are listed under the
umbrella term of USG/PEPFAR, which includes USAID and CDC as well as other US government bodies.
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Figure 11: NAC Receipts All Sources Donor Pool and Discrete 2014/15 (US$ million)

Source: Figures adapted from NAC’s 2014/15 and 2013/14 FMR narrative report

The analysis of NAC funding receipts for 2014/15 shows a 49% increase in total receipts during 2014/15
compared to 2013/14 (Table 5). Total receipts for 2014/15, US$ 115 million, represented 90% of budget
resources that had been expected by NAC, a significant increase from the 56% of total receipts compared to
budget in 2013/14. The increase is attributable to late disbursement of funds for the procurement of ARVs and
Health products through Voluntary Pool Procurement (VPP) under the GFATM SSF grant in 2013/14 that was
under review and went through in 2014/2015. GFATM was the single largest contributor to resources passing
through NAC providing US$ 102.2 million or 88% of the total receipts for 2014/15.
The 2013/14 fiscal scandal (‘Cash-gate’)27 saw changes in DFID policy leading to non-contributions to the NAC
Pooled Funding Mechanism in 2014/2015. The result was that there were only three donor pool partners
remaining – the GFATM, WB and GoM. The GoM contributed US$ 2.4 million to the Pooled Funding Mechanism
in 2014/15, a huge increase of 700% from 2013/14.
The 2012/13 and 2013/14 IRT reports recommended implementation of the recommendations from the
Sustainability Financing for HIV/AIDS in Malawi study – namely those to grow the domestic funding base and
gradually reduce reliance on funding from external sources. The alternative sources of funding identified by the
study were earmarked taxation (for example, a levy on income tax or a value added tax such as that in
Zimbabwe), a mobile phone levy, alcohol and tobacco levies, an airline levy and public and private sector
mainstreaming.
Table 3: Total Value of NAC Receipts All Sources Donor Pool and Discrete Funding Partners for 2014/15
2014/15
2013/14
2012/13
SOURCE (Funding Partner) Budget
Actual
Actual
Actual
US$ million
US$ million
US$ million
US$ million
GFATM
115.5
102.2
60.3
68.1
WB
9.3
9.5
8.2
15.2
DFID
0.0
0.0
4.6
7.5
Gov. of Malawi
2.0
2.4
0.3
0.4
CDC
1.2
0.9
0.3
0.7
Other
0.0
0.0
3.4
1.8
TOTALS
128
115
77.1
93.7
Source: Figures adapted from NAC’s 2014/15 and 2013/14 FMR narrative report

Performance
AvB
%
88
102
120
75
90

Yr on Yr
%
+69
+16
(100)
+700
+200
(100)
+49

27

‘Cash-gate’ is the biggest financial scandal in Malawi's history discovered in 2013/14. The scandal was a result of the manipulation and
collusion to exploit internal controls of the computerised public financial management system called IFMIS that GoM uses to manage the
flow of funds. The Baker Tilly forensic audit report for the period 1 April 2013–30 September 2013 confirmed MK 13.6 billion (US$ 41
million) for cash-gate transactions (payments to business for services not rendered), payments with no supporting documents and
inflated procurement prices.
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11.1.3 Malawi National HIV Response – Resource Mapping 2014/15
The Malawi HIV/AIDS National Response was based on the National HIV and AIDS Strategic Plan (2011–16) upon
which the new NSP 2015–20 has been built. The Ministry of Health’s Resource Mapping exercise provides the
opportunity to compare the projected costs of the NSP to the projected funding envelope for HIV in Malawi, as
currently budgeted by the GoM and Partners. The funding needs from the NSP compared to resource mapping
data will lead to improved resource allocation, increased coordination with stakeholders and harmonised HIV
response priorities.
The annual resource mapping exercise helps to track budgets of all health sector organisations and provide
valuable information for the national annual budgeting process. It also focuses on collecting detailed budget
data at activity level, to inform gap analyses and budget allocation decisions. All health-related organisations –
including Government Ministries, Christian Health Association of Malawi (CHAM) facilities, as well as discrete
partners providing off-budget support – are asked to submit detailed information for both on-budget and offbudget resources. The information specifies how much funding is available in each district, who is providing it
and the exact health services and implementers to which that funding is allocated. Resource mapping focuses
on collecting detailed budget data at activity level, to inform gap analyses and budget allocation decisions.
The Round 3 Resource Mapping 2014/15 budget data shows total of US$ 214.6 million, being the resources
budgeted for the national HIV response in 2014/15. The US$ 115 million received through NAC is only 53%
indicating that a significant 43% is channelled through USG/PEPFAR, GoM and other players. The analysis of
financing by funding source 2014/15 budget, Table 4 below shows that Global Fund (US$ 114 million) is the
dominant single largest contributor to Malawi National HIV Response, followed by USG/PEPFAR (US$ 48
million). The other top contributors are the WB, MSF, DFID and CHAI. The 2014/15 notes that significant
resources are not passing through NAC for the Malawi National HIV Response and were coming from
USG/PEPFAR, MSF, DFID and CHAI. Table 6 (Programmatic Intervention 2014/15 Budget) below shows budget
allocation of the resources by programmatic intervention. The 2014/15 budget shows that Malawi National HIV
Response largest allocation of resources is toward treatment/care with approximately 50% allocation. The
second largest allocation is toward prevention at 20% allocation then cross-cutting issues allocation at 19% and
the remainder going toward lab services (7% allocation) and HIV impact mitigation (0.3% allocation).
Table 4: Malawi National HIV Response Financing by Funding Source 2014/15 (USD) Budget
Funding Source

Budget Estimate Amount US$ million

Global Fund

115

USG/PEPFAR

48

WB

10

MSF

10

DFID

7

CHAI

6

Source: Figures adapted from Ministry of Health, Resource Mapping Round 3 Results, Department of Planning – October 2014

Table 5: Malawi National HIV Response Primary Implementers 2014/15 (USD) Budget
Implementer
NAC
Jhpiego

Budget Estimate Amount (US$ million)
136
8

CHAI

6

Management Sciences for Health

6

MSF-Belgium

5

I-TECH

4

MSF-France

4

Johns Hopkins University/Center for Communications Programmes

4

Source: Figures adapted from Ministry of Health, Resource Mapping Round 3 Results, Department of Planning – October 2014
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The analysis of the primary implementers’ 2014/15 budget, Table 5 above shows that Malawi National HIV
Response implementation and coordination is mainly done through NAC – with a large budget of US$ 135.9
million due to a significant number of secondary implementers. The budget is approximately 17.6 times that of
Jhpiego, the second largest implementer, which has budget of only US$ 7.7 million in comparison. The proposed
change in Global Fund PR should see resource contribution through NAC considerably shrinking. NAC has been
presented with an opportunity to reposition itself as coordinator of the Malawi National HIV Response in line
with the new NSP.
Table 6: Programmatic Intervention 2014/15 Budget
Programmatic Intervention

US$ millions

Treatment/Care – ART

98.6

Cross-Cutting HIV activities

41.4

Prevention – medical male Circumcision

13.4

Prevention – HIV testing and counselling

9.3

Prevention – behaviour change communication / community mobilisation

9.2

Prevention – PMTCT

8.3

Treatment/Care – OIs

6.3

Prevention – condoms

4.8

Lab Services – viral load testing

4.6

Lab Services – CD4 testing

3.4

Lab Services – cross-cutting

3.4

Lab Services – EID

3.3

Treatment/Care – other

2.1

Prevention – STI case management (e.g. syphilis)

1.4

Prevention – blood safety

1.3

Treatment/Care – community-/home-based care

1.0

Treatment/Care – HIV-Tuberculosis

1.0

HIV Impact Mitigation

0.7

Treatment/Care – nutrition support with ART

0.3

Prevention – post-exposure prophylaxis

0.2

Grand Total

214.6

Source: Figures adapted from Resource Mapping Round 3_HIV Data for FY2014–15 MoH Report

11.1.4 NASA and the resource mapping
The 2014/15 IRT noted that there was no NASA that had been commissioned by NAC for all Malawi Resources
for HIV. The second NASA study (incorporating periods 2010/11 and 2011/12) was completed in 2013/14
providing a rare opportunity for the further analysis of funding for the HIV/AIDS national response in Malawi.
The study showed that the major source of funding for HIV/AIDS activities in Malawi is international
organisations (bi- and multi-lateral development partners) and that the country was heavily dependent on
donor funding at 92% (2011/12). NASA studies provide the information needed to assess the use of resources
for HIV/AIDS related activities and also plan effectively for future activities.
Previous NASA studies have shown that the studies do not include all private expenditure private insurance,
some businesses, traditional healers and household out-of-pocket payment expenditures. Also excluded are
salaries of health and non-health personnel working in HIV/AIDS related activities, especially from Ministry of
Health and other institutions.
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11.1.5 Financial performance of NAC – expenditure 2014/15
The 2014/15 NAC expenditure amounted to MK 52 billion, Table 7: Financial Results (Malawi Kwacha) – Funding
Resources though NAC of which 93.8% (88.2%, 2013/14) was utilised for partner managed activities, 5.7%
(11.8%, 2013/14) for NAC managed activities and 0.5% for Ebola Preparedness activities. The expenditure for
2014/15 represented 90% budget absorption.
Table 7: Financial Results (Malawi Kwacha) – Funding resources through NAC
Financial Summary
Opening balance
Receipts (inc interest)
Cash available
Uses of cash
Partner-managed costs
NAC-managed costs
Ebola preparedness
Total
Other
Net cash remaining

2014/15
Budget Actual
MK m
MK m
3,129
57,681 50,297
53,426
54,220
3,461
308
57,989

48,801
2,924
279
52,005
31
1,391

2013/14
Actual
MK m
5,551
25,648
31,199

AVB
%

24,768
3,273
–
28,041
28
3,130

Performance
Year on Year
%

87

96.1

90
84

97.0
(10.6)

90

85.5

Source: Data was adapted from NAC’s 2014/15 FMR narrative report

The analysis of expenditure through NAC shows that partner-managed costs during 2014/15 were MK 48.8
billion (MK 24.8 billion, 2011/12) showing a 97% increase largely driven by off-shore MK 44.6 billion
procurement of ARVs and Health products through Global Funds, VPP under the Single Stream Funding Grant.
The NAC managed activities decreased by 10.6%. The total 2014/15 NAC expenditure was MK 52 billion (MK 28
billion, 2013/14) as a result increasing by 85.5%.

11.1.6 Integrated annual work-plan activities (IAWP) – partner-managed activities
The IAWP – partner managed activities shows that strategic theme treatment, care and support contributed MK
45.2 billion (MK 20 billion, 2013/14), an increase of 126%. This was the largest contributor with 93% of the
2014/15 expenditure of MK 48.8 billion, followed by prevention with 4% while the rest of the themes had either
1% or less. The analysis of Table 8 (IAWP Activities – Partner Managed Activities) below showed that with 91%
budget resources for treatment, care and support strategic theme only 64% of targets were achieved, 24%
partially achieved and 12% not achieved showing no relationship between resource utilisation and achievement
of targets. This result is however, expected – resource utilisation does not directly imply achievement of target.
For example, procurement of health products such as ART does not imply that all targeted patients will be put
on ART to consume the product and hence reach the target – there are a lot of other driving factors involved,
especially under this thematic area. The lack of relationship is further highlighted by the strategic theme of
capacity building, which had 3% of budget resources but achieved support of 69 students in pre-med and 120 in
other courses, implying a 100% achievement The analysis has shown that financial performance compared with
IAWP targets for 2014/15 for the partner-initiated work plans shows no direct relationship between use of
resources and achievement of key result area targets for the strategic themes.
The lack of direct relationship between utilisation of resources and achievement of key result area targets has
also been observed in the previous reviews; this is, however, not unexpected, considering that the
programmatic reporting on the partner work plan is based on all reported performance, regardless of financing
sources for the HIV/AIDS national response, while expenditure figures are based on financial resources through
NAC. This is also applicable to the NAC-implemented IAWP.
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Table 8: Integrated Annual Work-Plan Activities – Partner Managed Activities
IAWP
Partner Activities
Expenditure

Budget

2014/15
Actual

2013/14
Actual

AVB

Performance
Share
Yr on Yr

IAWP Targets 2014/15
A
PA
NA

MK m
2,656

MK m
2,155

MK m
2,506

%
81

%
4

%
(14)

%
41

%
55

%
4

Treatment, Care &

49,602

45,271

19,991

91

93

126

64

24

12

Comprehensive, MultiS. Response

58

10

196

4

0

(95)

100

0

0

Impact Mitigation

81

287

273

354

1

5

50

50

0

Protection, P. & Emp.
of PLHIV

247

390

127

158

1

207

67

33

0

Mainstreaming &
Decentral.

315

395

298

125

1

32

40

60

0

National HIV/AIDS
Research

95

11

406

12

0

(97)

33

0

67

Capacity Development

765

24

794

3

0

(97)

100

0

0

Monitoring &
Evaluation

181

258

176

143

1

46

67

0

33

Total

54,200

48,801

24,768

90

100

97

Prevention, Behaviour
Change

Key: A – achieved; PA– partially achieved; NA – not achieved
Source: Data was adapted from NAC’s 2014/15 FMR narrative and IAWP – Partner Activities Report

11.1.7 Integrated annual work-plan activities (IAWP) – NAC-managed activities
The IAWP for NAC managed activities, Table 9 below shows that institutional support contributes the most at
70%, followed by programme coordination activities at 24% and programme support activities at 6%. The IAWP
for NAC-managed activities expenditure for 2014/15 decreased by 11% largely due to the 32% decrease for
programme coordination. NAC attributed the decrease to delays in disbursements, uncertainties in funding and
the general negative publicity surrounding the institution during 2014/15.
Table 9: IAWP Activities – NAC-Managed Work Plan
IAWP
NAC-Initiated Activities
Expenditure

2014/15

2013/14

Performance

IAWP Targets 2014

Budget
MK m

Actual
MK m

Actual
MK m

AVB
%

Share
%

Yr on Yr
%

A
%

P/A
%

N/A
%

Programme Coordination

949

698

1,028

74

24

(32)

72

16

12

Programme Support

217

167

158

77

6

6

81

7

12

Institutional Support

2,295

2,059

2,088

90

70

(1)

83

17

0

Total

3,461

2,924

3,273

84

100

(11)

Key: A – achieved; PA– partially achieved; NA – not achieved
Source: Data was adapted from NAC’s 2014/15 FMR narrative and IAWP – NAC-initiated Activities report

The analysis of 2014/15 performance against the IAWP targets for the NAC-initiated activities sometimes shows
a direct relationship. Programme coordination with 74% of budget achieved 72% of IAWP targets with 16%
partially achieved and 12% not achieved. Programme support with 77% budget achieved 81% of IAWP targets,
partially achieved 7% and not achieved 12%. Institutional Support with 90% of budget achieved 83% of IAWP
targets and partially achieved 17%.
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11.1.8

Financial reporting by the NAC 2014/15

During 2013/14, NAC maintained a good financial management system and a high standard of financial
reporting which was confirmed by the unqualified external audit report conducted by KPMG. The external audit
was delayed as NAC was forced to re-tender the audit services contract after PricewaterhouseCoopers (who had
been awarded a three-year contract in 2012/13 after rotation from Deloitte) withdrew their services following
their appointment as Local Fund Agent by GFATM. NAC successfully re-tendered and appointed KPMG the new
auditor for the period 2013/14 to 2016/17.
The 2014/15 IRT noted that significant progress had been made on audit recoveries of grant balances and audit
queries from the 88.5% completed 356 external audits of GROs. A KPMG Chartered Accountants verification
audit was commissioned and produced a supplementary report, and the IRT noted that there were no
subsequent issues which arose from the audit. The 2014/15 IRT noted an over recovery on grant balances of
2.2% of which NAC explained as GROs having spent more than what had been approved by NAC without
authority and GoM Treasury refunding balances directly on behalf of GROs (public institutions) who had also
refunded the same resulting in double recovery. NAC is currently in the process of refunding these over
recoveries to the affected GROs.
The Global Fund conducted a review of NAC performance after disbursement request related to the period July
to December 2014. The review noted good progress in fulfilling conditions precedent and management actions,
as well as progress achieved in SRs management and the ineligible/unsupported expenditures incurred by SRs
as reported by the external auditor of NAC. The Global Fund decided not to downgrade the PR rating which is
adequate (B1) but encouraged the PR to complete the recovery of the concerned expenditures, outstanding SR
reports and continue improving SR management. The Global Fund team recommended a disbursement decision
of US$ 68.9 million to cover period to 31 December 2015.
The 2014/15 IRT notes improvement in GRO financial management reporting in terms of quality and timeliness
although delayed or incomplete reporting by the GROs remain in some instances. The quality of the
consolidated financial reports produced by NAC is affected by timeliness and completeness of reporting by the
GROs. The NAC internal audit continues to play an important role in the internal audit of GROs, strengthening
financial management systems of the GROs and following up on external audit recommendations.
The 2013/14 IRT noted that district councils disbursements and financial reporting is done through the National
Local Government Finance Committee (NLGFC) for the MLGRD contract covering all districts for the National HIV
Response for the funding of DIPs. Performance-based funding requires submission of reports, which are
consolidated by NLGFC for the councils to receive further disbursements. The performing districts are affected
negatively as further disbursements depend on the consolidated financial reporting from NLGFC for MLGRD,
which is submitted to NAC. NAC, MLGRD and NLGFC coordination of the Malawi HIV response remains
ineffective affecting district implementation activities. The 2014/15 IRT field visits to Mulanje, Phalombe,
Ntcheu and Nkhatabay revealed lack of disbursements to the district bank accounts by NAC and concerns over
NACs DCU direct implementation of activities such as World AIDS Day Commemorations, International
AIDS Candlelight Memorial and the HIV Testing and Counselling Week.

11.2.

Summary of findings

 The absence of Global Fund resources (SSF Grant) in NAC is likely to create larger coordination role changes
for NAC, however NAC has an opportunity to reposition itself in the current environment with the new NSP.
 The Global Fund was the single largest contributor to resources passing through NAC providing US$ 102.2
million or 88% (US$ 60.3 million, 2012/13) of the total receipts for 2014/15.
 The GoM contributed to the Pooled Funding Mechanism US$ 2.4 million in 2014/15, a massive increase of
700% from 2013/2014. The donor dependency ratio for 2014/15 is approximately 98% for the resources
passing through NAC; the Malawi National HIV Response remains highly donor dependent.
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 The 2014/15 IRT noted that there was no National AIDS Spending Assessment study that had been
commissioned by NAC for the Malawi National HIV response. NASA studies provide an opportunity to
analyse the information needed to assess the use of resources for HIV/AIDS related activities and also plan
effectively for future activities.
 The Round 3 Resource Mapping 2014/15 budget data indicate total budget of $214.6 million for the Malawi
National HIV Response. The largest allocation by programmatic intervention (total of 70%) was to
treatment/care and prevention (50% and 20%, respectively). Actual expenditure results for treatment/care
and prevention for the response through NAC show combined share of 97% (93% and 4%, respectively).
 The Round 3 Resource Mapping 2014/15 budget data indicated that significant resources are not passing
through NAC for the Malawi National HIV Response from the budgets of USG/PEPFAR, MSF, DFID and CHAI.
Financial performance information is not available to NAC for coordination, despite some of these partners
also funding NAC.

11.3.

Recommendations

 Harness new opportunities provided by the new NSP for a larger coordination role in the Malawi National
HIV Response. The key opportunity identified by the 2014/15 IRT is mobilisation of funding resources for the
several NGOs, CBOs and district-based organisations (DBOs) that previously received considerable funding
from NAC over the years and contribute significantly to the Malawi National HIV Response.
 Consider implementing the Malawi Sustainability Financing study recommendations to grow domestic
funding base and gradually reduce reliance on funding from external sources.
 Consider undertaking NASA third study to incorporate 2012/13 and 2013/14.
 Coordinate budget resource mapping information with MoH and other players to find ways of obtaining
financial performance information necessary for the coordination of the Malawi National HIV response from
other significant contributors.
 Finalise stakeholder consultations on Resource Mobilisation Strategy; consider lobbying parliamentarians for
bill support before bill is considered by Parliament.
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12.
12.1.

Procurement
Introduction

Over the years, NAC has developed a good system with high standards for procurement premised on the World
Bank Procurement Guidelines, and the MOU between GoM and its development partners from which NAC
Procurement and Grants Facility Manuals were developed and approved. Key principles are transparency, value
for money and accountability. NAC’s procurement has been confirmed as satisfactory by results from annual
independent reviews that have classified NAC as low risk. However, the previous independent review reports
and discussions with the WB have noted that GROs that do not receive mentoring and coaching sessions in the
procurement processes have a negative effect on NAC’s overall risk rating.
The MOU between GoM and its development partners stipulates that an annual independent ex post
procurement audit be carried out under the programme. The independent ex post procurement audit carried
out by the IPA during 2014/15 (relating to the period 2013/14) classified NAC’s procurement as low risk. IRT
field visits noted concerns of slow central procurement processes, for example, MBTS blood bags procurement
process, which started in November 2014 – these blood bags were only received in September 2015.
The IRT noted that, during 2014/15, the WB restructured the HIV and AIDS Component of Nutrition, HIV and
AIDS Project by reallocating US$ 7 million to Ebola virus preparedness. The VMMC and PMTCT components
were also restructured which necessitated the revised procurement plans for 2014/15.
During 2014/15, the Global Fund provided a ‘no objection’ for the long outstanding US$ 1 million completion of
the new Central Medical Stores Trust Warehouse after the previously imposed conditions had been
satisfactorily met. Tenders were launched, evaluated and approved by the NAC Internal Procurement
Committee and await Global Fund approval. The IRT also noted that in 2014/15 the consolidated storage and
distribution services were awarded to Bollore Africa Logistics Limited, replacing UNICEF in the distribution of
ARVs and other health products including laboratory consumables and reagents. Bollore Africa Logistics Limited
is working with the CMST.

