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BRIEF DESCRIPTION:
For the past 8 years, the Ministry of Health in collaboration with UNDP has been implementing a capacity development in health program whose main aim was to recruit International United Nations Volunteers (IUNV) doctors and place them in Malawian central and district hospitals.  The project’s overall goal was to strengthen the capacity of the Ministry of health to deliver quality health services in Malawi.  The Ministry has also provided the necessary support to training institutions to build capacity and increase their outputs. The UNV doctors therefore filled the necessary gap in the health sector while the MoH increased