12.2.

Independent ex post procurement audit

The IPA was awarded a contract for the ex post procurement audit for 2013/14 to 2015/16. Analysis of the
auditor’s findings in Table 10 shows that the overall auditor’s opinion rated the Malawi HIV response for
resources passing through NAC as low risk at 81% (89%, 2013-past). The low risk rating implies procurement
processes and contract administration were of quality, reliable, assured timeliness and transparent – and hence
required little or no corrective action. The audit despite being low risk reflects a decline of 8% this is due to the
significant 12% increase of the combined high and substantial risk which increased from 3% (2012/13) to 15%
(2013/14).
The 15% increased combined high and substantial risk for 2013/14 was attributable mainly to new GRO entrants
to the NAC grants facility who were experiencing the procurement audit for the first time and might not have
received NAC coaching and mentoring sessions in procurement.
Table 10: Overall Performance in Current Audit 2013/14 Compared to Previous Audit 2012/13
Overall Risk Assessment
High Risk
Substantial Risk
Moderate Risk
Low Risk
Total

Performance
2013 – Past
3%
0%
8%
89%
100%

2014 – Current
7.5%
7.5%
4%
81%
100%

Source: Adapted from Procurement Annual Progress Report 2014/15
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12.3.

Procurement for the completion of the new CMST warehouse

The Global Fund during 2014/15 provided a ‘no objection’ for the long outstanding US$ 1 million completion of
the new Central Medical Stores Trust Warehouse after the previously imposed conditions had been
satisfactorily met. The total completion budget was US$ 1.3 million, which involved 15 separate tenders as per
the Global Fund requirements and five of these tenders (value US$ 0.3 million) were to be financed and
managed by CMST. Tenders were launched, evaluated and approved by the NAC Internal Procurement
Committee and await Global Fund approval.

12.4.

Summary of findings

 GROs continue to raise concerns about the responsiveness of the NAC procurement system, which they
consider slow in some instances. IRT field visits to Blantyre and Zomba noted concerns of slow central
procurement processes. This was highlighted by MBTS blood bags procurement process, which started in
November 2014; these blood bags were only received in September 2015.
 Despite continued low overall risk status in procurement for NAC and GROs the IPA independent ex post
procurement audit revealed a significant increase for combined high and substantial risk rating for the year
2013/14, carried out in 2014/15. Discussions with NAC and the WB revealed that new GRO entrants to the
NAC Grant Facility experiencing ex-procurement audits for the first time performed poorly particularly in
instances where NAC coaching and mentorship on procurement had not been conducted.

12.5.

Recommendations

 Improve the communication strategy with GROs to facilitate timely technical support on procurement to
improve programme implementation and facilitation of GRO central procurements. NAC must ensure
continued discussions and official communication with GROs where procurement challenges are being
experienced with central procurement process; this will reduce negative perceptions from the GROs.
 Ensure all new GROs receive NAC coaching and mentorship technical support on procurement local shopping
and central procurement methods before disbursement to the GROs to reduce risk of questioned costs and
ineligible expenses.
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13.
13.1.

Grant facility
Grant-making process

Previous IRTs have noted NAC being viewed by stakeholders as grant-maker, supporting in the process 4,237
CBOs and DBOs and disbursing in excess of MK 1.9 billion. However, it must be noted that GFATM has not been
contributing to in-country financing since 2011/12. The one-year grant cycle introduced in 2013/14 aligned to
the NAC financial year, the perceived benefits of which included bringing opportunities for grant management
reporting and better management information for improved annual Grants Management Unit (GMU) reports
could not be implemented due to funding delays and uncertainty in NAC. Although improvements were noted in
2014/15 GMU reporting, previous reviews have noted that NAC’s GMU report included cumulative data that did
not provide much management information compared to an analysis of annual trends, especially in recent
years.
NAC’s grant-making in 2014/15 was affected by delayed funding from the WB and general uncertainty in NAC.
This resulted in no grant awards during 2014/15 (compared to 62 worth MK 5.4 billion in 2013/14) with only
two cost extensions (addendums) approved to the Pharmacy, Medicines and Poisons Board (for MK 172.8
million) and the Malawi AIDS Counselling and Resource Organisations (MACRO) (for MK 112.9 million). The nonaward of grants during 2014/15 raised concerns and created uncertainty among the GROs particularly with
network organisations such as MANASO and CHAM. However, NAC in its more pronounced role of coordinator
than grant-maker, started fundraising initiatives for the CSOs which have begun yielding positive results (for
example from discussions with funding partners such as GIZ).
The IRT field visits to the southern districts noted a decline in NAC funding and irregular disbursements. There
were no disbursements during 2014/15 to the district council NAC accounts for Phalombe and Mulanje. This
was confirmed by NAC who noted that there were no disbursements to Councils due to audit and reporting
issues; however disbursements were made indirectly through the NAC DC Unit, for key national activities only
such as World AIDS day and Candlelight memorial.
Malawi Blood Transfusion Services (MBTS) in 2014/15 received 32% of its 2013/14 funding with disbursement
being received in May 2015. NAC was seen to be putting much effort into enforcing recovery of outstanding
grant balances and audit recoveries but funding from NAC was on the decline. Disbursements to MBTS were
affected by the extension of their previous grant and resolution of outstanding audit. NAC also noted cash flow
challenges – since NAC did not receive all commitments from its donors it could also not meet the commitments
made to GROs, affecting all GROs.

13.2.

External audits of the grant recipient organisations (GROs)

The external audits of GROs continued in 2014/15 in a bid to strengthen the GRO systems, through streamlining
sub-recipient numbers in line with previous Global Fund recommendations, out of the planned 356 audits 88.5%
were completed. The 2014/15 IRT noted that significant progress had been made on audit recoveries of grant
balances and audit queries. NAC commissioned a KPMG Chartered Accountants verification audit, to have an
independent opinion on the reported recoveries, which produced a supplementary report, and the IRT noted
that no subsequent issues arose from the audit.
The analysis of progress on audit recoveries Table 11 indicate that of the combined grant balances and audit
queries (ineligible expenses) of MK 1.0 billion, 90% had been recovered. The 2014/15 IRT noted an over
recovery on grant balances of 2.2%. This was as a result of GROs having spent more than what had been
approved by NAC and GoM Treasury refunding balance directly on behalf of GROs (public institutions) who had
also refunded the same resulting in double recovery. NAC is in the process of refunding these over recoveries to
the affected GROs.
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Table 11: Summary of Progress on Audit Recoveries 2014/15
GRO Audit
Lot #

GB

Audit Query
MK millions
%
QC

%

Audit Recoveries
MK millions
GB
%
QC

%

Balance
MK millions
GB
QC

Total Balance
MK m

1

31.33

5

329.82

81

33.56

5

258.90

88

(2.23)

70.92

68.69

2

500.95

76

29.61

7

505.11

75

29.03

10

(4.15)

0.58

(3.58)

3

38.67

6

8.01

2

32.10

5

4.72

2

6.56

3.29

9.86

4

29.06

4

–

–

36.03

5

–

–

(6.97)

–

–

5

61.42

9

39.60

10

69.86

10

0.59

0

(8.01)

39.01

30.57

100

293.25

100

(14.81)

113.80

106.00

661.43
100
407.05
100
676.66
Total
Key GB: grant balance; QC: queried costs/ineligible expenses
Source: Adapted from Grants facility annual progress report 2014/15

13.3.

Summary of findings

 The automation of the grants management system continued in 2014/15 but still outstanding is the
implementation of key features such as interface integration with the financial management system and
internal audit system. The internal audit system has not been procured. However, it must be noted that
changes in NAC will affect the grant-making role and need for a costly grants management system. The
reduced grant-making role may require NAC to compare costs and benefits of continued implementation.
 The delay in funding disbursement to NAC by the WB saw delays in disbursements to the GROs. This meant
in some instances that key activities had to be suspended by the GROs, which had a negative impact on the
programmes. GROs such as MBTS confirmed that due to delays in funding the organisation ceased key
activities between October 2014 and March 2015. YONECO indicated that they had experienced delays in
disbursements with the first tranche of funding having been received in November 2014 and the second
trance in April 2015 instead on January 2015. NAC explained that the delays in funding apart from cash flow
concerns to these organisations especially MBTS were due to outstanding audit issues
 The funding situation with several CSOs is becoming critical, largely affected by reduced or absence of NAC
funding in some instances. This has seen GROs such as NAPHAM, (which is a former recipient of significant
NAC funding), retrenching staff.28

13.4.

Recommendations



Continue to engage donors to address lack of funding for CSOs and continue with fund raising efforts on
behalf of the GROs to reduce the negative impact on the Malawi National HIV Response.



Review the costs and benefits of continued automation of the grants management to include interface and
integration with the financial management system and internal audit system in view of the changes in NAC
that are promoting the official mandate of coordination role.



Consider improving communication by providing official documented information to the partners to correct
the misconceptions created as a result of delays in disbursements.

28

NAC noted that they convened a meeting for all key GROs including MANASO where issues to do with financial challenges experienced
by the Commission were shared and GROs were advised to seek additional funding beyond NAC.
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14.

Cross-cutting issues

This year’s data collection highlighted some cross-cutting issues – drawn from evidence collected across the
themes of the review. These are discussed here, with some additional recommendations also presented.

14.1.

Human and financial resources

As described in previous chapters of this report, the past year has been marked by major finance gaps at all
levels, and financing flows have been unpredictable. This has limited the number of activities carried out in the
country by NAC and its partners, and has inhibited the scaling up of the response. The limitation of resources
affects not only the actual delivery of programmes and interventions, but also the supporting infrastructure to
effectively manage, administer, plan and monitor the programmes and interventions in question.
Despite the projections that Malawi is on course to reach at least the second and third of the 90-90-90 targets
with continued ART scale up,29 questions arise about how Malawi was able to sign up for both the 90-90-90
Strategy as well as agree to implement the Universal Test and Treat Strategy by 2016, in the face of such a
dwindling resource and cash-strapped environment. The IRT were told that a detailed costing analysis as part of
the Investment case has been carried out, and the stakeholders are confident that resources are available to
fund these initiatives for the next two years, primarily through the GFATM and PEPFAR. What is not at all certain
is whether sufficient resources will be available to fund the programmes after 2017. There are currently about
600,000 people on ART, but the IRT did not see projections for how many more people might be eligible for
ART, or projections of the cost of putting possibly thousands more people on ART for life.
The resource gap is not simply financial, but also human, with a large number of posts not being filled, both in
the public, private and NGO sectors. There are indications that a large number of posts in the health sector have
not been filled, but it was not clear whether this is due to a lack of finances, a lack of competent people to fill
them, or bureaucratic delays in getting vacancies advertised and new people hired. It is clear that the
implementation of 90-90-90 and increased numbers of people on treatment will require a greatly bolstered
workforce in the health and ancillary sectors. The development of the health diagnostic assistant (HDA) cadre is
one step taken, but it will not solve the overall human resource needs in the sector. The number of health
workers trained in HIV treatment and care is not keeping up with the increasing client load and the
decentralisation and service integration processes.
Resourcing challenges are not limited strictly to the health sector. There has been reduced funding to CBOs and
NGOs that have hitherto been the recipients of GFATM and other funding through NAC. These funding cuts will
reduce the funds for staff that are needed to carry out the various community-based activities that support and
advocate for the HIV response. There is some suggestion that reduced funding to CBOs will reduce the
effectiveness of community level activities, for example prevention at the community level.30 Some respondents
felt confident that other donors will step in to fill the resource gap left by the depleted GFATM and other donor
funds, but at the time of this report, that continued support was by no means certain and it is likely that a
number of CBOs will find themselves without funding.

14.2.

Institutional roles

There is general agreement on the need for alignment and harmonisation to support a coordinated,
comprehensive and coherent response to HIV and AIDS. In a resource-scarce landscape, coordination of the

29

Almost 90% of people being diagnosed are being put on treatment and about 70–75% of clients on ART are adhering. However, about
45% of the adult population still do not know their HIV status.
30 The focus of the new prevention strategy and the NSP is on efficiency, not just effectiveness, bearing in mind very limited evidence
that the previously funded prevention and other activities were effective at all (some vague and broad-based ‘education’ or ‘awarenessraising’ activities are no longer recommended in a strong HIV prevention response, as is well argued in the new Prevention Strategy and
the NSP).
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national HIV response will be even more important. With the reduction of NAC’s role as an administrator of
GFATM funds, this is an opportune time for NAC to be more proactive in its coordination role. Bringing actors
together under the new NSP is one way of strengthening the coordination, and it is an opportunity for NAC to
revitalise to its core mandate.
The ongoing Institutional Assessment will inform and give guidance on the roles and responsibilities of NAC and
the other major stakeholders, but one possible recommendation would be that it reaffirms NAC’s role in
coordinating the multisectoral response at the national level as a priority. This will be both an opportunity and a
challenge for NAC to realign and restructure to deliver on its coordination role.
Coordination challenges remain at the district level to varying degrees. The roles of NAC and the DACs in
relation to the new district council structures remains unclear. There was a question in some districts visited
about whether NAC had yet engaged with the district councillors or local government financing committees. A
critical question is the role of NAC in the mover to greater decentralisation, given that all parties have a role to
play in an integrated response.
Coordinating NGOs and CBOs at district level remains a challenge, and one that will become even more critical if
the resources available for the HIV response decline. Whether they do or not, there is a need to prioritise
effective, locally relevant, and harmonised interventions. The lack of resources to carry out this coordination is
itself a challenge, both for NAC and the umbrella bodies representing civil society groups and in particular
PLHIV. There is currently evidence of a lack of harmonisation so that the limited resources that do exist are not
being used efficiently.
Another area of uncertainty is the roles that will be played at both the national and district level by NAC and the
Ministry of Health. The IRT concurs with those respondents who felt that with decentralisation and devolution,
central technical departments should focus on such things as guidelines/policy/strategy, technical support,
supervision, quality assurance and national reporting, while NAC should support the coordination of institutions
(at central and peripheral level) of partners around programme implementation and support resource
mobilisation efforts.

14.3.

Key populations

The review team noted that in the new NSP 2015–20, one of the guiding principles is ‘improved targeting of
critical interventions to key and vulnerable populations’. Key populations are defined as men who have sex with
men (MSM) and female sex workers (FSWs), and vulnerable populations are prisoners, male and female
adolescents and youth, estate workers and other highly mobile groups, such as truck drivers and fish sellers.
Similarly, the goals, strategic objectives and guiding principles of the 2015–20 HIV Prevention Strategy builds on
the paradigm shift from an interventions focus to a populations focus. Recognising that different populations
within Malawi have specific HIV-prevention needs, and that resources are limited, the strategy focuses on
priority populations with specific and targeted interventions needed to reduce HIV infections among those
groups. These priority populations include: key populations (MSM and FSW), young women (aged 10–24),
couples (married, cohabitating and/or discordant) and PLHIV, including young people living with HIV (YPLHIV).
The strategy includes standard packages of interventions for each priority population.
The past year saw the publication of a multi-site study of MSM in Malawi.31 Participants in seven sites around
the country were identified through respondent-driven sampling, and besides compiling a size estimation, a
socio-behavioural survey was also conducted as well as HIV and syphilis testing. The results indicated that an
estimated 2% of the overall male population aged 20–39 of Malawi engages in MSM activities (which the
authors say is consistent with results from elsewhere in Africa). Of greater concern is the fact that HIV
31

AL Wirtz, G Trapence, V Gama, D Kamba, R Chalera, L Klein, R Kumwenda, T Chikoko, M Mangochi, S Baral. Final report to UN Joint
Team on HIV&AIDS in Malawi through UNDP: HIV Prevalence and Sociobehavioral Characteristics among Men Who Have Sex with Across
Seven Sites in Malawi. Johns Hopkins University and the Center for Development of People. 1 December 2014.
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prevalence over the seven sites ranged from a low of 5.4% in Mzuzu City to a high of 24.9% in Mulanje. Across
all sites, more than half the participants who were HIV positive did not know their status before being tested.
There was a consistent low awareness of risk of HIV acquisition during anal sex. Positive tests for syphilis were
also high, ranging from 1.4% in Mangochi to 8.7% in Mzuzu. Up to 25% of the participants stated that they were
bisexual, in that they were married, cohabiting or otherwise engaged in sexual activities with women. More
than 50% indicated that they commenced MSM activities while still in their teens.
The 2013 IBBS32 conducted an enumeration of FSWs, as well as asking them the same socio-behavioural
questions posed to the entire sample. The HIV prevalence among the 670 FSW tested was 62%, with a syphilis
prevalence of 20%. The study noted that a small but not insignificant percentage of the sex workers indicated
that their clients wanted to engage in anal sex, unprotected receptive anal sex, exposing the FSWs to even
higher risk. The study estimated there to be 15,000 FSWs in Malawi, the majority being located in Lilongwe and
Blantyre. Whether or not this is an underestimation, the high levels of HIV, STIs and risky behaviours in this
population make them a priority for prevention, testing and initiation of treatment if positive. They would also
be a priority population for PrEP pilot projects or programmes.
The high rates of bisexuality in the MSM sample is a demonstration of the sexual networking links that can
occur between a member of a key population and the general population, and the reason for targeting
interventions at this high-prevalence population. The early onset of both MSM activities, as well as the high
number of young FSWs, underscores the need for targeting young people, as outlined in the prevention
strategy, but also the need to develop special youth programmes and interventions targeted at the younger key
populations. There is no adequate data for planning interventions for key populations, especially MSM. The
legal environment in Malawi is not yet conducive for MSM service provision.
Services for key populations are being provided by a number of agencies. Interventions for MSM and FSWs are
part of the ongoing PEPFAR Programme, with services to MSM and FSWs to be offered by the USAID Linkages
Project33 in selected areas. The Family Planning Association of Malawi (FPAM), through its family planning
service provision to young people, is also operating outreach clinics for sex workers in Lilongwe, identifying and
operating out of hotspots and offering PITC, condoms, STI and cervical cancer screening and peer educator
training (but not ART). There appear to be only a handful of dedicated clinics established so far for MSM or
FSWs (one each in Blantyre and Lilongwe), but it is not clear whether ART services are reaching high-risk but
hard-to-reach populations, such as mobile populations, and key populations, who face more problems in
accessing care (including continued high levels of stigma and discrimination).
A further advance in the past year has been the formation of new CBOs for both sex workers and MSMs and
increased activity in those already established. The Centre for the Development of People (CEDEP) is involved in
awareness raising, capacity building, research and advocacy in LGBTI issues. The Female Sex Worker Alliance
received substantial amount of attention during the past year as the focus of more capacity building and
network development support. Representatives of key population organisations are being invited to meetings of
the technical working groups, and participated in the drafting of the Global Fund Concept Note.
However, despite the advances cited above, sex work and MSM activities remain criminal offences in Malawi (as
is the case in the rest of the region), and despite work being done with the police and law enforcement officials,
a high level of stigma and discrimination and associated violence still occurs. In addition, despite some mapping
and enumeration exercises, there is still need for more robust data to assist in planning interventions for key
populations, especially MSM.

14.4.

The role of the community within the national response

Community engagement is recognised to be vital to share knowledge on HIV and AIDS, support behaviour
change, address stigma and discrimination of HIV-affected populations, promote demand for services, identify
32
33

National Statistical Office of Malawi. Malawi Biological and Behavioural Surveillance Survey Report 2013–14. 2013.
Implemented by several agencies, with FHI360 as the Lead.
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and mobilise individuals to seek these services, and follow them up along the prevention and care continuum.
At the global level and in Malawi (as enunciated in the 2015–20 NSP) there is consensus that community
engagement is an essential component of strategies to reach the 90-90-90 targets. To date 95% of HIV service
delivery in Malawi is facility-based. UNAIDS has estimated that community-based service delivery will need to
be scaled up significantly (to cover at least 30% of all services) for the new targets to be achieved.
Given the huge pressure on the human resources for health and health facilities in Malawi, community
members are needed to complement the efforts of the public sector. CBOs already do valuable work at
community level but they are not well resourced or supported, and links between the formal sector and
community structures are weak.
A report produced in early 2015 provided the results of a mapping exercise, and a review of innovative models
for HIV service delivery being implemented in Malawi for different populations, together with a summary of
recent evidence for community engagement across the HIV prevention, care and treatment cascade at the
global level. Although these models were categorised as facility- or community-based, the review emphasised
the importance of the inter-linkages between the two.
Over time, a rich (though at times confusing) array of community-based cadres (e.g. experts clients, lay
counsellors, mentor mothers, treatment supporters, peer educators) has emerged in Malawi. These have been
essential in taking forward the national HIV response, though the settings in which they operate and the
procedures for their inclusion are very diverse. The majority of the models described are partner-led and, while
serving an important need at the local level, have led to disparities in service provision across the country.
Several cadres are providing similar services in the absence of harmonisation of job descriptions, salaries and
training. Although coverage of certain models (e.g. expert clients) is significant, the question has been posed as
to how to harmonise, align and consolidate best practices that should be taken to scale.
These findings of the review have served as the foundation for developing a framework for engaging the
community in Malawi’s efforts to reach the 90-90-90 targets. At a meeting in September 2015 it was agreed
that the most promising of these interventions should be selected, adapted and aligned as necessary, and
generalised for implementation by all partners. This implies the leadership of the Ministry of Health in order to
define roles and responsibilities of existing staff and for any new cadres to harmonise the job profile, training
requirements, salaries and management lines. Clear guidance will be needed from national level for local
adaptation and implementation by district teams in consultation with their communities and health care
workers.
The major challenge will be to implement the 90-90-90 strategy, especially the first 9034 and the third 90,35
which will both demand community involvement and outreach, in the face of decreased support to those
community-based entities that will be vital to ensuring follow-up, outreach and community mobilisation.
During the data collection process, teams visited a number of CBOs working at the district level, and
organisations from several different districts gave remarkably similar descriptions of the challenges they face in
delivering their programmes in the communities. The main issues at the community level are:
 Lack of funding for support groups.
 Lack of coordination between different NGOs working in the same district.
 Stigma and discrimination is still a big issue in the communities – interferes with uptake of testing (fear of
being positive), uptake of treatment and adherence (fear of disclosure).
 Distances to the health centre, especially in hilly areas – both for the clients as well as outreach workers
(problems of transport).
 Stock-outs of condoms, test kits, medications and other resources.
 Defaulting on medication – lack of nutritional support, fear of side effects, religious beliefs, stock-outs at the
health centre.
34
35

To support greater access to HTC.
To promote improved adherence and better follow-up of persons on treatment.
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14.5.

Striking a balance between programme areas, geography and equity

The main components of the HIV response entrenched in both the 90-90-90 and test and treat strategies are
biomedical – testing for the virus, followed by initiation of ART if the virus is found. The resources for carrying
out these test and treat programmes as well as Option B+ would themselves consume more than the current
HIV budget. In the drive to reach the target numbers of the 90-90-90 strategy, there is a danger that resources
will not continue to be set aside for the education, community mobilisation, advocacy and general prevention
efforts carried out at the community as well as district and national levels. Harder to measure than the delivery
of medications, test kits or condoms, these community-based prevention measures need continuous support
The National Strategy, as well as the strategy of the major donors (e.g. PEPFAR), have deemed a number of
districts in Malawi, mainly in the south, as high-priority areas for intervention because of their higher HIVprevalence levels. This is a sound strategy for maximising impact of interventions, getting a ‘high yield’ and
demonstrating results. However, the focus on the high-priority districts should not result in a deterioration of
HIV prevention, testing and treatment services and activities in lower-prevalence regions of the country. It may
not be necessary to carry out as intense levels of activity in all parts of the country, but there are no parts of the
country where there is zero risk of HIV transmission, and basic equity issues would demand that all Malawians
have access to HIV testing, prevention and treatment services. This applies both geographically, as well as to
special populations (key populations, isolated communities, the handicapped, etc.).

14.6.

Recommendations

Institutional roles
 There is a need for better harmonisation to support a coordinated, comprehensive and coherent response.
 NAC should ensure a continuing focus on the coordination between community groups and health facilities
at the district level to ensure the achievement of the new NSP targets.
 NAC should strengthen district-level mapping, planning, supervision & reporting systems accordingly.
Key populations
 An increased public dialogue and legislative reform are still needed to bring the issues and risks facing key
populations more into the open and create a more enabling environment for reaching out to the
populations at risk of HIV.
 The special needs of younger key populations need to be considered when designing youth-targeted
prevention, testing and care interventions.
 Some programmes in Africa have established designated clinics for key populations, especially in urban
centres, following the outreach and care models for KPs being used, and this should be considered in an
expanded KP response.
 Planners and researchers need to consider KPs as candidates for PrEP pilot projects.
The role of the community within the national response
 Mapping of the roles and resource needs of civil society has been done (the Community Charter) but needs
to be done on an ongoing basis.
 Efforts need to be taken to align, harmonise and formalise promising approaches to address gaps in the
continuum of care in ways that empower community members (including PLHIV and most affected
populations) and makes the most of their potential to address key gaps and enhance the response.
 Community systems for the delivery of priority HIV interventions urgently need to be strengthened or
developed, and resourced. This is of highest priority in taking forward the NSP 2015–20 and could potentially
be a game changer for Malawi. Some key actions to be taken in this regard include:
o Align, harmonise and formalise promising approaches to address gaps in the continuum of care in
ways that empower community members (including PLHIV and most affected populations) and
makes the most of their potential to address key gaps and enhance the response.
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o
o
o

Harmonise job descriptions, training requirements and remuneration packages.
Develop a clear HR plan for implementing selected approaches, and assess the long-term resource
and institutional implications.
Ensure that these approaches form an integral part of operational guidelines for implementation of
an integrated package of key interventions at district level.

Striking a balance between programme areas, geography and equity
 Given the limited resources, there is a need to maintain evidence-based prevention interventions and
planners need to take these into consideration when prioritising resource allocations.
 The limited resources and the need to channel most resources into the highest-risk districts should not mean
that districts where the risk is lower but still significant suffer a decrease of effective interventions in their
programmes. In these districts – as in the highest risk districts – interventions and resources must be
targeted to reach those most at risk and/or likely to be infected and who need support for staying on ART.
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15.

Conclusions

The past year under review (2014/15) has been an eventful one for NAC and the National Response, marked by
the finalisation of major strategic documents that will guide the response for the next five years, the adoption
of the twin strategies of ‘90-90-90’ and ‘Universal Test and Treat’ with a commitment to implement them in the
next few years, and being recognised as one of the success stories in the region in the implementation of Option
B+. At the same time, there are still programming gaps to be filled, especially in the number of people who need
to be tested and retested and the development and scale-up of programmes for key and selected vulnerable
populations (sex workers, MSMs, female as well as male adolescents).
The overriding challenge to the HIV response, as well as the functioning of NAC, is that of resources, both
human and financial. The latter is most critical, as it has a bearing on every programming, planning and HR
decision. Costing analyses indicate that there are likely to be funds to support the implementation of the 90-9090 and Test and Treat strategies, at least for the next two years. The cessation of NAC’s role as Principal
Recipient of the Global Fund grant has resource implications as well, not just to NAC’s operations, but also to
the many CBOs and NGOs that were NAC grant recipients and that may or may not be recipients under the
grant arrangements in the new funding cycle, and that may or may not qualify for ongoing funding from other
sources. However, this change in role is an opportunity for NAC to solidify and confirm its mandate as a
coordinator, facilitator and monitor of the HIV response.
The reduced level of donor funding for Malawi’s HIV response reflects a decrease in the overall global HIV
resource envelope. The newly introduced Sustainable Development Goals (SDGs) mention HIV, but compared to
the Millennium Development Goals that framed the preceding decade of development, where HIV and AIDS
issues figured prominently, the decreased emphasis on HIV and AIDS in the SDGs reflects the widespread
opinion that HIV has moved from being a crisis to a chronic condition, amenable to treatment (albeit lifetime).
There are many arguments to counter this perception, but the fact remains that other health issues, be they in
the larger field of reproductive health, other still-prevalent infectious diseases, diseases of development
(diabetes, heart diseases) and other chronic conditions will be taking up a larger share of what donor funds do
continue to exist for health issues. Thus, planning for HIV and AIDS in the coming years will need to consider not
only the evolving needs of the epidemic but also the competing agendas of other health priorities.
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Annex A: Stakeholders interviewed
Core team interviews
Name
Role
Key informant interviews
Raphael Agabu
Director, Inspectorate & Advisory Services
Shawn Aldridge
Senior HIV and AIDS Technical Advisor
Andrews Gunda
Country Director
Clement Banda
Programme Manager Nutrition
Emma Belton
Expert Client
Irene Benech
Key Populations Team Lead
Yusuf Bhamu
HIV Fellow (Care, treatment and support)
Charles Birungi
Investments and Efficiencies Adviser
Nicole Buono
Country Director
Rodney Chalera
Ellious Chasukwa
Victor Chayamba
Aubrey Chibwana
M. Chigamula
Pirira Chiguma
Tione Chilambe
Anne Chimalizeni
Fred Chiputula
Thomas Chirambo
Ben Chirwa
Martha Chiwaula
Isaias Dambe
Abigail Dzimadzi
Michael Eliya
Daniela Garone
Sarah Gibson
Rachel Goldstein
Amaury Gregoire
Peter Gunda
Ajasi Hussein
Stephen Iphani
Esmart Jese
Aurelie Jousset
Grace Kabango
Davie Kalomba
Joseph Kasola
Elijah Kavuta
Mayamiko Kawamba
Peter Kazembe

Programme Manager
Ag. Head, Policy, Support & Development
Executive Secretary
Executive Director
National AIDS Coordinator
M&E Officer
Head, DCU
Acting Data Clerk
Deputy Director
HRAM
Team Leader
Regional HIV/AIDS Coordinator Eastern
Region, Zomba
Deputy Programme Manager – TB Control
Executive Director
National PMTCT Coordinator
Medical Programme Manager
Country Representative
HIV/AIDS Team Leader
Head of Mission

Organisation
Ministry of Education
NAC
Clinton Health Access Initiative (CHAI)
CHAI
Holy Family Hospital
CDC
I-Tech International
UNAIDS
Elizabeth Glazer Paediatric AIDS
Foundation
CEDEP
NAC
MGFCC
National Youth Council of Malawi
Police
MIAA
NAC
Phalombe District Council
PACAM
YONECO
Institutional Assessment Consultant
Police

MoH
MANASO
Dept. of HIV and AIDS, MoH
Dignitas International, Zomba
PSI
USAID
Medecins sans Frontieres (Belgium),
Blantyre
ART Clerk
Holy Family Hospital
Programme Manager
YONECO
Programme manager
Coalition of Women Living with
HIV/AIDS in Malawi (COWLHA)
Executive Assistant
YONECO
Senior Programme Manager HSS
CHAI
Programme Manager
Theatre for a Change
Acting Executive Director
NAC
HTC Officer
HIV and AIDS Dept, MoH
Programme
Coordinator,
Tingathe Baylor International Paediatric AIDS
Outreach
Initiative
Projects Officer
Malawi Broadcasting Corporation-DBU
Executive Director
Baylor International Paediatric AIDS
Initiative
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Joseph Kazima
Francis Khunga
Melanie Kotsopoulos
Simeon Lijenje
Willard Lomohwa
Charles Lomoni
Victoria Lonje
Chimwemwe Mablekisi
Donald Makwakwa
Amos Makwaya
Marrian M Mangochi

Chief Gender Officer
Finance Manager
Senior Programme Manager Evidence
VMMC Programme Officer
HTC Counsellor
DAC
Technical Officer QA
Acting Head Planning, M&E &Research
Senior Programme Manager
STI Officer
Director HIV-AIDS

Maziko Matemba

Health and Rights Education Programme
Director, Board Chairperson
District Programme Manager
Districts Grants Officer
Medical Director
Deputy National AIDS Coordinator
Executive Director
Public Health Specialist
Medical
Director,
Adolescent
and
Psychosocial Services
Health and HIV Adviser

Gilbert Mateyu
Petros Mazunda
Bridon M’baya
Alfred Mbewe
Safari Mbewe
Deo Mbilinyi
Allyson McKenney
Andrew McNee
Andrew Mganga
Steven Mhone
Fred E. C. Movete
Master Mphande
Wesi Msungama
John Mswayo
Masozi Mukanhopwe
Andrina Mwansambo
Daniel Namaranya
Lonnie Ncozana
Wilfred Njala
Joseph Njeula
John Njunga
Joseph Ntiza
Mtemwa Nyangulu
Eugene Nyarko
Paul Nyasulu

M&E Officer
Procurement Officer
District Commissioner
Executive Director
Public Health Specialist
Principal Inspector
District Coordinator
Director, Programmes
HTC Counsellor
Director of Programmes
Regional Manager
Districts M&E Officer

Dignitas International
NAC
Malawi Blood Transfusion Service
Police
MANET+
CDC
Baylor International Paediatric AIDS
Initiative
Dept for International Development
(DFID)
HIV and AIDS Dept. MoH
World Bank
Mulanje District
NAPHAM
CDC
Ministry of Education
YONECO
NAC
Holy Family Hospital
FPAM
Banja La Mtsogolo
NAC
Dept for Intl Development
Phalombe District Council
CDC
WHO
and HIV and AIDS Dept MoH

Yapafula Nyirenda
Masauso Nzima
Reinaldo Ortuna

Principal Accountant
Public Health Specialist
Country Representative
Programme Officer (HIV
treatment)
Producer
Strategic Information Adviser
Deputy Medical Coordinator

Ilhame Ouansafi
Irina M. Pasiya

Programme Manager, Paediatric HIV/TB
Women and Children Programme Officer

Harrison Phiri
Robert Phiri
Sam Phiri

DAC
Country Director
Executive Director
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MoGCDSW
MANASO
CHAI
Dept. of HIV and AIDS, MoH
Holy Family Hospital
Mulanje District Council
GiZ
NAC
Banja La Mtsogolo
HIV and AIDS Dept MoH
Department of Nutrition HIV & AIDS;
MoH
MANASO

Malawi Broadcasting Corporation–DBU
UNAIDS
Medecins sans Frontieres (Belgium),
Blantyre
CHAI
Malawi Council for the Handicapped
(MACOHA)
Phalombe District Council
SAT
Lighthouse Trust
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Sydreck Saakira
Amakobe Sande
Chrissie Segula
Judith Sherman
Patricia Sundu
Christopher Teleka
Dyson Telela
Maurice M. Tembo
Lameck Themba
Ahmidu Tingande
Foster Usale
Glenda Winga
Anteneh Worku
Yizi Yang
Gerald Zomba
Focus group discussions
Laston Matopa
Jessie Chipungu
Timothy Kanyoza
Ivy Marove
Joseph Sakala
Beatrice Chilenga
Kedson Inte
Eliza Malikebu
Stella Phi
Rozina Kukacha
Malita Jemuse
Mary Makove
Grace Njicho
Wyson Phellipo
Asam Sapanga
Maxwell Ekhamunu
Camewell Nakutho
Mary Sangwali
Ethel Mtsomal

Social Worker
Country Director
Expert client
Chief HIV and AIDS
Programme Producer/Presenter
SBCC Officer
HIV/AIDS Coordinator
Ag. Regional AIDS Coordinator for
Southern Region, Blantyre
National Coordinator
Districts Coordinating Officer
HMIS Officer
Operational Manager
HIV Treatment Adviser
HIV Financing
Programme Officer (HIV Care and
treatment)

Phalombe District Council
UNAIDS
Holy Family Hospital
UNICEF
Malawi Broadcasting Corporation–DBU
NAC
CHAM
Police

Vice Secretary
CBCC
Coordinator
Counsellor
Member
Expert Client
Facilitator
Member
Member
Mankhanamba Group
Mankhanamba Group
Member

Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Nandiwo CBO
Tikondane Support Group
Tikondane Support Group
Tikondane Support Group
Tikondane Support Group
Tikondane Support Group
Tikondane Support Group
Tikondane Support Group

Coordinator
Member
Vice Chairperson
Treasurer
Member
Chair Lady

PACAM
NAC
Holy Family Hospital
PACAM
USAID
CHAI
I-Tech International

District team interviews
Name

Job Title

Organisation

Nelia Galeta

Maternal and Child Health Coordinator

World Vision

Austin Mustafa

Project Officer

YONECO

Grace Mpina

Project Officer

YONECO

Isaac Kameta

Programme Officer

Mtisunge DBO

Seda Kondowe

Finance Office

Mtisunge DBO

Alec Mlole

Programmes Manager

Mtisunge DBO

Maxwell Kaunda

Chairperson

Chilelewana CBO

Martin Chiweta

Secretary

Chilelewana CBO

Nkhatabay

Itad in association with The Malawi National AIDS Commission
2015

Page | 75

THE INDEPENDENT REVIEW OF MALAWI NATIONAL RESPONSE TO HIV AND AIDS FOR FINANCIAL YEAR 2014/15

Tina Mphanda

Executive Member

Chilelewana CBO

Dyna Longwe

Executive Member

Chilelewana CBO

Chawanangwa Luwe

Medical Assistant

Mpamba Health Centre

Innocent Matumula

Nurse

Mpamba Health Centre

Posha Kazawala

Medical Assistant

Maula Health Centre

Christina Kamanga

Community Midwifery Nurse

Maula Health Centre

Beauty Sakala

ART Clerk

Maula Health Centre

Dyzon Vuka Manda

HTC Counsellor; Senior HSA

Maula Health Centre

B. Sauli

Chairman

Taonga CBO

Judith Manda

Chairlady

Taonga CBO

Alice Naphazi

Executive member

Chitungu CBO

Dorothy Chatuluka

Chairperson

Chitungu CBO

Enoch Chilikutali

Secretary

Chitungu CBO

Driano Philemon

Treasurer

Chitungu CBO

Edson Chikoko

Projects Officer/Paralegal

YONECO

Patrick Kavaya

District Manager

FPAM

Andrew Gompho

Technical Officer

EGPAF

Don Kazembe

Medical Assistant

Champiti Health Centre

Sr Martha Misoya

Nurse in charge

Nsipe Health Centre

Ntcheu
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Annex C: Interview guides for district teams
At the District level:
1. How many health centres in the district provide HIV testing? ART? PMTCT services? How many ART/PMTCT
centres are under the management of the MoH, and how many are managed by NGO, faith-based or private
organisations?
2. What are the current mechanisms of coordination between the district and the Centre? We understand that
new mechanisms were established in the past couple of years – how well is it working (or not working) in
your district? What examples are there of working and not working?
3. Who sits on the District Executive Committee? How often do they meet? When was the last meeting?
4. Have there been any delays in the past year of receipt of funds for HIV activities? How ate were the funds?
5. Have there been any instances in the past year of stock-outs or lack of test kits? ART drugs? TB drugs?
Condoms? Other commodities? If yes, how long did the stock-out last? What is your understanding of the
reason for the stock-out? Have there been more or fewer stock-outs in the past year as compared to the
years previous? If yes to either, what do you think was a major factor contributing to the change?
6. Have reports been submitted regularly to MoH? To NAC? Have you received any feedback on those reports?
What was the feedback?
7. How regularly do you receive supervisory or monitoring visits from NAC or the MOH? When was the last
visit?
8. What is your understanding of the term ’90-90-90’? Has there been any discussion about implementing ’9090-90’ in your district? What would be some of the implications of implementing ’90-90-90’ in your district?
For NGOs/CBOs
1. What activities does your organisation undertake in the area of HIV – e.g. education, prevention, care and
treatment, advocacy, etc. – ask for some details of the activities that this includes. How long have you been
doing this?
2. For those NGOs/CBOs who report providing support to HIV+ people, ask for further details about services
provided in support of pre-ART or ART, perceptions about the main constraints to the delivery of these
services, and views about the main problems faced by clients in ensuring retention and ART adherence.
Eg. What type of community outreach services do you provide in the way of following up test results,
contacting clients who miss appointments, ensuring that clients referred for services elsewhere attend
them, linking up home care without-patient services, following mother-baby pairs identified in PMTCT, etc.?
Specifically probe about men, women and children, including mother-infant pairs identified in the course of
PMTCT services. Probe also about the NGO/CBO’s linkages with the health facilities where clients receive
clinical services. What links exist and how well do they work?
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3. If you provide HIV testing, prevention, care and/or treatment services, what linkages do you have with the
public health system? Commodities? Referrals? Training and refresher courses? Supportive supervision?
Other?
4. Do you meet with the District Executive Committee? If yes when was the last time / frequency – annual,
monthly, etc.?
5. Do you share workplans with the Committee?
6. Do you belong to one of the umbrella organisations (e.g.: MANET+, NAPHAM, MANASO)? If yes – What
support do you receive from this organisation?
7. Do you refer clients to other CBOs or other district facilities for services that you do not provide (give any
examples?)
8. Do you receive funding from NAC? If yes – when was the last time you received funds?
9. Do you submit programmatic or financial reports to the district or NAC? How often do you report?
10. What is your understanding of the term ’90-90-90’? Has there been any discussion about implementing ’9090-90’ in your district? What would be some of the implications of implementing ‘90-90-90’ in your
catchment area or client population?
For health centres
1. How many health staff work in this health centre? (list all staff by type, e.g. nurse/grade, health surveillance
assistant)
2. Which HIV or related services do you provide at this health facility? (Y or N for each)
- Health education and prevention messages
- Condoms
- Counselling
- HIV testing
- Antenatal testing as part of PMTCT
- CD4 or viral loads
- ART to adults
- ART to children
- ART to mother and baby pairs as part of PMTCT
- Group sessions for HIV+ positives or other programmes for HIV positives
- Programmes for adolescents or other high-risk groups
- Family planning
- Support to victims of GBV
- Nutritional support
- Orphans and affected families programmes
- Community outreach and home visits
- Financial support
3. Who provides each of these services?
4. What challenges do you face in the provision of HIV services?
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5. What do you see as the role of the role of the community in support of pre-ART or ART? What are your
perceptions about the main constraints to the delivery of these community-based services, and views about
the main problems faced by clients in ensuring retention and ART adherence in these programmes?
(Specifically ask about men, women and children, including mother-infant pairs identified in the course of
PMTCT services.)
6. Have you experienced any stock-outs in the past year of any items needed for HIV services? (ask about
condoms, HIV test kits, ARV drugs, other drugs such as co-trimoxazole) Is this better or worse than previous
years, and in either case, can you think of reasons for this change?
7. How do you deal with these challenges?
8. What is being done to build wider community involvement in the delivery of HIV services? (list activities
such as community sensitisation, training of community groups such as traditional leaders, community care
givers, involvement of lay providers). What are the key constraints faced in strengthening community
involvement?
9. What is your understanding of the term ‘test and treat’? Has been any discussion about implementing ‘test
and treat’ in your health centre? What would be some of the implications of implementing ‘test and treat’
in your catchment area or client population?
10. What recommendations do you have for improving the delivery of HIV services in this area?
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Annex D: Supplementary data
Calculations of condom distribution and utilisation

Box D.1: Malawi Condom Needs Estimation
The size of the population
20% is assumed to be males sexually active
20% of sexually active males is assumed to be using
condoms
Assumed 12 condoms per sexually active male per month

= 13.1 million36
= 20/100 of 13.1 million (2,620,000)
= 20/100 of 2,620,000 (524,000)

Calculate 20% for wastage and loss to the assumed need
Estimated total need for one month
(Total assumed need per month + wastage and loss)

= 20/100 of 6,288,000 (1,257,600) condoms
= 6,288,000 + 1,257,600 (7,545,600)

Estimated need for 2014/15
(Total estimated need per month x 12)

= 7,545,600 x 12 (90,547,220) million condoms

= 524,000 x 12 (6,288,000) condoms per month

Taking into account the total number of condoms distributed (free distribution and socially marketed) of
40,478,216 against an estimated sexually active male population using condoms of 524,000 calculated above:
Condoms per year per sexually active male using condoms

= 71,008,826/524,000
This is 136 condoms per sexually active male
using condoms per year against an expected
number of 144.

OR Using total condoms distributed per month = 71,008,826/12 (5,917,402 condoms distributed
per month).
Condoms per month per sexually active male using = 5,917,402/524,000
condoms
This is 11 condoms per sexually active male using
condoms per month against an ideal number of
12.
Based on the Population and Housing Census of 2008 the estimated need for condoms is 90,547,220 million and
71 million were distributed in 2014/15. Even though the calculations above conclude that the condoms
distributed vis-a-vis the population needs on the ground did not match, it is encouraging to note the increase in
the number of condoms per sexually active male as a result of an increase in condom distribution in 2014/15.
Condom distribution increased from 5 condoms37 per sexually active male per month in 2012/13, to 6 in
2013/1438, and further to 11 in in 2014/15 against an expected minimum of 12 condoms per sexually active
male per month. This translates to an increase from 60 in 2012/13 to 77 in 2013/14 and additionally to 136
condoms per year per sexually active male in 2014/15 against an ideal minimum number of 144 condoms per
year.

36

Malawi National Statistical Office – Population and Housing Census 2008.
Independent Review Team Report 2012/13.
38 Independent Review Team Report 2013/14.
37
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Annex E: Status of recommendations from the 2013/14 report
Recommendations IRT 2013–2014
Coordination of the national response
Ensure the enactment of the HIV Bill, which will facilitate the
enabling environment.
Develop a plan with MoH and DNHA for dissemination of the
new NSP and the National HIV Prevention Strategy.
Communication on NAC’s leadership role beyond grant-making
must continue to all stakeholders to ensure that all relevant
data is shared with NAC. The dissemination of the new NSP and
the National Prevention Strategy are opportunities to clarify
perceptions of NAC’s role, as they are very clear on this.
NAC should work with the DNHA and the MoH to revisit the
roles of DNHA in the light of its merger with MoH so that they
work properly with NAC to avoid conflicting responsibilities and
expectations
Assess how NAC can further support TWGs where it does not
act as the chair.
Research domestic financing options being used in other
countries in Southern Africa and develop a Resource
Mobilisation Strategy based on the National AIDS Spending
assessment (NASA) and the costing of the new NSP, and the
‘Options for Sustainable Financing Paper 2012’.
Capacity at the district level
Analyse the new district coordination mechanisms after one full
year of implementation (coordinated district workplans for all
activities and implementing partners, whether NAC funded or
not).
Behaviour change and communication
Print, electronic and interactive modes of communication
Build capacity in IEC material development of all GROs with an
IEC component in their programmes.

Status
Sits with MoH who need to submit to
Cabinet; no definite timeline for moving
forward.
The new strategies are being disseminated.
NACs roles beyond grant-making has been
clearer this year; however there is still need
to support NACs role as the collator of
national data.
The merger has happened on paper but not
in practice.

Feedback has stated that there is improved
support to the TWGs from NAC.
A high level working group in place and
discussing options for improving domestic
resources.

Overall feedback on the coordinated district
workplans was positive and the fact that
health is now embedded in the District
Implementation Plans.

Ongoing

Continue to increase TV and radio programming, audiovisual
services, interactive communication and community dialogue
to fill a gap created from reduced IEC material development.

Ongoing

Utilise radio-listening clubs and other community structures as
platforms for advocacy and continued dialogue.
Life skills education
Lobby Parliament to debate the Age at Marriage Bill and set an
age at marriage that protects girls from early marriages.

Ongoing

Increase support (financial and material) to youth organisations
to facilitate edutainment activities
Youth-friendly health services (YFHS)
Train/orient more staff in YFHS provision.

Develop a SRHR strategy incorporating SRH/HIV integration.
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Integration Strategy 2015/2020 developed.
Condom promotion and distribution
Strengthen supply chain management to ensure availability of A visit was conducted to form condom
condoms at district and community levels.
coordination committees at district level.
These to be responsible for M&E of condoms
Strengthen parallel distribution channels and form partnerships at community, district and national levels.
with stakeholders in condom promotion and distribution.
Increase investment in the female condom (education and
promotion, awareness campaigns, programming).
Adopt a family life approach to HIV prevention (couple
communication, HIV testing, education on sex and sexuality).
HIV testing and counselling
Expand and diversify HTC service delivery options, with an
emphasis on PITC, family referrals, and couple counselling, and
HTC in high-risk settings. Innovative arrangements that seek to
reach high-risk populations, such as moonlight services and offtraditional business hours services should be encouraged.

Implement measures to increase HTC rates among men,
especially high-risk men and sexual partners of seropositive
women.
Enhance quality assurance (QA) and quality improvement in
HTC programmes and enforce confirmatory testing.
Skilled staff for HTC represents a major bottleneck. There is a
need to review and harmonise the current multiplicity of
approaches to filling the gaps. The capacity of existing HTC staff
needs to be built (through new training and refresher training,
supportive supervision, mentoring) and decisions about a
dedicated cadre for HTC need to be accelerated.
While the distribution and availability of testing kits and
reagents has improved in the past year, there is still room for
improvement. Systems for the procurement and supply
management of test kits, especially at the peripheral levels,
need to be strengthened. The effectiveness of initiatives that
have been put in place in the past year to address this problem
needs to be evaluated, and durable solutions identified and
implemented.
PMTCT
The recommendation from previous years to increase the
number of sites offering PMTCT is still valid. Integration of
PMTCT and ART services should continue in HIV Care Clinics, as
well as the integration of HIV services in MNCH sites/services
(including immunisation services). Continued decentralisation is
important to increase population-level coverage. As the
number of sites providing services to women and children
expands, a concomitant focus on improving the quality of
services is required through closer supportive supervision and
clinical mentoring.

PITC and targeted outreach delivery options
for HTC are well specified in the new National
HIV Prevention Strategy and NSP 2015–2020
but have not yet been taken to scale.
Identification of PLHIV is the key limiting
factor to uptake of ART, and needs urgent
attention.
Not really addressed as yet. Gender
imbalances in HTC uptake (and therefore ART
uptake) are likely to continue.
No change.
HIV Diagnostic Assistants are now being
trained and deployed. Skilled staff for HTC
remain scarce and more need to be recruited,
trained and deployed.

Some improvements, but stock-outs of HIV
testing kits are still reported.

Decentralisation and integration efforts have
continued and shown to be effective in the
scale-up process. Quality improvements are
still required (e.g., in the re-testing of women
in maternity and post-natal settings) as well
as more attention to reduce losses to follow
up of both HIV-infected women and their
exposed infants/children. This effort needs to
continue.

As mentioned in the last report, there is a need to strengthen These remain issues of concern that need
staff capacity and enhance community involvement in services greater attention
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reaching pregnant women, mothers and children. While further
operations research needs to be conducted to assess the
acceptability, feasibility and cost of promising approaches, a
number of measures can be implemented now. The
recommendations regarding strengthening capacity for HTC
discussed in the section above are relevant here. Efforts are
also required to better align, consolidate and expand other
initiatives, such as those relying on the involvement of expert
clients and mentor mothers.
As recommended in the four previous reviews, efforts should
be sustained on solving bottlenecks at the clinic level, with
particular attention to improving uptake, retention and
adherence of both mothers and infants. For example, there is a
need to step up active reminders and tracing efforts for
mothers and children, and to scale up and systematise
innovative solutions for the transportation of EID samples and
the notification of results. Notification of positive results could
be prioritised for greater efficiency. Again, more effort should
be made to harmonise existing efforts, as a wide range of
initiatives is under way with partner support, but with uneven
and at times confusing levels of implementation throughout
the country.

There is much ongoing work that is useful,
but more needs to be done.

A strong push is required on improving male involvement and
strengthening the family focus of all HIV services, with greater
attention to a continuum of care for all family members.

Not really addressed at all yet.

As coverage increases, there will be a need to focus on those
who fall between programmatic ‘cracks’. In the last mile, this
includes identifying those who do not attend ANC, encouraging
deliveries in health facilities, especially for HIV-positive
mothers, women who seroconvert during pregnancy and
breastfeeding, and all HIV-exposed and -infected children
through PITC in all paediatric encounters.

More efforts are needed.

Management of STIs
The guidelines for STI management should be regularly revised,
and made available to all health facilities and used in health
provider training.

Revision of the STI management guidelines is
under way and health provider training has
been stepped up.

Linkages between STI and HIV services should be strengthened
and critical interventions implemented, with a focus on PITC,
risk reduction counselling and referrals.

More work is required to address these
issues.

Targeted interventions for young people and key populations,
such as sex workers and their clients and MSM, should be
scaled up and should include specifically tailored STI detection
and management interventions.

Planned but not yet implemented.

The continuing issue of stock-outs of STI drugs and syphilis test
kits, despite the recommendations of the Task Force, means
that the problem has not been solved – greater efforts must be
initiated to improve the continuous availability of appropriate
drugs, test kits and other supplies at all facilities in the
government and NGO sectors.

This still needs attention.

Voluntary male medical circumcision
The VMMC targets for next year should be reconsidered, in
close collaboration with partners, in line with available plans
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and budgets.
More attention is required to identify triggers for demand and
adapt demand creation efforts accordingly. This can be done
through more detailed analyses of those who seek VMMC (age,
ethnic group, HIV risk awareness and assessment). Demand
creation should be carefully synchronised and harmonised with
service delivery, differentiating demand packages for campaign
and in-between campaign periods.
Blood safety
The MBTS should be strengthened in human and financial
resources to fulfil its mandate as the sole collection and
distribution agent of blood products.

Not done in sufficient detail.

Funding to the MBTS was even more
precarious in the past financial year.

Sources of additional funding for MBTS to be explored, to
enable the National Blood Policy to be implemented as planned
(all hospitals to get blood from the MBTS). Blood safety is a
public good, for many reasons beyond the prevention of HIV,
and represents a pillar of a well-functioning health system ‒ it
deserves to receive a higher level of, and more predictable
funding from government sources.

Not yet done.

Encourage approaches, where feasible, for multi-year
procurement of test kits for MBTS.

Not possible with the current financial
uncertainties.

Treatment and care
As recommended in previous years, strategies are urgently
needed to bolster the number of staff who can address
different parts of the continuum of care for HIV-positive
persons.
Aggressive capacity-building efforts among all existing staff
need to continue, including training of new staff, refresher
training, supportive supervision, and clinical mentoring and
support.

Long-term follow-up rates (associated with defaulters,
transfers, deaths) vary enormously across sites. As
recommended in the previous section, efforts should be
sustained on solving bottlenecks at the clinic level, with
particular attention to improving uptake, retention and
adherence. In particular, active reminder and tracking systems
should be put into place together with community-based
education, counselling and support opportunities. As
mentioned in the M&E section, the use of standardised/shared
computer-based patient systems would facilitate this effort.
To reach higher levels of ART coverage, there is a need to
reinforce PITC in all health services and ensure prompt access
to care. Consideration should also be given to diversifying
service delivery models for high-risk populations, especially
those that might be harder to reach through existing service
delivery models, such as mobile populations, and key
populations.
A greater effort is required to test men and improve their
access to care and treatment, individually and in family
Itad in association with The Malawi National AIDS Commission
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HDAs have been approved and deployed.
While HDAs have been incorporated within
health teams, they have been recruited on
short-term contracts and their future funding
base remains uncertain.
More efforts are required in this regard, to
build the capacity of more staff in support of
ART scale up and enhance quality of care.
Capacity building should be directed at both
formal and informal health providers as well
as at members of the community at large.
Losses to follow up remain high and much
more effort, both in health facilities and in
the community, is required to improve longterm follow-up rates. Malawi has developed a
range of innovative approaches, with support
of the community, to address these issues

Planned but not yet implemented. It is not
clear whether ART services are reaching highrisk but hard-to-reach populations, such as
mobile populations, and key populations,
who face more problems in accessing care
(including continued high levels of stigma and
discrimination). See section n on Key
Populations.
This gender dimension is not apparent in any
planning documents reviewed by the team.
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settings. This was also a recommendation last year.

Impact mitigation
Revise the school bursary guidelines and align the Ministry of
Education and MGCCD selection criteria of vulnerable children
for the bursary scheme, and establish a unified coordination
body.
Empowerment of people living with HIV
Ensure that networks of positive people continue to be
involved in a meaningful way in the key national processes.
Clarify how the National Association of Positive Young People
will carry out IAWP activities and how it will feed into the Youth
TWG.

Research
Carry out the BSS study
Complete the mapping of NGOs and CBOs
Continue to investigate strategies for streamlining the approval
and execution of research projects
Improve dissemination of research study results and other
reports
M&E
Develop the MOU to define, monitor and impose SOPs on
the work of CBOs and NGOs working at the district level
Ensure key activities under M&E are implemented

The gender imbalance with respect to ART
coverage (related to the current high
coverage of PITC in ANC and of Option B+) is
a cause for concern. This was an issue cited in
previous years as well. Lower HTC rates
among men represent a significant bottleneck
in this regard.
A Nationwide Secondary School Bursary
Review was completed

Inclusion was stated as good within the NSP,
but less positive within the GF Concept Note.
The new network of positive youth has set up
a steering committee but has not engaged in
any activities. Given the resource
environment it is not clear what role this
network will take and what activities it will
focus on.
Study completed and published
Not yet done
No new developments
A dissemination workshop was held

Draft MOU developed but not yet
implemented.
Some activities implemented (eg the
institutional review) but other (eg NASA) still
awaiting implementation
Should the review of the LAHARS lead to the need to re-design Not yet undertaken
the system, a team approach involving LC IT officers is
recommended, given the support challenges experienced with
a centralised arrangement?
Review the M&E Plan alongside the NSP results
M&E Plan 2015–20 finalised
framework in view of the changing context that may
necessitate revision of targets and refinement of some
key performance indicators for the national response
Finance
Finalise stakeholder consultations on Resource Mobilisation Ongoing. Consultations should be ongoing,
strategy; consider lobbying parliamentarians for bill support lobby parliamentarians for their support
before bill is considered by Parliament
should this become a bill for consideration
Engage donors on the need to ensure all committed resources Ongoing. Changes in Global Fund PR status
are disbursed in a timely manner to NAC to address the issue of for NAC and uncertainties with coordination
donor receipts, which affects disbursements to partners and role has seen two Pool partners remain.
programme implementation.
Implement
Malawi
Sustainability
Financing
study Ongoing. Review and consider realistic
recommendations to grow domestic funding base and gradually options from Study for implementation from
reduce reliance on funding from external sources, as global the recommendations.
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trends are indicating a decline in international funding.
Consider strategies to improve non-procurement driven
programme priority areas (excluding treatment, Care and
Support) to improve absorption capacities of the key result
areas through timely implementation of IAWP activities.
Procurement
CMST must engage GoM to consider how the CMST capacity
can be enhanced to take a leading role in consolidated storage
and distribution services for the Malawi HIV and AIDS national
response
Consider timely training for new GROs and periodic refresher
procurement training to improve responsiveness to local
shopping method of procurement
Improve the communication strategy with GROs to facilitate
timely technical support on procurement to improve
programme implementation
Eliminate stock-out issues of condoms, test kits, ARVs, drugs
and medicines by communicating better with GRO partners
Grant facility
Consider improving communication (through strategy
suggested above) with the partners to correct the
misconceptions already created as a result of delays in
disbursements.
Prioritise clearing all long outstanding balances identified
through the external audit processes to improve NAC grants
management.
Commit to automation of grants management system and
ensure key features are implemented (coding system and
interface to integrate with financial management system
(FINPRO) and audit system).
Encourage better coordination by NAC, the MLGRD and NLGFC
to improve reporting and disbursements to the districts.

Ongoing. IRT noted improvement for
2014/2015 although still work in progress,
only three priority areas had less than 80%
absorption.
Ongoing. Contractor Bollore Africa Logistics
Limited is working with CMST in consolidated
storage and distribution.
Ongoing. Coaching and mentoring sessions
being conducted by NAC procurement.
Ongoing. Effort being put into communicating
better; trainings done.
Ongoing. 2014/15 fewer issues of stock-outs.

Ongoing. Improved communication required
with changes in PR status.

Ongoing. Significant progress in clearing
outstanding balances.
Ongoing. Still work in progress, still need to
integrate with FINPRO and audit system.

Ongoing. Coordination meetings have been
happening at technical level need to escalate
this to management level.
Consider ways to improve relationships with GROs, through Achieved. The change in Global Fund PR
better use of Grants Officers; this will lead to less focus by status from NAC to MoH has seen NAC role
partners on NAC’s grant management role.
change to coordination.
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Annex F: Supplementary findings from Nhkata Bay and Ntcheu
1. Overview of methodology






In Nkhata Bay, the team interviewed representatives from two NGOs, one DBO, two CBOs and two health
centres.
In Ntcheu, the team interviewed representatives from three NGOs, two CBOs and two health centres.
The writing up process involved transcribing the recordings made during the interviews as well as the notes
taken.
The only fieldwork challenge was that communication was not sent on time to some of the Ntcheu
participants and the team had to shorten some of the interviews because of time.
The interview format used is attached as Annex C.

2. Nkhata Bay District
2.1. Findings on NGOs and CBOs
2.1.1 Overview of activities and services in the area
YONECO
YONECO operates in Nkhata Bay District; some of its activities include:
 Providing outreach services and life skill sessions to commercial sex workers, couples, adolescents
(especially married adolescents and teen mothers),, and fishermen;
 Conducting condom orientation and distribution of male and female condoms;
 Income Generating Activities (IGAs) among teen mothers and married adolescents, for example through
introduction of Village Savings and Loans (VSLs);
 Conducting trainings relating to Sexual and Reproductive Health (SRH), for example training on the use of
different tools such as optic tools and the Start Awareness Support Action (SASA) tool to discourage
Gender-Based Violence (GBV) among teen mothers and married adolescents so that they would be in a
better position to report or assist their friends who have been violated;
 Helping to discourage issues of GBV which could result into further transmission of HIV;
 Involving trained facilitators from the communities so that they could train other community members –
Trainer of trainers (ToT);
 Conducting geographically targeted community outreaches at least three times per quarter. (Nkhata Bay
Township, Lakeshore areas and busy area or townships like Mpamba);
 YONECO tries to promote human rights to people who have been violated, for instance commercial sex
workers;
 Counselling during community outreaches;
 Follow-ups for some clients who are found to be HIV positive but who do not go to hospital. In addition, it
also encourages couples to disclose their statuses to their partners. For example: ‘we had a certain incident
where a mother was sharing ARV drugs with her child so as YONECO, we followed up that matter and went
to the health centre where she was receiving the ARVs to make sure that the child should be receiving proper
medication’.
 YONECO did a PMTCT assessment and advocated installation of solar power at Mpamba and Bula Health
centres’ maternity wings, which has helped in improving the delivery services at these health centres.
The organisations conduct follow-ups and counselling sessions when they are conducting community
outreaches. They encourage couples to disclose their statuses to their partners and even tell the partners the
approach which they could use to reach their spouses especially when they seem to have difficulties to reach
their spouses and disclose their status.
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WORLD VISION
 World Vision supports interventions related to HIV both at district and community level. They support
annual events like HIV Testing and Counselling (HTC) Week, candlelight ceremonies and National AIDS day.
‘We feel that we need to support the Government of Malawi in achieving the goals related to combating
HIV/AIDS, decreasing the rate of child deaths as well as improving maternal health.’ They aim to reach many
people to improve their health. They also help in terms of funding some of those activities. The government
tells WORLD VISION the budget for such events and World Vision helps.
 World Vision has other activities related to the youth, targeting them on open days to discuss how HIV/AIDS
is transmitted and how it can be prevented. World Vision works in partnership with the government to
distribute condoms. It also offers trainings in Youth Health Behaviour, where youth are being trained on
how they can prevent STIs as well as HIV/AIDS. The prevalence of HIV among youth is very high in lakeshore
districts like Nkhata Bay. World Vision encourages positive behaviour among the youth like working hard in
school, attending youth clubs and playing sports so that they may stay busy. World Vision also works with
HIV positive youth so that they can encourage their fellow youths to avoid behaviours that can out them at
risk of contracting HIV or STIs.
 World Vision funds some HIV support group activities – they involve the members of the support groups in
some trainings on positive living, avoiding infecting others, as well as issues of nutrition. There are also IGAs
that they support the youth to do through VSLs, such as fish farming and bee-keeping. World Vision
encourages the community members to know their status through the awareness campaigns. The support
groups give monthly reports to World Vision through their umbrella groups; these umbrella groups are the
ones that cover all the youth support groups for an entire catchment area (mostly consists of eight or more
support groups). The umbrella groups share their findings and action points.
World Vision are involved in trainings in PMTCT where they encourage the community-based extension
workers and give them capacity building and refresher training in different areas. They also have care
groups at the community level in each GVH that have home visits where they take cases and refer them to
hospitals and encourage women to go for testing.
MTISUNGE DBO
Mtisunge CBO started in 1995, with a focus mainly on PLHIV, looking at issues of stigma and discrimination and
involvement of PLHIV in the community. Mtisunge also looked at home-based care (HBC) for those that are HIV
positive and continues counselling so that people should have hope. ‘At the time there were no ARVs so the
stigma was quite common because most people would know when someone has HIV. We conducted group
therapies for those with HIV.’ Mtisunge has expanded its work to include issues of SRH and gender as crosscutting and underlying issues to improve the general well-being of everyone in the communities that they work
in.
Mtisunge teach the communities about prevention of HIV. On ART, Mtisunge mainstream issues of HIV working
with the structures on the ground like the community support groups to provide awareness on the ART.
Mtisunge encourages PLHIV to avoid defaulting from the ART and they follow up with identified defaulters to
make sure that they go back to refill their medication. They have also tried to advocate for services in places
where people are not yet reached. For example in the past Likoma Island had no ART centre and people had to
come all the way to Nkhata Bay to access medication using the one boat that went to Likoma (which was on
Sundays). After receiving the medication on Wednesday people had to wait for Sunday to leave and the
responsibility fell on them to provide accommodation and food so Mtisunge advocated for Likoma to open an
ART centre and the government did so. Mtisunge has also advocated for the opening of several mobile clinics
within the district so that people should not have to walk long distances to get help. Mtisunge has been
advocating for mobile clinics in the areas where people have to travel by boat, but there has been no response
yet.
Mtisunge has facilitated meetings between duty bearers and the community: people come with their problems
and the duty bearers answer them directly. One example of a change resulting from the meetings is that people
complained that they waited a long time at the hospital for the ART, things have now changed so that ARTs are
available every day, and the waiting times have been reduced.
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How does defaulter information get to them and how does Mtisunge follow up on that issue?
 Mtisunge help with the technical support, but most of the work is done by those in the community support
groups as they know the people that are on medication better. If the group sees their colleague is not going
for ART or the support group meeting they talk to the person and if that person does not listen, the support
groups then report to the Mtisunge DBO.
 Some people also default because of their religious beliefs, because after they have been prayed for, they
are told that they are healed and do not need medication. Through the interface meetings, Mtisunge also
talks with the religious leaders to tell them that they should encourage their people to keep taking the
medication.
 In some cases Mtisunge may notice that some people are not getting better like their friends, even after
receiving the ART so Mtisunge look at the person’s book and they talk to the people so that they go back to
receive medication. ‘We use other people in the support groups as an example to show the defaulters that
they too can get better if they start taking the ART.’
 For child defaulters Mtisunge has the teen clubs. In the beginning they had child and teen groups as a
mechanism to receive psychosocial support, but they were just combining the infected with everyone else.
Mtisunge saw that those that were HIV positive were not really open about what they were going through
as it was a mixed group so they revised it; they were helped by Southern African AIDS Trust in terms of the
technical support. Mtisunge took the Beira College of Medicine’s initiatives on paediatric initiatives and
liaised with the DHO to start up a programme specifically targeting adolescents that are HIV positive. It
started in 2012 and they meet with the adolescents once a month. There is a register that indicates where
the child is coming from and who his/her guardian is. Mtisunge also have their phone numbers and follow
up with them or their guardians if they are defaulting. Mtisunge teach them how best they can
communicate with each other to know who is defaulting from either the medication or the meetings. They
have received support from United Nations Population Fund (UNFPA) and MSH for this. For those that are
defaulting they call them and if they have the transport they follow up with them together with the DHO’s
office. Some children were defaulting because the ART days were sometimes school days and the children
would want to go to school.
TAONGA CBO
Taonga CBO started as an organisation that was helping orphans until the Nkhata Bay District Assembly
encouraged them to expand and become a CBO. Members elect a new committee every two years and Taonga
has 10 areas they reach out to. There areas of work include HBC, Children’s Corner, Youth Committee, OVC
Committee and the nursery school committee.
 Taonga shares information primarily through word of mouth to make people aware about HIV, how it is
caused and how people can prevent it.
 It realised that most people were dying because they did not understand the advice that came with the
starting of the ART or they have no one to help them, so as a CBO, it makes follow-ups to see if the clients
are taking their medication. If the people are having problems with the medication e.g. because they do
not have food, Taonga helps them using its resources. If the person needs to go the hospital and has no
transport, Taonga also tries to help.
 Taonga has IGAs and they also have the VSL groups that help them to gain funds for the organisation
through the interests.
 Taonga also uses its youth group to disseminate information to people in its area and people in other areas
in Nkhata Bay. It sometimes has exchange visits with youth groups from other areas.
 When a person is sick Taonga goes to their homes to help them with the house work and give them food.
In addition,
 Taonga partners with those that are in the support groups so that they may know when they or other HIV
positive people are due to go to the hospital to get their medication and they ask the support groups to
keep records so they may remind them when the days are nearing.
 They encourage people to go for testing and some people are able to come back and tell them what their
results are.
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Taonga also encourages people to go for the CD4 count test so that they know about their immunity if they
are HIV positive.
Taonga follows up with mother-baby pairs and encourages them to go to the pre-natal clinic; for those that
are found HIV positive they are encouraged to go for ART to ensure that both mother and baby are healthy.

CHILELAWANA CBO
Chilelawana CBO’s activities include:
 Helping patients through home-based care (HBC), and help in awareness campaigns so that people would
be aware of some of the STIs;
 Conducting community outreach and follow-ups with outpatients;
 Encouraging people to go to the hospital for blood testing, e.g. HIV/ AIDS and cervical cancer;
 Working in collaboration with Chiefs in mobilising communities on HIV and cervical cancer;
 Paying school fees for some of the orphanages and poor people around all the villages;
 Constructing bathrooms and houses; washing clothes and cleaning utensils for elderly people;
 Looking after the children and orphanage children who are HIV positive;
 Supplying youth especially boys who can collect condoms and sometimes go to Nkhata Bay District Hospital
to collect medicine;
 Running four nursery schools and eight children corners which are a place where children from the age of 6
to 18 meet and discuss issues relating to the youth;
 Distributing male condoms to men as most of the females do not request female condoms because they
are shy. Working in collaboration with Nkhata Bay District Hospital which provides Chilelawana with
condoms and some medicine; and
 Looking after six orphaned children who are on ART.

2.1.2 Constraints and challenges faced
YONECO
 male circumcision campaigns in Nkhata Bay are reported as a challenge, as most Tonga people think that
male circumcision is meant only for the Yao people.
 low acceptance of female condoms (general perception that they are too large and difficult to insert).
WORLD VISION
Constraints preventing people from going for HIV tests are:
 Stigma and discrimination are still big issues in the communities;
 Stock-outs in the health centres of test kits and other useful resources for HIV testing;
 Distances to the health centres for a hilly area like Nkhata Bay;
 People know about testing, but are afraid to know their status (fear of death, fear that their spouse will
divorce them, etc.).
They have a lot of defaulters, as a result of various issues:
 people are not able to afford a balanced diet so they stop taking the medication;
 some are afraid of the side effects that are associated with taking ART. ‘Some of the people that were taking
the medication in the earlier days have had complications and in some cases deformations and people look
at this and are scared off. It is just a fear of the unknown because we have witnessed that the recent
medication is good.’ YONECO advocates through the same support structures that they teach on the
dangers of defaulting. They also have the child therapy groups that help in creating awareness.
 default because of religious beliefs. When they have gone to be prayed for they are told that they are
healed and that they should stop taking the drugs.
 Occasional stockouts of ART drug. Some people may not go back to get the ART, particularly considering
distance and transport issues.
MTISUNGE DBO
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The main challenge faced is the lack of funding. They sometimes do not have enough funds to cover the
lunch at the monthly teen club, which reduces the attendance.
The lack of coordination with other NGOs working on similar activities is a challenge as they find themselves
doing activities that have already been done in the same areas and centring on the same issues. If NGOs
were coordinated as a DBO they would know how much has been done in particular areas.
Distance limits them from visiting other places that they want to reach because they do not have transport.
The main reasons for people defaulting are:
o A change in the environment at home can psychologically affect a child to the point where they do
not want to talk to other friends or go for treatment;
o Some children do not even know why they are taking medication as the guardians do not tell them
and when they find out that they are taking the ART because they are HIV positive they react and do
not want to come back for the treatment;
o Some children have to walk distances of 17–20 kilometres to come for the sessions. In the past they
had to come two times in a week for the ART and for the teen club sessions so they stop coming for
either one or both sessions. Now they only come once a month and they get the medication on the
same day as they have the teen club sessions.
o Some people are afraid of the side effects so they do not want to take the medication. They think
that the change of the ART regimen to once a day has helped.
o Religious beliefs – sometimes people have been led to believe that because they have been prayed
for they do not need medication. Now they try to talk to religious leaders, as well as chiefs to try
and reduce the rate of defaulters.
o Some people hide from their spouses that they are HIV positive and in some cases it becomes too
much for them to keep the secret so they just stop taking the medication.
They used to run group therapy, but NAC stopped funding the programme so now it has contributed to
some negativity as people, particularly those that are just joining the support groups, need frequent
counselling and because they do not receive material support like food when they go for the meetings it is
demotivating to them.
Most of the district funding does not actually benefit the ones that are HIV positive. NAC recently gave
funding to some local CBOs, some of which were no longer active. . Some do not even have a representative
of HIV positive people in them, so the funds available may not be being used well, as the planners may not
know what HIV issues to tackle. As NAC cannot directly monitor what CBOs are doing, some funds are just
being wasted.
The DAC displays the amount of money to be allocated to every CBO/DBO but the money they receive is not
what has been put on the notice board. ‘People come here expecting that we will help them because we
have received for example (MK) 15 million, when what we received is only 1.4 million. This is not good as we
cannot be able to implement all the plans that we had with insufficient money, so we have to forgo some
activities. People expect more from us and if we do not give them what they need they get disappointed and
do not want to come back.’

TAONGA CBO
 They have not received training on HBC or ART, therefore for some of the things that people need to know,
Taonga just has to refer them to the hospital.
 There are also some areas where most people still have not gone for testing as they are too far from the
health centre or because people are too busy at the lake and they find going to the health centres to be
time consuming and disturbing for their fish business.
 Some people say the place at their hospital for HTC is too open and everyone can see who is going for
testing or ART and people feel that their privacy is not respected.
 People default because:
o Religion – some people are told that they have been healed and they do not need to be taking
ARVs. The religions also encouraging fasting which can be bad for those on ART as they need to eat
frequently. They talk to the religious leaders as some of them are on the Board for the CBO, so they
talk to them to encourage their people to not default;
o Some people say that they cannot continue with ART as they do not have food and the medication
requires a lot of food. The CBO tries to help them, but they cannot manage for everyone as there
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are so many of them and their IGAs do not generate enough money. Some defaulters say that they
stopped going to the hospital as by the time they get to the health centre they are tired and hungry,
so they do not want to go back every month.
CHILELAWANA CBO
 There is a reluctance to use the female condoms
o Women feel shy to talk to a man who is a chairman at the CBO and request for female condoms.
Women said: ‘we would have preferred to take the condoms from our fellow women unlike from
men’;
o Women feel that men would suspect them of being prostitutes if they request female condoms; and
o They have to be taught how to use the female condoms because in their CBO, only men were the
ones taught how to use the female condoms.
 Long distances negatively affects client retention and ART adherence at the District Hospital.
 Some clients complain that ART made them feel partially mad. This was not very common, but it was
noticed among a few of the people that were on ART;
 A few become ART defaulters because of their religious beliefs, but this has not happened in Nkhata Bay as
most learnt a good lesson from their friends who became ART defaulters and who then restarted the ART.
For instance: ‘I have an in-law in Mzuzu who became an ART defaulter because of church beliefs. After some
time since she stopped taking the medication, she became critically ill and she restarted taking the
medication and she is now in a better condition.’
 Most youth do not know that HIV/AIDS really kills, as most people have not said that they have been
diagnosed or that their relatives were diagnosed and died of HIV/AIDS.

2.1.3 Linkages with public health system
YONECO
 YONECO does not provide any testing or ART services; it only provides support to the community, mobilising
and facilitating outreach services and doing follow-ups to support activities relating to HIV services to the
health centres who provide ART services to the clients.
 YONECO works in collaboration with the health centre who provide technical services (HIV testing and STI
screening). YONECO does other activities like distribution of the condoms, family planning among others.
WORLD VISION
World Vision has access to data on HIV/AIDS related issues, but there are gaps in the data. ‘At community level
they may have the data, but as it goes up you find that some of the data is missing. This may be due to poor
management of data.’ World Vision has a bottom-up approach whereby it collects data at community level
through care groups with lead mothers and fathers. It also partners with the HSAs so that they may get fresh
data on HIV related cases and it also accesses additional data through the people responsible for the data at the
health centre, but sometimes it is not up to date and is not clear enough for them to make any conclusions from
it.
MTISUNGE DBO
 Mtisunge has mentors and the DHO also has mentors who are nurses at the ART section. It links up with
facilities in the communities to follow up on the statistics for people who are getting ART. The health centres
also submit data to the DHO’s office on the number receiving ART at their centre.
 The health centres’ data also helps them because they can see what areas to discuss at the teen clubs; e.g.
they are establishing outreach teen clubs and the data that they have is helping them know things like the
expected number of teens for every outreach teen club.
TAONGA CBO
The hospital gives them data on the people that are in their area so that they may be able to make follow-ups.
Most of the material help that they give to the people is from the IGAs that they do on their own.
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CHILELAWANA CBO
 Chilelawana has a good relationship with Nkhata Bay District Hospital; hospital personnel disclose the
number of clients on ART and those that have been diagnosed with HIV.
 Chilelawana supervises the people who receive ART treatment from the public health system and provides
the public health system with reports.

2.1.4 Awareness of 90-90-90
YONECO
YONECO respondent reported that he heard of 90-90-90 at a regional meeting organised by NAC in August 2015
in Mzuzu when they were disseminating the new NSP. He said that in Nkhata Bay, most people who are HIV
positive are commercial sex workers so implementation of 90-90-90 would encourage other people to reduce
the spread of HIV, because if 90% of people know their status, they would start using condoms so reducing the
spread of HIV.
For successful implementation of 90-90-90, it would require every citizen to take part in reducing the spread of
HIV, but the problem would be financial constraints, for example delayed funding for accessing hard-to-reach
places (especially a case of Nkhata Bay). Due to lack of finances, YONECO tend to ignore some areas which are
very hard to reach, leaving those people to spread the virus. NAC should revise its funding for Nkhata Bay; it is
mountainous and surrounded by tourists and fishermen hence they need to use boats to reach some of the
areas or people.
WORLD VISION
World Vision has heard the term and it was the theme for the HIV commemoration ceremony. It is a goals
framework for Malawi, though they do not remember specifically what it meant. After an explanation of the
term by the researcher they said that they had heard of the term in Mchinji, but there has been no talk for it in
their district. It is a good plan, as long as there are enough resources, both material and human, to push it
forward. There would need to be more funding allocated.
There would also need to be intensive awareness campaigns and campaigns for behavioural change. Reducing
the viral load would only be achievable if all the facilities where people go for ART do not have many stock-outs
of the necessary drugs needed for HIV positive person. ‘Malawi is already doing well in some of the HIV
indicators and some of the MDG goals so if we could have the resources this goal is achievable. People should
not have to queue for hours just to get ARVs.’
They suggest funding some CBOs so that they get the idea of 90-90-90 and try to work toward achieving the
goals stipulated within the framework. NAC can also help by building the capacity of the CBOs to set up IGAs so
that they can sustain themselves without funding.
NAC should also try to sub-grant to more national level organisations so that they grant some funds to CBOs. In
this way the work of HIV/AIDS activities can be easier to follow through and may be all inclusive, because more
CBOs will be reached out to.
MTISUNGE DBO
They have heard of 90-90-90 via the radio and from other people, but they do not know what it means.
 They think that it is a good framework for Nkhata Bay and that it would work if people were put on ART
as soon as they are found HIV positive and not having to wait.
 It would also mean new strategies would have to be put in place for educating people on HIV/AIDS like
going more into the communities instead of just relying on radios.
 They would also need to be more coordination among the organisations so that activities may be all
encompassing and that the NGOs can learn from each other.
 There would also be the need to follow up with the district officials to make sure that they actually attend
meetings instead of just registering and leaving.
 They would need to introduce more mobile clinics so that HTC services should be available.
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There would also need to be staff available for the youth so that they do not have to wait.

TAONGA CBO
They know about 90-90-90 and mostly from MANASO. 90-90-90 guides them in their work e.g. through it they
can have data on the rate of people that are going for HTC, the number of people that are on ART and the
results that the people on ART are showing. Taonga is a model CBO so they sent one person for a meeting
where MANASO explained about 90-90-90.
 They understand it as 90% of people going for HTC and on this point they are responsible for advising the
people in their catchment area to go for testing. On this they advise those that are found negative to
maintain a healthy lifestyle and avoid risky behaviour.
 For those that have gone for testing and are found positive they now use the second 90, which is
following up with them so that they are taking ARVs and are adhering to it. They also advise them to
avoid risky behaviours to avoid reinfection. The second also addresses issues of discrimination, in which
as a CBO they advise people in their catchment area against discrimination of those that are found
positive.
 For the third 90, they, as the CBO, are responsible for ensuring that there are no defaulters so that their
viral load can be reduced. They follow up on this by conducting door to door visits to check on those that
are positive.
Challenges to the 90-90-90:
 Nutrition is a big issue in their area as it can restrict people from adhering to the ART schedule
 It is difficult for them to reach other areas to spread information on HIV/AIDS, so it would be beneficial if
they had more funding
 In some cases people need incentives to motivate them to come to events so that they may hear more
about what the CBO has to say about HIV.
 The hospitals are far, so there is need for a health centre near their area so people can reach it easily and
that can increase the number of people going for HTC.
 When some of the leaders like the chiefs are called, they need allowances which the CBO cannot manage.
This is the reason they resort to talking about HIV/AIDS messages at funerals since all the chiefs are there.
 They have no IGAs so if they found capital to start a CBO business it would benefit them.
 The district does not provide feedback on their forms so they would be more encouraged to do their work
if they were given feedback on how they are doing their activities.
CHILELAWANA CBO
Chilelawana members reported that they have never heard of 90-90-90. They would like to take part in the 9090-90 strategy, but they suggested that implementation of 90-90-90 would not be successful due to lack of
funding. In addition, most of the people in the CBO work voluntarily without even given transport money, so it
would be very difficult for them to work on the 90-90-90 in their own free time. It has also been observed that
most of the people in the area go to the hospital for HIV testing and most youths do not disclose that they are
HIV positive unless they are told that they would receive something.
They further reported that CBOs cannot manage to work on their own but they need more support from NAC.
Most of the CBOs fail to do their work relating to HIV/ AIDS as NAC does not support the CBOs. The CBOs were
happy when they heard that NAC stopped working with them because the CBOs wanted to work with other
supporting organisations apart from NAC.
The CBO members said donors should try to provide more support to people who really need support, and
these are those that are infected or affected by HIV/AIDS. This was said because for them they felt that most
funds intended for supporting the infected and affected people are not reaching them.
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2.1.5 Organisation within District
Interaction with the District Executive Committee
Organisations
YONECO

World Vision

Mtisunge DBO

Taonga CBO

Chilelawana CBO

Do you meet with
DEC? (Y/N)?

Yes

Yes

Yes

No

Yes

When was the last
meeting?

April 2015

September
2015

August 2015

n/a

February 2015

What is frequency of
meetings?

Not sure

Every two
weeks

Not sure

n/a

Once a month but
they do not manage
due to financial
constraints

Do you share
workplans (Y/N)?

No

Yes

no

Yes but with
the DAC

Yes

YONECO
 YONECO staff meet with the DEC at least two times a year - the last time was in April, 2015. Apart from
meetings with the DEC, YONECO also has meetings with other stakeholders.
 YONECO staff only share their work plans with the district council and not DEC members.
WORLD VISION
 World Vision is a member of the DEC and attends meetings whenever they are invited. ‘Of course our main
worry is that the meetings are ad hoc and we are told at the last minute that we have a meeting but we do
attend them whenever we have the chance.’ The DEC is supposed to meet every two weeks, but sometimes
it may take longer. The last time they had the meeting they had been talking about agriculture. The last
meeting concerning health was in late August where they talked about youth’s engaging in risky behaviours
and chiefs who were not monitoring things in their communities such that there were so many early
marriages in those areas.
 They share their work plans with the committee, but plans involving HIV/AIDS are shared with the DAC. They
share the reports with various stakeholders at community level for accountability purposes. Currently they
are conducting a study in Nkhata Bay to see how they are progressing in terms of their activities and the area
of HIV is one of the area they are targeting.
MTISUNGE DBO
 Their attendance at the DEC depends on whether they are invited, but they are invited for all District AIDS
Coordinating Committee (DACC) meetings. The last DEC meeting they attended was in August 2015. For the
DACC they usually meet when there are events that are coming up like the candlelight ceremony or World
AIDS day, but other than that they do not meet frequently because of lack of funds.
 They share work plans with the DACC and other organisations, but it is difficult to do that often as they do
not meet frequently. However there are cases in which several organisations may be working on similar issue
in the same area and so they do joint activities together like recently they did a joint activity with YONECO
where they were going for the awareness and YONECO was doing HTC and STI screening and they were all
held on the same day.
 They have the Umodzi NGO network but it is not really active because of the organisation of the leaders and
it also does not have the funding.
CHILELAWANA CBO
 Chilelawana meets with the DEC; the last time being in February, 2015. The DEC is supposed to meet once a
month, but due to financial problems the DEC rarely meets.
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 Chilelawana CBO shares its work plans with the DEC.
TAONGA CBO
 They do not meet the DEC, but when there are activities they receive information via the DAC.
 Taonga submit reports to the DHO through the DAC using the LAHARF (Local Authority HIV/AIDS Reporting
Form). This is a form from the DHO and they fill in and it includes the kinds of assistance that they offer to
different groups of people and how much they have done in that month. The DHO is supposed to follow up
to see if they are being honest in their reporting. It also is a simple way of analysing which areas they are
doing well in. Even though the DHO is supposed to follow up they do not and that is why some of partner
CBOs have stopped working.

Involvement with umbrella organisations
YONECO
 YONECO does not belong to any of the umbrella organisations; it works in collaboration with Livingstonia
Synod AIDS Programme, District Youth Office, Banja la Mtsogolo (BLM), DACC, CBOs, District Health Officer
(DHO) and Gandoli Youth Organization.
 BLM – Provides YONECO with male and female condoms and also YONECO refer clients to BLM for HTC
 District Youth Office – Is a government youth initiative at district level and it conducts community
outreaches. It also provides technical services and helps in identification of targeted participants.
 DHO – Acts like a source of condoms to YONECO. It also provides with HIV test kits and counsellors for HIV
testing.
 DACC – Provides technical advises in areas of HIV/AIDs.
WORLD VISION
World Vision works with the umbrella organisations in the district, but depends on their availability and how
they make themselves known, as while they are in the district not all not publicise themselves. ‘We find that we
may meet them at the communities working with the support groups, but at the district level we have not
worked with them yet.’ In general they said that the partnership is there, but it is very weak and it is only at the
integration of activities level. For every activity that they have they work with the different partner
organisations that are also working at the community they are working in.
MTISUNGE DBO
They are affiliated to MANASO, MANET+ and MHEN.
 MANASO: They receive technical support from them.
 Malawi Heath Equity Network (MHEN): They receive technical as well as financial support from them.
 MANET+: They used to receive technical support from them, though as an organization MANET+ has not
been active in recent years.
TAONGA CBO
They belong to MANASO which provides them with some information on how they can work as well as some
technical support.
CHILELAWANA CBO
Chilelawana belongs to MANASO, as an umbrella organisation, though it has not received any support as it has
just started this year. The Secretary of Chilelawana attended a MANASO meeting in Mzuzu. Apart from working
with MANASO, Chilelawana also works in collaboration with Mtisunge.

District level coordination
YONECO
 YONECO refers clients to district health facilities for HIV testing, screening and counselling since it does not
provide any technical services relating to HIV/AIDs or other STIs.
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From its headquarters at Zomba, YONECO submits its programmatic or financial reports to the district
council and not to NAC. At the district level, they have their work plans and budget that they send to
YONECO headquarters in Zomba.

WORLD VISION
World Vision refers clients to other facilities like hospitals and health centres, the district Social Welfare Office.
Most people go to their extension workers and talk to them, who refer them to other facilities if they do not
have the capacity to help. In some areas they have the Citizen Voice and Action group which helps people to
know where to seek some services. They also seek help from support groups and care groups which direct
people to where they can receive specific help. This is because they are the ones that do the home visits and
hear the problems. Some programmes, like Scaling Up Nutrition, take people from support groups to speak to
people in different communities about how they can take care of themselves by having balanced meals and
living healthily. The process is basically from the community groups to the HSAs to the health centres. For the
HSAs it starts from counselling those who have gone for the tests, and they follow up with them and if they are
found positive they are advised accordingly. To World Vision, HIV/AIDS is a cross-cutting issue. They do not
report to NAC, but they submit programmatic and financial reports to the DAC monthly. They cannot implement
any HIV activities without informing the DAC.
MTISUNGE DBO
They refer clients to other facilities if they cannot provide the services. They provide the people with a referral
slip to other facilities, and also encourage the other facilities to refer the clients to other organisations/facilities
if they are also not able to provide the service needed. It is however difficult for them to know if the referred
client really went to the facility, but there are some clients that come back to them. In the past when there was
group therapy the clients would be referred back for the group therapy sessions, but now most people do not
come back.
They send monthly reports of their activities to the DAC and when they were receiving funding from NAC they
also used to report monthly. They had a framework for reporting given to them.
TAONGA CBO
They refer clients to the hospital for services that they do not provide. For example they have the condoms that
they give to all who ask for them, but for the other family planning they refer people to the hospital as they are
not trained on how they can give that kind of help. Currently, they do not submit reports to NAC, but they
submit their reports to the DAC every month.
CHILELAWANA CBO
Chilelawana CBO refer clients to district health facilities when they are critically ill so that they would be tested
properly and receive proper medication.

2.1.6 Interactions with NAC
YONECO
YONECO receives funding from NAC, but the Nkhata Bay officer reported that he is not aware of the last date
when YONECO received funding from NAC. He reported that it would be better to consult the Programme
Manager for information relating to funding.
WORLD VISION
World Vision had coordinated a project that was being done by NAC; it ran for five years and was phased out in
2008. They would like funding from NAC so that they can reach people even in the most difficult of areas, and
tackle some issues that they have not fully addressed like nutrition for those living with HIV.
MTISUNGE DBO
 They have received funds from NAC; the last time was in 2008.
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They send monthly reports of their activities to the DAC and when they were receiving funding from NAC
they also used to report monthly. They had a framework for reporting given to them.

TAONGA CBO
They received funding from NAC once in 2005. At the time they had approved MK1 million, but only MK 300,
000 was given to them. They had been asking to know if they would be given the rest of the money, but there
was no response so they just gave up. They are currently being helped by Evangelical Association in Malawi on
the children’s corner work.
CHILELAWANA CBO
Chilelawana submits its programmatic or financial reports to the DAC and not directly to NAC. Usually,
Chilelawana report 5 days after every meeting.
Chilelawana receives funding from NAC. In 2008, it used the fund for HBC trainings and, in 2015, it used the
grant for awareness campaigns. CBO members further reported that in 2008, NAC promised them MK
1,800,000, but it gave them MK 700,000 as a grant and in 2014, NAC promised the CBO with MK 1,400,000, but
it just gave them MK 250,000 as a grant.

2.2 Findings at the health centre
2.2.1 Staffing
Role

Number of staff
Maula

Mpamba

Medical Assistant

1

1

Nurse/ Midwife

1

2

Community Midwife Nurse

1

1

HAS

6

10

Hospital Attendant

4

6

Ground Labourers

2

3

Security Guards

3

3

2.2.2 Services
Service
Health education and prevention messages
Condoms
Counselling
HIV testing
Antenatal testing as part of PMTCT
CD4 or viral roads
ART to adults
ART to children
ART to mother and baby pairs as part of PMTCT
Group sessions for HIV+ positives or other programmes for HIV positives
Programmes for adolescents or other high-risk groups
Family planning
Support to victims of GBV
Nutritional support
Orphans and affected families programmes
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Number of health centres that
provide it (out of 2)
2
2
2
2
2
0
2
2
2
0
2
2
2
2
0
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Community outreach and home visits
Financial support

2
0

MAULA HEALTH CENTRE
 Health education and prevention messages: They have open days where communities participate and also
have focus group discussions. This gives the community members an opportunity to educate other people
about ART, Family planning, Patient Management, Immunisation and Nutrition among others.
 Condoms: They provide both male and female condoms to the clients at the health centre at various
departments like Environmental Health Department, Out-Patient Department.
 Counselling: They do counselling at the VCT section.
 HIV testing: Done at the VCT section.
 Antenatal testing as part of PMTCT: The health staff encourage expectant mothers to go to antenatal for
HTC.
 CD4 or viral loads: They do not do CD4 + cell distribution count at the health centre, blood samples are
referred to Chintheche Hospital for CD4 or viral loads count.
 ART to adults: Provided to adults at the hospital.
 ART to children: They do provide ART to the children.
 ART to mother and baby pairs as part of PMTCT: Provided to mother and baby pairs as part of PMTCT
 Group sessions for HIV+ positives or other programmes for HIV positives: Group sessions for HIV positive
people, as well as conducting health talks for every client who is HIV positive and on ART. PLHIVs are
encouraged to come to the health centre for follow-ups.
 Programmes for adolescents or other high-risk groups: The health centre conducts Youth-Friendly Services
(YFS) whereby youths are told how they can prevent themselves from contracting STIs including HIV/AIDs.
They are taught about family planning and encouraged to go for blood testing.
 Family planning: A number of services relating to family planning, for instance; condoms.
 Support to victims of GBV: No programme to support to victims of GBV.
 Nutritional support: Supplementary Feeding Programmes to Under 5 (U5) clinic and they provide the U5
children with Likuni Phala.
 Orphans and affected families programmes: Due to lack of finances, Maula Health Centre does not provide
any support or conduct any programmes relating to orphans and affected families.
 Community outreach and home visits: The health centre conducts community outreaches and home visits,
which provide family planning services, U5 clinics and also HTC.
 Financial support: Due to lack of finances, Champiti Health Centre does not provide any financial support to
the clients.
MPAMBA HEALTH CENTRE
 Condoms: Condoms are distributed at the health centre and via the HSAs in the communities.
 Counselling: Counselling is done at the health centre, before testing, after testing and continuously as the
person is on ART.
 HIV testing: It is also done at the health centre.
 Antenatal testing as part of PMTCT: As part of this all pregnant women get tested during the time they are
pregnant.
 CD4 or viral loads: They do not have a machine at the health centre so send blood samples to the district
hospital
 ART to adults: Is also provided at the health centre.
 ART to children: They provide the service at the health centre and people can come every day for ART.
 ART to mother and baby pairs as part of PMTCT: They advise them to adhere to the medication and to
come to the health centre for check-ups.
 Group sessions for HIV+ positives or other programmes for HIV positives: They integrate it into
counselling.
 Programmes for adolescents or other high-risk groups: They have YFHS and the youth meet they meet at
the health centre and do their own things, but they seek the advice of the health personnel
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Family planning: They provide different types of family planning to the people that come to the health
centre seeking family planning.
Support to victims of GBV: They administer rape kits to those that have been raped.
Nutritional support: They do not have the soy flour but they distribute Plumpy Nut, a Ready to Use
Therapeutic Food
Orphans and affected families programmes: They do not do such programmes.
Community outreach and home visits: They do this through the HSAs who report to the health centre.
Financial support: They do not provide such services

2.2.3 Challenges
MAULA HEALTH CENTRE
 The health centre sometimes operates without male condoms for almost four weeks. Unlike female
condoms, male condoms are in high demand as even women request male condoms and not the female
ones. Most of the women reported that they are afraid of using female condoms as it might get into their
abdomen creating complications. Cultural beliefs also affect women from using female condoms because it
might be seen as a taboo to see a woman with a condom, unlike a man. When they have the stock-outs they
send a message to the DHO (office) which sends the resources if they have them.
 ART kits, HIV test kits, ARV drugs and other drugs are readily available at the hospital.
 Some Malawian women go to South Africa and Tanzania and come back to Malawi when they are about to
deliver. The medical personnel cannot just help them to deliver as it is one of their duties to test their blood
in order to prevent virus transmission to new-born babies.
 It has been observed that most women when tested HIV positive, refuse to start ART even when they have
been consulted by the Support Groups.
 Some women who accept to receive counselling, do not come back to the health Centre for follow-ups of
their children. Most return to South Africa or Tanzania soon after delivery, so it is becomes very difficult for
the medical personnel’s to do follow-ups for such kind of people. For proper follow-ups, health staffs need to
test the baby after six weeks, then after 12 months and also after 24 months. Among those women who
come to Malawi to deliver, at least 2% of the babies are found HIV positive.
 Shortage of infrastructure, for example rooms at the health centre that offer privacy and confidentiality; this
affects other client’s to come to the health centre for testing and counselling.
 Lack of male involvement in community participation, for instance family planning.
 Lack of stationary, e.g. lever arch folders at the health centre.
 Shortage of skilled personnel at health centres as some trained people are transferred to hospitals
 In the past, Maula Health Centre used to work in collaboration with the Expanding Quality Improvement
Programme (EQUIP) which used to collect blood samples and check viral load and gave ARTs, but now when
people get tested their blood samples are sent to Chintheche Hospital for CD4 or viral load count. EQUIP
used to support or train health staffs and do follow-ups.
MPAMBA HEALTH CENTRE
For the ARVs, they do not have many problems in supply, but cotrimoxazole is usually in short supply. Condoms
are always there and the HSAs and the Community-based Distribution Agents (CBDA). CBDAs also have them as
well as other family planning methods. In general things are better off than they were in 2014.

2.1.4 Role of community support
MAULA HEALTH CENTRE
 Guardians come to the health centre to collect ARVs for their HIV positive family members. Apart from
health staff, support groups from the communities also help in counselling the community members. The
health staff tend to experience some problems in tracing ART defaulters since some return to South Africa as
well as Tanzania.
 Long distances affect most of people from the villages to come to the health centre for ART and it is also very
difficult for the health staff to conduct follow-ups due to lack of finances (transport).
Itad in association with The Malawi National AIDS Commission
2015

Page | 102

THE INDEPENDENT REVIEW OF MALAWI NATIONAL RESPONSE TO HIV AND AIDS FOR FINANCIAL YEAR 2014/15

 Some of the health staff suggested that there is need to involve HSAs in assisting the DBOs and CBOs for
successful retention and adherence of ART among the babies or children.
 Many PLHIV who remarry do not disclose their status to their new partners. When the health staff find that a
woman is HIV positive after being tested during antenatal visits, they give them referral slip with the aim of
encouraging their husbands to come to the health centre for HTC, but most of the women do not give their
husbands the referral slips.
What strategies do you follow to make sure that couples disclose their statuses to their partners?
 It is difficult to make sure that couples are coming to the health centre for HTC because sometimes it
happens that the woman is in Malawi, but the husband is in another country.
 Maula Health Centre has three active Youth clubs, namely Tisinthe, Tiyanjane and Kaulambwe. Youths are
taught various issues relating to HIV and they are also provided with condoms.
MPAMBA HEALTH CENTRE
 Guardians of those that are HIV positive are supposed to monitor the person to make sure that he/she is
taking the medication. There are also other people in the community who may know about their friends’
status so they should also be the ones encouraging the client to adhere to the ART schedule.
 Currently they have nearly 78 defaulters, which is a high rate out of about 400 ART clients. They have started
following up on them and so far three have returned.
 They have a challenge in that their catchment area is big so some people are not able to come to the health
centre on the days that they are given.
 When there are some activities that are happening in their catchment area, the DHO informs them if the
activities are coming from the district. For most activities that start from the community, they do not have
much information. Recently the HBC and some support groups and CBOs have also started reporting to the
health centre. They also supply some medication and gloves to one CBO that provides such services in the
community. Traditional Birth Attendants (TBAs) do not want any child to be born at the village and have
imposed a fine of MK 5,000 for every mother that gives birth at home. They follow this up through the HSAs
who at all times have a list of women that are pregnant so that they may be able to follow up with them.
Women are also advised to go to the health centre a month before giving birth.
Challenges that may hinder reporting back of CBO’s to the health centre?
 Maybe the CBO’s feel that they will not be helped at the health centre, so they prefer to not report back to
the health centre as they are used to doing things on their own.

2.1.5 Knowledge of 90-90-90
MAULA HEALTH CENTRE
They reported that they have never heard of the term 90-90-90. After a brief explanation, they suggested that
there is need to have more financial support in order to implement 90-90-90 at Maula Health Centre since most
people would become more willing to go for HIV testing after they know that they would receive some finances
after the test.
MPAMBA HEALTH CENTRE
They have not heard of 90-90-90. It could also be achievable, as long as the number of CD4 /viral load testing
machines are available in all HTC centres, as they have to send blood samples to the district hospital which takes
longer so as long as they have the machines thy would be able to know.

2.1.6 Recommendations
MAULA HEALTH CENTRE
 Health staff should conduct ART catchment outreach clinics to overcome problems of long distances
 There is need to have good quality infrastructures for providing health services to the clients and the health
staffs need to be well motivated or taken care off.
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Communities have to be well mobilised and sensitised so they are aware of HIV services.
100% ART adherence can be achievable if the communities are aware of the reasons behind it and the
consequences of not adhering to the ART schedule.
There is need to provide motivation to HIV counsellors since they only come to the health centre when
they know that they would receive something by the end of the day.

MPAMBA HEALTH CENTRE
 The government should continue with the current trend because there are no stock-outs of HIV test kits as
well as ARVs which is a good thing.
 The government should also try to find a way of supplying ARVs from their own stocks instead of just
relying on donors because when the donors leave the country will be in danger.

3 Ntcheu District
3.1 Findings on NGOs and CBOs
3.1.1 Overview of activities and services in the area
YONECO
 YONECO as a whole carries out HIV interventions, but in Ntcheu it has drop-in centres targeting sex
workers (supported by NAC) where they hold life skills sessions. They also use the SASA tool which looks at
issues of violence and raises awareness of how people can get the support they need.
 They regard HIV/AIDS as a cross-cutting issue so at all community activities they talk about HIV/AIDS
prevention.
 Community Rights Committees champion the rights that people are to have in their community. They try to
engage the rightful duty bearers so that they can do something for the people that they are supposed to
work for. Some of the issues that the address include distances to access HTC as well as ART. They also
advocate and mobilise communities to look at better inclusion in all activities for those that are HIV
positive
 Community meetings through other structures include parenting circles where parents meet to share
parenting skills and youth groups where information dissemination uses theatre for development. They use
the Hope Kit tool and the Aunt Stella tool to initiate discussions on questions such as why more women
than men are more open about their status.
 They carry out community-based research, e.g. reasons for non-acceptance of the female condoms. They
have been receiving differing views, but most of them saying they do not know how to use them and that
they are unsafe.
 They also have specific programmes for PLHIV e.g. in the beginning they had the positive living groups
through which they were providing some food supplements to them and some basic needs. They also
monitored their health (how they were responding to ART and the supplemented nutrition). In these
groups there were more women than men.
 PMTCT – they have a mini-clinic at their office supporting young people including mothers. They teach
about the need for women to go and get tested when they are pregnant. They encourage men to take part
in the wife’s pregnancy by escorting them for the pre-natal lessons and listen to the lessons so they can
help in raising the child.
Family Planning Association of Malawi (FPAM)
They provide HIV/AIDS and family planning services, including health education and prevention messages,
Condoms, Counselling, HIV testing, Antenatal testing as part of PMTCT, CD4 or viral loads, Programmes for
adolescents or other high-risk groups, Family planning, Support to victims of GBV, Nutritional support
counselling, and Community outreach


They have 22 members of staff: district manager, accountant, 3 nurses, lab technician, 9 community
reproductive health promoters, youth officer, receptionist, 2 drivers, nurse aid, ground labourer, volunteer
counsellor, counsellor.
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They conduct outreaches in distant areas in the district, particularly on family planning.

EGPAF NTCHEU
EGPAF is an organisation that deals with the different issues associated with HIV/AIDS, particularly looking at
health systems strengthening. In Ntcheu, they have a project funded by CDC that started in 2012 and will run till
2017.
 They look at management and provide fixed obligation grants to the district hospital for use in some
activities like campaigns, trainings and meetings. They also look at issues of human resources for health.
Currently there are some students that are being funded by EGPAF and they are put in nursing schools
where after they have completed their studies they will work at their nearest health centre for five years.
 They also support partnership in management where they focus on HIV/AIDS in partnership with Johnson
and Johnson, focussing on the District Health Management Team (using data for decision making) and they
discuss the interventions and changes that they can apply to improve services. The DHMT consists of the
DHO, DMO, DNO, DEO and other top managers in the health sector for the district.
 They look at procurement e.g. stationery and furniture for the hospitals and health centres.
 They have a project where they are maintaining health centres.
 They assist the government in activities like capacity building and mentorship.
 They assist in logistic issues to do with procuring ART and other related medication.
They have a holistic approach in their projects, looking at issues concerning the entire HIV package.
CHITUNGU CBO
The CBO started in 1997. The aim was to help orphans, the sick and the youth. They have been working
voluntarily and raising funds through big walks, piece work as well as buying a piece of land where they grow
crops that they sell to make money for their activities. They also give a monthly contribution to the groups
which they use for their activities. In 2000 the DHO trained them on HBC.
They are still working with NAC, the DC, the Social Welfare office and other stakeholders
They interact with Chief and the Village Development Committee which they involve in all of their activities and
make them aware of what they are doing and in what area.
 HBC – They take care of the sick in their homes after their discharge from hospital, counselling them on
how they can live in their life, assisting them financially as well as providing them with other basic needs,
when available and assisting them with household chores if necessary.
 HIV/AIDS – They have a support group of PLHIV, encouraging them to live positively. They also conduct
awareness campaigns within their catchment area and do door to door visits to create awareness.
 PMTCT – They advise pregnant women to go to the hospital to get tested. In 2015 some women in the area
were trained by NAPHAM and are now able to follow up with pregnant women to see if they are attending
the pre-natal clinics.
 There are some activities targeted at specific groups but for the most part they create general awareness
campaigns. Before they go to any area they research to see the problems that are very common in the area
and design the campaign accordingly For those that cannot attend the meetings they visit them in their
homes.
 They also have youth representatives which help in information dissemination on HIV as well as other
health issues to those youth who do not attend meetings.
 They hold meetings for the community leaders where they encourage them to also talk to the people in
their area about HIV/AIDS.
 The support group meets every Tuesday and they talk about how to take care of themselves and issues of
nutrition. They hold demonstration cooking days for meals made with cheap and locally found products.
With the work that they have been doing there have been fewer cases of people getting severely sick. It was the
funding from NAC that helped them to start with HIV/AIDS related education.
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AUZE CBO
Auze CBO started in February, 2003 in order to reduce the prevalence and spread of HIV/AIDS. Auze members
were just hearing from the radios that there are other CBOs from other districts that help people who are HIV
positive so the Auze members were motivated to act. The members were requested to contribute something
and they started to help HIV positive people, orphans, elderly people, youths and people with disabilities in
Ntcheu District.
The CBO supports five groups of people, namely:
a. Orphans
b. Support group for HIV positive people
c. Elderly people
d. Youth or Adolescents
e. People with disability
Auze activities include:
 Supporting HIV positive people, including those who are sick or patients as well as child-headed
households.
 Sent child-headed households to learn other activities like tailoring through the use of NAC funding. Among
the people who were sent to learn tailoring, only two people did not receive the promised sewing machine
– it was agreed upon that NAC would send some people for tailoring trainings and after the trainings each
person who participated would receive the sewing machines as one of creating their own incomes.
 Auze supports youth and encourages them to be involved in social activities
 Auze did a goat pass-on scheme after receiving 30 goats from MASAF. The goats were passed on to the
people who are HIV positive with the aim of helping them to have easily access to meat, manure and also
money after selling some of the goats. They now stopped the programme, but they are planning on
resuming it soon.
 Auze members encourage each other to go to the clinical health facilities for blood testing and encourage
those people on ART to follow their medication or treatment properly.
 Auze encourages girls who have dropped out of school and teen mothers to re-enrol
 Conducts a number of IGAs like doing piece work.
 Auze helps elderly people with some medication, e.g. Paracetamol, when they are sick. The CBO receives
medicines from Ntcheu District Hospital.
 Since the CBO started in 2003, HIV positive people were sent for HIV positive living trainings and other HIV
positive people were trained on Home-Based Activities.
 It encourages people to disclose their HIV status
 The members conduct community outreach where they pass on the information to the people through
dramas and debates that encourage people to go for HIV testing and HIV positive clients to go for ART
treatment.
 Auze also encourages expectant mothers to go to the hospital or antenatal clinic for PMTCT.
Auze encourages people to go to the public health systems for HIV testing, cervical cancer screening or testing,
ART treatment and also family planning. The public health systems usually provides the CBO with condoms,
brochures, postures and gloves among others.
Most of the youths especially boys and men come to the CBO to collect the condoms. They also reported that
there is need to increase number of female condoms since the CBO usually receives a lot more male condoms
than female condoms. At the CBO, females feel free to collect male condoms and sometimes, youths prefer to
use female condoms than male condoms.

3.1.2 Constraints and challenges faced
YONECO
 Challenges on defaulters
o They have had a lot of defaulters; for some it had been because of family issues. They were hiding
the medication from their spouses and stopped as it was too difficult to hide.
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Some defaulters said they stopped because they did not have proper nutrition to supplement their
medication so decide to wait until they had found food.
o They use the CRC members to follow up with the defaulters.
Challenges that limit people from going for HTC
o Some people fail to go for HTC because of the distances to the HTC centres
o The unavailability of resources like test kits. People act based on what they hear and when they
come for testing they would have made up their mind regardless of the result so sending them
back because of lack of test kits demotivates them.
o There are no proper support systems for helping those that are found to be HIV positive, so this
gives less reason to go in the first place.

FPAM
 Challenges they face in service provision
o Their main challenge is that they request services from the district hospital that they want to help
with, but they are rejected as government thinks they will be using it to make profits.
o People may want to come to FPAM to receive treatment for HIV related, but they realise after they
have already arrived that FPAM only offers free family planning, but the rest of the services are
paid for at a lower price.
o They have not been authorised to give medication like malaria drugs to their community workers
so they cannot give medical help to those in the areas.
 Constraints to the effective service delivery of HIV related services
o Resources for the government are the major complaint.
o For FPAM it is the fact that they are not being allowed to provide some services so their clients are
only helped in part even though they have the potential to offer more services.
o There is no privacy in most of the district’s HTC centres so most people do not want to go for
testing as they fear that everyone will know about them.
 Defaulter issues:
o Some have stopped taking the ART because of religious and cultural beliefs. They may have
completely stopped and/or are taking herbal medicines. When these people get sick, they are
afraid to go to the district hospital because they know that the personnel will reprimand them.
When these people come to FPAM, they are counselled and referred to the DHO where they will be
helped further.
EGPAF
 Ntcheu has a lot of facilities so it is challenging to ensure all health centres have enough resources.
 The supply chain of the government also has a problem in that when there are no drugs or human
resources; EGPAF cannot do anything as it is the government that is supposed to take care of this and enlist
the help of organisations when needed. EGPAF can advocate for increased resources and help, but only if
the government approves of it.
 There are a lot of defaulters
o Ntcheu borders Mozambique so follow up can be quite difficult. Many people from Mozambique also
come to Malawi to get medical help, but it is more difficult for a person from Malawi to get medical
help in Mozambique so some people just stop trying.
o Some people in Ntcheu move to different places and do not report to the health centres that they have
moved to, so it is difficult for health centres to track them down so they are listed as defaulters.
o Some people just stop for their own reasons.
CHITUNGU CBO
 They need funds for their maize mill to fix it so that they may be able to generate funds out of it.
 For the houses that are not completed, they need funds to complete them.
 Why do we still have people who refuse to go for HTC? What are the challenges in general?
o Discrimination – People are afraid that their relatives and friends will not want to associate with them if
they are HIV positive. They have received funding again from NAC which they are using in their
campaigns that encourage people to not discriminate against the infected.
Itad in association with The Malawi National AIDS Commission
2015

Page | 107

THE INDEPENDENT REVIEW OF MALAWI NATIONAL RESPONSE TO HIV AND AIDS FOR FINANCIAL YEAR 2014/15





o Cultural beliefs – Some sick people rush to witch doctors as they think there are other people that do
not wish them well and have used dark magic to make them sick.
o There are a few people that do not attend because of distance.
o There are other people that say they cannot go to get tested because the hospital’s HTC centre has no
privacy. It is along the M1 road and is very near the out-patient registry.
Defaulter issues
o In the past there defaulters, but now they do not have any.
o At the time, most who had defaulted said that it was because after they had been prayed for at church
they were told that they had been healed. Now there are no issues like this.
They have condoms that they give to anyone who asks, but some are embarrassed and do not come.
o Male condoms are more common than the female condoms because most women say that if they use
the female condom it will get stuck inside them.
o Some are afraid that if they get condoms they will be branded as prostitutes. As the CBO they try to
teach against such suspicions
o Another challenge is that people are not open to talking about female condoms because of the culture
of the area that women are not supposed to talk about sex.

AUZE CBO
 Church beliefs sometimes affect people from receiving ART since some become ART defaulters after being
told that they are HIV negative because God has healed them.
 Long queues at Ntcheu District Hospital and negligence of some medical staff negatively affects clients in
ensuring retention and ART adherence. Sometimes, medical staff favour HIV positive clients whom they
know and give them the ARV drugs earlier without considering the time that other clients come to the
hospital for the same. In addition, the VCT is located in an isolated place where people could easily see and
notice clients who are HIV positive.
 YONECO distributes condoms to the women at the VSLs, but there are usually more male condoms than
female condoms requested. Most women reported that they do not know how to use the female condoms.
 The CBO members reported that most of the community members are not sent to trainings of various
courses in HIV related issues so they are not knowledgeable.

3.1.3 Linkages with public health system
YONECO
YONECO links up with the ART Coordinator to refer clients who come to their organisation. They have a
relationship with the DHO, as well as the district hospital. YONECO act as the watchdogs to see to it that the
services provided in district facilities are of good standard. They consulted with the DHO when they were setting
up their youth clinic which they consented to.
FPAM
 They are not invited for any trainings or refresher courses. The trainings that they have are the ones that
are hosted by themselves; they invite people from the DHO and the Ministry of Health as they are experts
in the areas that FAPM is working in. They include government health workers like the HSAs in their
trainings.
 FPAM gets resources from the government for the services that are offered for free at their clinic, mainly
family planning resources.
 On supportive supervision, they said that the DHO comes for different issues like HTC, supervising how
services are offered and quality of care.
EGPAF
They collect data from the health centres systems, but on their own they do not have separate data as
according to their programming they are supposed to work with the already existing government structures.
They attend trainings hosted by the DHO, but only on HIV/AIDS related issues. EGPAF is taken as one of the
trainers and they facilitate some of the trainings. On supervision EGPAF said that when they are doing their
work they travel with some members of the DHMT who supervise their work.
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CHITUNGU CBO
They link up with the hospital when they want specific types of training which the health care providers can give
and they call the personnel to come to their area. However, it is very rare for the hospital to call them and invite
them for any training or refresher courses. The hospital personnel do not come for supervision either.
For the HSA in their area, they do not work with them much as they work more with the Health Advisory
Committee than them.
AUZE CBO
Auze has a good relationship with Ntcheu District Hospital, FPAM, YONECO, BLM and also Voluntary Service
Overseas (VSO). These public health providers supply Auze with condoms, brochures, postures and also gloves.

3.1.4 Knowledge of-90-90
YONECO
The respondent had not heard of 90-90-90, but after the explanation, he commented that it was a good idea,
provided there would have to be a boost in resources like ART, HTC centres, as well as human resources in the
health centres. He thinks that the country should be looking at ensuring that the rate of people that are getting
infected should be decreased.
FPAM
They have heard of it but were not sure of what it means. After a brief explanation he said that it is achievable,
but it could be challenging:
 Lack of nutritional support for HIV positive people interferes with their overall health and viral load.
 Drug stock-outs are very common in the district hospitals, so this would have to be looked into so that
everyone gets access to enough medication.
 More health personnel would have to be trained on how to administer HIV testing / prescribing
medication.
Any recommendations to give on improving health services in Ntcheu?
o The government should try to diversify HIV/AIDS related activities so that people can have more paces
to go and seek help. This can also relieve some pressure off the government.
o They should try make HTC centres more private so that people may be encouraged by the fact that their
information can be kept private.
EGPAF
They know about 90-90-90 as it has been discussed at some of the meetings they attended at the NGO network
as well as at the DHO. From their understanding, for the plan to work there has to be a change of attitude for all
key players in the health sector. There has to be collaboration between all key players to improve resource
mobilisation. If more people are to be advised to go for HTC there has to be more centres for testing, more
health centres to be built, more counsellors to be trained, and the supply of ART increased. 90-90-90 is well
explained by CBOs as the training for the initiative started with the CBOs.
CHTIUNGU CBO
They have heard of 90-90-90 and correctly named the components.
They think it is a very good programme, but the government would have to change the way it works.
 They would have to increase the availability of 6A, which is rarely found at public hospitals, and in some
cases people are told to wait or they are given dosage for only two weeks instead of a month.
 They would have to look at building more health centres as for some areas there are no health centres and
in one community they have to walk for over a day to get to the health centre.
 They have to help CBOs so they can conduct awareness campaigns and reach many people.
AUZE CBO
Itad in association with The Malawi National AIDS Commission
2015

Page | 109

THE INDEPENDENT REVIEW OF MALAWI NATIONAL RESPONSE TO HIV AND AIDS FOR FINANCIAL YEAR 2014/15

The Youth Chairman reported that he has heard of the term 90-90-90 at Ntcheu DC’s office (Youth Office). He
said that the strategy was put in place to make sure that 90% of the population should get tested (correct); 90%
of those who tested positive should start receiving ART and the 90% should try to abstain from sexual
intercourse or should start using the condoms (note that this is not correct).
They reported that some of the HIV risk behaviours in Ntcheu are smoking marijuana or ‘chamba’ and drinking
alcohol hence difficult to use a condom since they have poor judgement.
They further reported that it would be very difficult to implement 90-90-90 in Ntcheu due to poverty as a result
of abuses like property grabbing (Kulandidwa katundu), unemployment rate and high rate of people involved in
commercial sex working activities.
They suggested that it would be very difficult to implement 90-90-90 in the district due to increased population
and absence of a national identity document since some of the Mozambican citizens would also be benefiting
from the same ART meant for the Malawian citizens.
Poverty is really contributing to increased prevalence and spreading of HIV since most of the girls or women are
involved in sexual activities with sugar daddies. In addition, lack of social activities, for example soccer among
the youth, is also contributing to increased prevalence and spreading of HIV.

3.1.5 Organisation within District
Interaction with the District Executive Committee
Organisations
YONECO

FPAM

EGPAF

CHITUNGU

AUZE

Y

Y

Met them
once

N

Y

When was the last meeting?

Sept 2015

Sept 2015

2013

N/A

May 2015

What is frequency of meetings?

Once per
month

Twice a
month

n/a

N/A

Every two months

Do you share workplans (Y/N)?

Y

N

N

N/A

Y

Do you meet with DEC? (Y/N)?

YONECO
YONECO sit on the DEC, which is supposed to meet every month, but there are also ad hoc meetings.
They do not share regular work plans, but share information when they have specific plans to carry out and seek
the approval of the DEC. The DEC also helps in fine-tuning elements of the project like location and the themes
around which they will be operating.
At district level they have the NGO network for all the NGOs in Ntcheu; the chair is CARE Malawi. The positions
are given as offices, not as officers. They submit their reports and plans to the network. Every organisation
working in Ntcheu has a file at the Director of Planning and Development’s office as it is mandatory to share the
plans. They submit quarterly reports as well as yearly reports.
They are also a member of the DACC.
FPAM
They meet with the DEC; the last meeting was in September 2015. The DEC meets twice every month.
Currently, they do not share work plans with the DEC, but if there are health-related issues they are allowed to
comment.
EGPAF
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They share work plans with the DHO as they are part of the health sector. They have not interacted with the
DAC or the DACC.
CHITUNGU CBO
They share reports with the DAC. They are not in the DEC or DACC, where they are represented by the CBO
network chairperson. They submit work plans every month using the LAHARF which they get from the DAC.
AUZE CBO
Auze meets with the DEC at least five times a year especially when there is a project to be implemented. The
last time that Auze was in May, 2015. At the zone level, Auze which is under Nsipe zone meets with other CBOs
once a month. Usually, the CBO meet with the DEC at the CBO network meeting

Involvement with umbrella organisations
YONECO
They are a member of MANASO. Currently most umbrella organisations are not active at district level.
FPAM
They belong to the NGO network where they interact with all the organisations that are working on HIV issues
in Ntcheu. They have not yet started sharing reports, but that will start soon.
EGPAF
They work in partnership with several organisations: Lighthouse, Mother to Mother, Beira College of Medicine,
CARE and NAPHAM. Recently they did a CBO mapping exercise with NAPHAM to come up with the maps. They
are also part of the Ntcheu NGO network which meets every three months.
CHITUNGU CBO
They meet with NAPHAM every month where they discuss the challenges that they are facing and positive
living. This is only for those that are HIV positive.
Being in networks is advantageous for them as they learn what other CBOs are doing and apply it to their
community and they sometimes get some funding from other organisations as being in a network is like
marketing themselves.
They were helped by NOVAC to create VSL groups which also help them to raise funds for some activities.
AUZE CBO
Auze does not belong to any of the umbrella organisations, but it only works in collaboration with NAC, MASAF,
FPAM, YONECO, BLM, VSO, Pakachere and Ntcheu District Hospital.
 BLM provides technical assistants plus male and female condoms. Auze refers clients to BLM for HTC
 NAC – Supports Auze by training people at various technical colleges and supports it to have open days on
HIV related issues.
 MASAF – Provided Auze with 30 goats for pass-on programme and constructed a goat ‘khola’ (pen) for it.
MASAF also trained people in capacity building especially on goat management. Through goat farming,
people are able to get manure and are also able to pay school fees.
 FPAM – Provides condoms to Auze. FPAM encourages people to disclose their HIV status. At one time,
FPAM gave a certain youth a bicycle as he disclosed that he was HIV positive. FPAM also provides the CBO
with family planning methods and also screening of cervical cancer.
 PAKACHERE – Trained youths and also encourages people to disclose their status to other people.
 VSO – Trained people to become training of trainers in issues relating to HIV/AIDS.
 DHO – Trained members how to take care of the patients at community level, funded by NAC. Auze refers
clients to Ntcheu District Hospital for HTC. It gets condoms, brochures, posters and gloves.
 YONECO – Encourages women to do VSLs and also stop child trafficking.
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District-level coordination
YONECO
YONECO provides references to places like the district hospital, the DHO and the DSWO for the services that it
cannot provide. ‘We know that we cannot provide every service that people are looking for so we refer people
mostly to government facilities because they tend to have a wider range of help.’
FPAM
FPAM community workers are not allowed to give medication to people so when one is sick they refer them
either to the community’s HSA or to their nearest health centre. They also refer clients to the DHO.
EGPAF
There are people that come to ask for financial assistance for their groups or individually. EGPAF tell the groups
that they work with the government and not with groups. They refer individuals to the DSWO or to some FBOs
with a note. Most people that go to the FBOs come back with the feedback they received.
They submit reports to the DHO and they report after every activity as well as quarterly.
CHITUNGU CBO
They refer clients to the district hospital, FPAM Clinic or BLM. Most people go to the district hospital as they do
not believe that the others are free. BLM does campaigns telling people that HTC is free.
AUZE CBO
 Auze refers clients to district health facilities for HIV testing and also testing of other diseases especially
when the patients coughs persistently and when diarrhoea
 Auze submits its programmatic and financial reports to the DAC office and not directly to NAC. Usually,
Auze submits the reports on monthly basis.

3.1.6 Interactions with NAC
YONECO
 They currently have a project. funded by NAC operating in several districts. They were also funded by NAC
in 2005. They would like feedback on how they are doing as a district, but the feedback usually goes to the
national office, and they do not get it.
 They submit quarterly reports to NAC through their national office. They submit reports to the district
through the office of the DPD. To the DPD they submit quarterly reports and yearly reports.
FPAM
 They get HIV test kits from the DHO, so they just assume that the DHO funding comes from NAC, but they
do not know.
 They submit reports to the DHO every month. In their reports they also add in the data on the number of
people they had referred to the district hospital and the reasons they were referred. FPAM however said
that they would like it if the DHO gave them feedback on how they are doing as an organisation looking at
the reports submitted.
EGPAF
They have not received funding from NAC.
CHITUNGU CBO
 They received funding from NAC in 2004 and in May 2015. The 2004 fund was used to buy bicycles for the
CBO and to organise psychosocial support training and helping orphans. The 2015 funding was used to
organise meetings on HIV-AIDS. They had written a proposal for an entirely different project, but they were
given funding for the meetings. They received MK 219,330 out of the promised MK1.4 million. They were
not told if/when they would receive the remaining amount.
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They submit reports to NAC through the DAC, and they are told to submit the reports every month.

AUZE CBO
 Auze receives funding from NAC. The last time it received funding from NAC was in May 2015. NAC also
promised it would give the CBO another funding in September 2015, but it has been received.
 Auze submits its programmatic or financial reports to the DAC office and not directly to NAC. Usually, Auze
submits the reports on monthly basis.

3.2 Findings at health centre
3.2.1 Staffing
Role

Number of staff
Champiti Health Centre

Nsipe Health Centre

Medical Assistant

1

0

Nurse and Midwifery Technician

1

0

HSA

7

13

Hospital Attendants

3

0

Ground Labourers

3

0

Expert mothers

0

2

CHAM employees

0

38

Volunteers VCT

0

3

3.2.2 Services
Service
Health education and prevention messages
Condoms
Counselling
HIV testing
Antenatal testing as part of PMTCT
CD4 or viral roads
ART to adults
ART to children
ART to mother and baby pairs as part of PMTCT
Group sessions for HIV+ positives or other programmes for HIV positives
Programmes for adolescents or other high-risk groups
Family planning
Support to victims of GBV
Nutritional support
Orphans and affected families programmes
Community outreach and home visits
Financial support

Number of health centres that
provide it (out of 2)
2
1
2
2
2
0
2
2
2
1
2
1
0
2
0
2
1

3.2.2.1 CHAMPITI HEALTH CENTRE
HIV OR RELATED SERVICES
Health education & prevention messages
Condoms
Counselling
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HIV OR RELATED SERVICES
HIV testing
Antenatal testing as part of PMTCT
CD4 or viral roads
ART to adults
ART to children
ART to mother and baby pairs as part of PMTCT
Group sessions for HIV+ positives or other programmes
for HIV positives
Programmes for adolescents or other high-risk groups
Family planning
Support to victims of GBV
Nutritional support
Orphans and affected families programmes
Community outreach and home visits
Financial support

SERVICE PROVIDER
VCT
VCT
None
MA, Nurse, Hospital Attendants and volunteers
MA, Nurse, Hospital Attendants and volunteers
MA, Nurse, Hospital Attendants and volunteers
MA, NMT and HTC Providers
MA, Hospital Attendants
Hospital Attendants and HSAs
None
Environmental Health Department
None
HSAs
None

The medical assistant encourages clients on ART to come to the hospital for monitoring and follow-ups.

Health education and prevention messages: They conduct health talks for every client who is HIV
positive including clients who are on ART. HIV positive people are also encouraged to come to the health centre
for follow-ups. They also teach people how to wear condoms; encourage people, especially the youth, to
abstain from sexual activities and tell people how they can prevent transmitting or contacting diseases relating
to HIV, e.g. Tuberculosis (TB). Health staff encourage expectant mothers to go to antenatal for HTC.

Condoms: They provide both male and female condoms to the clients at the health centre and this was
observed during the day the researchers went for the interviews as the medical personnel were teaching people
on ART how to wear and use both male and female condoms. In addition, the HSAs also provide the condoms to
the clients at the villages where they conduct community outreaches and home visits.

Counselling: Counselling at the VCT and clients are told how they can prevent transmission of the virus
and also how they can sustain their life.

HIV testing: HIV testing is done at the VCT and first visit of pregnant women to the health centre; they
are encouraged to go for HIV testing.

Antenatal testing as part of PMTCT: During the first antenatal visit, before giving any treatment or
assistant, they are sent to VCT so that the health staff could trace women who are HIV positive. In addition, the
health staff encourage expectant mothers to come with their husbands and undergo HIV testing so that if they
are diagnosed with HIV they would start the ART immediately.

CD4 or viral load: They do not do CD4 + counts at the health centre; client’s blood samples are sent to
Ntcheu District Hospital for CD4 or viral loads count.

ART to adults: ART to adults is provided at the hospital. There are four health staff (1 MA, 1 Nurse &
Midwifery Technician (NMT), 2 Hospital Attendants) plus two volunteers who are ART providers at Champiti
Health Centre.

ART to children: Apart from providing ART to adults, they also provide ART to children.

ART to mother and baby pairs as part of PMTCT: Champiti Health Centre also provides ART to mother
and baby pairs as part of PMTCT.

Group sessions for HIV+ positives or other programmes for HIV positives: They conduct group sessions
for HIV positives and other programmes for HIV positives on positive living. They conduct health talks for every
client who is HIV positive including clients who are on ART. HIV positive people are also encouraged to come to
the centre for follow-ups.

Defaulters from ART at Champiti Health Centre: There are relatively few ART defaulters at the health
centre because most of the people are willing to come to the health centre for ART.
Some HIV positive clients become defaulters as they assume that they are HIV negative after taking the
medication for so long. In addition, negligence, lack of guardians especially when the guardians left their homes
and lack of proper counselling also result in more defaulters at the health centre.
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Defaulter Tracing of Patients Receiving ART: Tracing of defaulters at Champiti is usually done by Health
Advisory Committee (HAC). HAC acts like an intermediary between the health centre and the communities. HAC
helps to encourage the defaulters to restart taking their medication or ART at the health care centre hence
reducing the number of ART defaulters at Champiti Health Centre.

Programmes for adolescents or other high-risk groups: The health centre conduct YFHS whereby youth
are reflected upon their goals and how they can prevent themselves from contacting STIs including HIV/AIDs.
The youth are taught about family planning and they are also encouraged to go for blood testing. The MA
usually meets and discusses with the youth at least two times a weak.

Family planning: Champiti provides a number of services relating to family planning, for instance
condoms.

Support to victims of GBV: Champiti does not provide support to victims of GBV; they refer them to
Ntcheu Victim Support Unit.

Nutritional support: They do have Supplementary Feeding Programmes to U5 clinic and provide the U5
children with Likuni Phala and ‘Chiponde’. Every U5 child receives three kgs of Likuni Phala per fortnight.
Supplementary Feeding Programmes is funded by World Food Programme.

Orphans and affected families programmes: Due to lack of finances, Champiti does not provide any
support or conduct any programmes relating to orphans and affected families.

Community outreach and home visits: The health centre conducts community outreaches and home
visits. During the community outreach and home visits, they provide family planning services, U5 clinics and also
HTC.

Financial support: Due to lack of finances, Champiti Health Centre does not provide any financial
support to the clients.

3.2.2.2 NSIPE HEALTH CENTRE
HIV OR RELATED SERVICES
Health education and prevention messages
Condoms
Counselling
HIV testing
Antenatal testing as part of PMTCT
CD4 or viral roads
ART to adults
ART to children
ART to mother and baby pairs as part of PMTCT
Group sessions for HIV+ positives or other programmes
for HIV positives
Programmes for adolescents or other high-risk groups
Family planning
Support to victims of GBV
Nutritional support
Orphans and affected families programmes
Community outreach and home visits
Financial support

SERVICE PROVIDER
Antenatal & Post-Natal Care and VCT
None
VCT
VCT
Antenatal & Post-Natal Care and VCT
None
VCT
VCT
Antenatal & Post-Natal Care and VCT
None
YFS
None
None
Nutrition Rehabilitation Unit (NRU) and Out-Patient
Therapy (OPT)
None
HSAs, NRU, Expert Mothers from Pure Project
NRU


Health education and prevention messages: They do conduct health talks for antenatal and post-natal
mothers. She also said that when expectant mothers especially those mothers who have pregnancies of at least
three months old found HIV positive after being tested, they are given NVP. The medical personnel provide NVP
to expectant mothers as part of antiretroviral therapy (ART) since some of the women tend to deliver on their
way to the hospital so if a woman found to be HIV positive and delivers on her way to the hospital or at the
village, she should make sure that the new-born baby is still being protected.
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Condoms: They do not provide condoms to the clients at the hospital since Nsipe Health Centre is a
Catholic based hospital. Ntcheu District Hospital provides Nsipe Health Centre with condoms and the HSAs
provide the condoms to the clients at the villages where they operate at and not at the hospital premises.
Sometimes, people get the condoms at the health centre when the HSAs are available at the hospital.

Counselling: At the hospital they do counselling at the VCT clinic.

HIV testing: At the hospital they do HIV testing at the VCT clinic.

Antenatal testing as part of PMTCT: At the hospital they do antenatal testing as part of PMTCT at the
Antenatal & Post-Natal Care and VCT clinic.

CD4 or viral loads: They do not do CD4 + cell count at the hospital, but rather client’s blood samples are
referred to Ntcheu District Hospital or Balaka District Hospital for CD4 or viral loads count.

ART to adults: They provide ART to adults from a number of regions across the country and not only to
the people in Ntcheu.

ART to children: part from providing ART to adults, they also provide ART to children.

ART to mother and baby pairs as part of PMTCT: Nsipe Health Centre also provides ART to mother and
baby pairs as part of PMTCT.

Group sessions for HIV+ positives or other programmes for HIV positives: The hospital does not
conduct any group sessions for HIV+ positives or other programmes for HIV positives, but they conduct health
talks to the ART clients. The HSAs do follow-ups for some of the defaulters.

Defaulters from antiretroviral treatment (ART) at Nsipe Health Centre: Currently there are a few
clients who are ART defaulters at the health care centre. Many of the ART defaulters are non-expectant women/
mothers since they do not come to the health care centre often compared to the expectant mothers who come
for antenatal care.
Both men and women do not disclose their HIV status to their spouse so it becomes very difficult to come to the
health care centre for ART as they resist telling their spouse where they are going and the purpose of their trip
with the result that they end up missing pickling up refills of their medication or receiving treatment at the
hospital.
 Defaulter Tracing of Patients Receiving ART:
Defaulter Tracing of Patients Receiving ART at Nsipe Health Centre is usually done by HSAs and Expert Mothers
who were employed by the Pure Project. Expert Mothers follow up ART defaulters by tracing their localities and
after tracing them encouraging the defaulters to restart their medication / ART at the health care centre
 Why are antiretroviral treatment patients difficult to follow?
As a large-scale programme to provide ART for HIV patients, some of the clients for ART come from Ntcheu,
Balaka, Dedza and Blantyre among other districts so it is very challenging for the health care personnel to do
follow-ups for all the clients. It is also very difficult for the health care personnel to trace the number of people
who passed away while on ART at the health care centre since the deceased family members do not come to
report that they have lost a family member who was on ART since most of the deceased do not disclose their
HIV status to their spouses or their family members.
 How do children/ youth come to the health care centre for ART?
Most of the children come with their parents or guardians for ART. Sometimes, some of the youth come on
their own to the health care centre.
 Do parents/ guardian disclose the children’s / youth’s cell status?
Surprisingly, most of the children/ youth who are on ART do not know their cell status, although they take the
medication on a daily basis as most of the parents or guardians do not disclose to them about their HIV status.
This is putting the life of other youths at risk since some are involved in sexual activities. For example, a girl aged
14 who is on ART at Nsipe is HIV positive and also pregnant, but she does not know her cell status. There are
only a few children who are on ART at the health centre.
 Programmes for adolescents or other high-risk groups
The hospital through the HSAs conducts some programmes for the youth e.g. YFHS where youth are taught
about family planning and encouraged to go for blood testing.
 Family planning
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Nsipe Health Centre does not take part in any issues relating to family planning since it is a Catholic based
facility. They only refer clients who opt for natural family planning to Ntcheu Parish where there are people who
were trained on natural family planning.
 Support to victims of GBV
They do not support any victims of GBV, but sometimes refer people to police if it is a police case.
 Nutritional support
They provide support to malnourished children at the Nutrition Rehabilitation Unit (NRU) and also OPT. They
provide the children with Likuni Phala, but most of the malnourished children tend to be HIV positive.
 Orphans and affected families programmes
Due to lack of finances, the centre does not provide any support or conduct any programmes relating to
orphans and affected families.
 Community outreach and home visits
Nsipe Health Centre does home visits but not community outreaches. HSAs, NRU and Expert Mothers from Pure
Project do the community outreaches.
 Financial support
Due to lack of finances, the hospital does not provide any monetary support, but children who are admitted at
NRU are not charged anything and receive the treatments free of charge. Apart from assisting children at NRU,
elderly people and HIV positive clients who are very poor also receive treatments free of charge at the health
care centre. In addition, the hospital also provides maize flour to parents or guardians of children admitted at
NRU.

3.2.3 Challenges
CHAMPITI HEALTH CENTRE
 Occasional shortages of HIV test kits and Bactrim (co-trimoxazole). Most of the time, the health staff
provide the HIV positive clients with ARV drugs without co-trimoxazole When they experience shortage of
HIV test kits and CPT, the health centre sends the HTC Coordinator to Ntcheu District Hospital to collect HIV
test kits and the Bactrim. Currently, 6A supply is found at Ntcheu District Hospital. Champiti Health Centre
is using 5A instead of 6A yet most HIV positive people tend to react negatively to 5As They have no control
relating to 6A supply at Champiti, but they have recently requested GoM to increase the 6A supply since 5A
seems to have more side effects compared to 6A.
 Due to shortage of health staff at the health centre, the medical personnel reported that he has a lot of
work to do since he has to look after almost all the patients or clients that come to the hospital for
diagnosis and examination and also follow-ups.
 Inadequate supply or stock-outs of some medicine for treating STIs like Gentamycin, Retaffin, Penicillin,
Metronidazole, DCN, Ciproflaxin, Ethromycin, among others.
 Since the health centre does not have equipment for checking viral load or CD4, clients are sent to Ntcheu
or Balaka District Hospitals; if the equipment is not working the clients are sent back home. Sometimes,
blood samples of HIV positive clients are sent to Ntcheu District Hospital and also Queen Elizabeth Central
Hospital. This is a challenge for the HIV positive clients to know their CD4 as it takes almost 2 months
before Champiti receive their viral load or CD4 results from the hospitals.
 Shortage of stationery.
 Long distances affects clients in ensuring retention and ART adherence at the health centre hence
negatively affecting HIV positive clients’ immunity system.
NSIPE HEALTH CENTRE
 From January 2015, Nsipe has experienced shortages of free medicine e.g. Ibuprofen. The hospital has
always had adequate ARV drugs and cotrimoxazole.
 When the hospital run out of the HIV test kits, antenatal and post-natal mothers are given more priority
and followed properly to make sure that they get tested and if they are HIV positive they are requested to
go for ART. The hospital sometimes experience shortages of HIV test kits, ARV drugs, co-trimoxazole and
gloves as the hospital receive a lot of ART clients from far away districts, for instance Balaka, Dedza and
Blantyre. They have been requesting those clients who are coming from the above mentioned districts that
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they should transfer their names to their various districts but most clients have not accepted that
suggestion.

3.2.4 Role of community support
CHAMPITI HEALTH CENTRE
 In case of PMTCT, the village heads set by-laws and every expectant mother is encouraged to go to the
health centre for antenatal visits to promote safe motherhood.
 The community members surrounding the health centre are more involved in the delivery of HIV services.
For example, the health centre infrastructure was built by the community members after being initiated by
the Hunger Project, the community members moulded the bricks and built the blocks. TAs and GVH
Champiti encourage the community members’ especially expectant mother to go to the health centre for
antenatal visit for safe motherhood. If the expectant mothers happen to deliver at the village, they are told
to pay a fine.
 There is no involvement with the TBAs since the health staff encourage the expectant mothers to come to
the health centre before the expected date of delivery hence reducing maternity rate.
 It is very hard to work in remote areas as there are few health staff so they have to attend to each patient
or client, unlike at the district hospital where there are a lot of departments.
NSIPE HEALTH CENTRE
 Some clients complain that they do not have food; communities should try to help them with food. Apart
from providing clients with food, communities should take part in HIV counselling.
 Most of the people do not disclose their HIV status even to their spouses or parents as they feel ashamed
of their status and they assume that others might think that they were/ are involved in commercial sexual
activities. Only a few children or youth are told by their parents or guardians that they are HIV positive. A
few youth found to be HIV positive are also pregnant.
 Long distances affect retention of patients on ART so negatively affecting their immune system.
 Through the Expert Mothers and HSAs who do HIV testing, Counselling and home visits there seem to be a
wider community involvement in the delivery of HIV services.

3.2.5 Knowledge of 90-90-90
CHAMPITI HEALTH CENTRE
 He has never heard of the term 90-90-90.
 He suggested that implementation of 90-90-90 could only be successful if GoM forced people especially
men to get tested like antenatal mothers, as most men do not go for HIV testing.
 He also suggested that 90-90-90 could be successful only if donors would continue to supply the health
centre with ART to the expectant and lactating mothers at any stage and not only when they are at stage 3.
In addition, ART should be provided to any client who is HIV positive without considering their CD4 or viral
load amount.
NSIPE HEALTH CENTRE
 She said that she has never heard of the term 90-90-90.
 She suggested that implementation of 90-90-90 could be successful only if the GoM could force people to
get tested like the antenatal mothers. She believes that 90-90-90 could only work for expectant mothers
who come to the health care centre for HIV testing.
 She suggested community outreaches so that most community members would be encouraged to get
tested since most of them do not have the courage to come to the hospital for HIV testing.

3.2.6 Recommendations
CHAMPITI HEALTH CENTRE
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People should get tested for HIV early since most people come to the health centre for HIV testing while
they have low CD4 or viral load.
There is need for the GoM to try to provide the clients with 6A instead of 5A since 6A seem to have very
few side effects as compared to 5A.

NSIPE HEALTH CENTRE
 There is need to introduce health talks especially for the antenatal, post-natal and outpatient department
patients in order to improve the delivery of HIV services in her catchment area.
 She also said that there is need to conduct more community mobilisation and sensitisation for successful
implementation of 90-90-90.

4 Summary of findings
4.1 NKHATA BAY
4.1.1 NGOs/CBOs
In Nkhata Bay the NGOs and the CBOs were doing similar activities in terms of equipping the communities to be
more self-reliant and there is also utilisation of the community structures for their overall activities:
 The organisations were encouraging people to be more involved in villages VSL’s and small businesses. This
was particularly done with the intention of supplementing the nutrition of those that are HIV positive.
 All of the organisations are conducting awareness campaigns to let people know about HIV and encourage
them to go for testing as well as conducting follow-ups with defaulters . The difference however is that for
the national NGOs they are using the structures that they themselves have established at the community
level while for the DBO’s and the CBOs they are using structures that are already there like the support
groups and in some cases they do the follow-ups on their own.
 There is much focus on high-risk groups like the youth, with clubs being established in most communities in
the district. The DBO also runs a teen club for the youths that are HIV positive once a month.
 On PMTCT they are all making follow-ups using community structures for those mothers that are HIV
positive so they can continue taking ARV’s even after giving birth.
 On HBC the NGOs are not doing any work but the CBOs are the ones that go around in their communities
taking care of those that are sick and they also give them some basic needs when the CBO has the money
to buy some things.
 Overall they all said they were mainstreaming issues of HIV/AIDS in all their activities as it has affected all
areas of development.
On challenges:
 The most common similarity was that defaulting was due to religious reasons where some people do not
believe in medication and some are restricted because they are told they are healed when they are prayed
for.
 There is stigma and discrimination associated with being HIV positive.
 Most of them also pointed out that in the case of children most parents have not yet told their children
who are HIV positive the reasons they take medication every day so when the children find out they react
and may stop taking the medication.
 Long distances to health facilities hinders people from going for HTC and receiving ART.
 At the district level there was the challenge of lack of feedback by the district council on their reports so
they do not know how they can improve on their work. In general there is lack of information provided by
the district council.
 There is lack of coordination among the NGOs and the CBOs on activities so there has been overlapping of
activities in the communities. This may be in part because not every NGO and CBO attends the DEC and the
DACC committee meetings. They have an NGO network for the district but it is not very active.
On linkages with the public system:
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The NGOs refer clients to other facilities for services that they do not provide. They write letters to give to
the referred facility but they do not have any measures in place to follow up, unless the clients themselves
come back to report.
They all have access to data from the health facilities but it may not always be reliable so they also use the
community structures for more information.

On 90-90-90:
 All of them had heard of 90-90-90, though when asked to explain, only two of the organisations had details
on it.
 According to all of the respondents, there would have to be the pumping in of more funds so that 90-90-90
would be successful. This is in terms of having test kits at all facilities as well as CD4 machines.
 There would also have to be more campaigns for people to be more aware of HIV related issues.
 All of them also stressed on the importance of supplementing the nutrition of those that are on ART,
particularly those that are coming from rural areas and cannot afford food.
On linkages with the DEC:
 The respondent gave different responses on how often they attend DEC meetings but one pointed out that
it may be because NGOs and CBOs only attend the meetings when the agendas concern them. Because of
this different responses were given in regards to the frequency of the meetings.
On umbrella organisations:
 The NGOs are not as involved with the umbrella organisations as the DBOs and the CBOs. The NGOs only
partner with them from time to time on overlapping activities but other than that there is no continued
interaction. The DBO and the CBOs have received some training from some umbrella organisations.
On reporting:
 The NGOs report mainly to the DEC and the DPD. They have interaction with the DAC but they do not
directly report to him.
 The DBO and the CBOs report mainly to the DAC and the DACC. For both however, the common challenge
was that they do not receive feedback.

4.1.2 HEALTH CENTRES






Both of the health centres do not have machines for measuring CD4/Viral load so they rely on the district
hospital.
Support groups are not directly involved with the health centres, but are involved with the CBOs. There are
some CBOs that report to the health centre and others do not.
They have programmes for the youth in both of the health centres and they have a health worker who
works with them, but not exclusively. They use the youth to disseminate information about HIV.
One of the observations that they have made is that most people do not use female condoms, the reasons
being that they have not been taught how they can be used and some believe they can cause infections.
There is a general concern on the privacy that people have when they go for HTC. Both of the health centre
explained that they feel their HTC rooms are not private enough and people are discouraged from going for
testing.

On the role of the community:
 Both health centres explained that they allow guardians to come and collect medication for the clients.
 They use the community structures like the HSAs who follow up with defaulters.
On 90-90-90:
 They had both never heard of 90-90-90.
 They recommended that for it to be successful there would have to be the increment of resources to cater
to the additional people coming for testing and those that are already on ART.
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4.2 NTCHEU
4.2.1 NGOs/CBOs
In Ntcheu the NGOs and CBOs are involved in different activities:
 YONECO is focused on counselling, FPAM mostly provides family planning services and EGPAF is focused on
health systems strengthening. YONECO and FPAM work using their own district and community structures
but EGPAF utilises the structures that were set by the government.
 For the CBOs they are all involved in:
o Home-based care activities like taking care of the sick and providing them with some basic
needs if they can afford them.
o Working together with support groups to disseminate information on HIV as well as
encouraging positive living among those that are HIV positive.
o PMTCT – Encouraging pregnant women to go for the pre-natal clinics where they will also get
tested or HIV.
o Meeting the community leaders where they talk with them about the importance of
encouraging people to go for HTC as well as stop the discrimination of those that are HIV
positive.
o They are involved in IGAs that help to source funds for their activities. Mostly they do piece
work.
On the challenges:
 They have all noticed a high number of defaulters because of religious reasons, migration and fear of
discrimination by the community. For EGPAF, they conduct defaulter tracing activities where they use the
government employed HSAs to follow up on defaulters. For YONECO, they use the CRC’s in the
communities to follow up on defaulters. For the CBOs they use the support groups that they have in the
communities to follow up on defaulters.
 They all explained that nutrition is a big problem for those that are HIV positive because of poverty so this
may lead to problems of defaulting or avoidable deaths.
 There are some areas that are far and people do not have easy access to health centres so they are not
able to go for testing or to get medication.
 There is a reluctance to use the female condoms because most women say they do not know how to use
them. It may also be because of cultural reasons as in their culture women are not supposed to talk openly
about sex.
 There is also lack of training of the community-based leaders on how they can handle different issues like
counselling and home-based care.
On linkages with the public health systems:
 The NGOs responded that they report to the DHO for their activities but the CBOs report to the DAC
through the DACC.
On 90-90-90:
 YONECO and FPAM reported that they had not heard of it but the rest reported to have heard of 90-90-90.
39




They think that for 90-90-90 to work the government has to allocate more resources to the health sector,
especially targeted at building more health facilities and providing more test kits and ARVs.40
There would also need to train more people so that ART provision should be readily available in all of the
health facilities.41

39

One CBO responded that the last ‘90’ was that 90% of the population was for people to abstain from unprotected sex and use
condoms.
40 The respondents in the CBOs said that the drug 6A is the best type of ARV but it is rarely found in both government and private
facilities.
41 Respondents also hinted at training more CBO and community leaders so that they may be better equipped to do pre-test counselling
and home based care for the sick.
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On their interaction with the DEC:
 The NGOs reported meeting the DEC but at different times depending on the need.
 The CBOs do not meet the DEC but they are represented at the DACC by their network leaders.
On their interaction with umbrella organisations:
 The NGO’s are mostly involved with the Ntcheu NGO network. YONECO is a member of MANASO, and
EGPAF partnered with NAPHAM for a CBO mapping exercise of Ntcheu.
 For the CBOs, Chitungu is a member of NAPHAM where they meet every month. Auze is not a member of
any of the umbrella organisations mentioned above but they have partnered with different organisations.
On district coordination:
 They all provide referrals to government and non-governmental facilities when they cannot provide the
service that the client is looking for but there is no way of knowing if the client is attended to at the place
they are referred to because there are no systems for reporting back unless the individual comes back alone
and reports.
On NAC:
 YONECO has received funding from NAC and they report quarterly. FPAM and EGPAF have not received any
direct42 funding from NAC.
 Both CBOs indicated that they last received funding from NAC in May, 2015. They submit their reports on the
funding to the DAC.

4.2.2 HEALTH CENTRES
 Both health centres indicated that they do not have CD4 machines therefore they do not test CD4 or viral
load.
 Champiti distributes condoms to those who want them but Nsipe does not distribute condoms at the health
centre but rather through their HSAs who are situated in their catchment area.
 Both hospitals also have supplementary feeding programs for under five children.
On 90-90-90:
 The respondents had not heard of 90-90-90 before.
 They suggested that it could work if there were measures out in place to make sure that all pregnant women
are tested and their spouses too.
 The government should try to increase the resources that are used in HTC as well as ART. This could make it
easier to access such services.

42

FPAM has indicated that they do get some supplies like test kits from the government so they just assume since NAC is the main donor
they are getting some help from NAC.
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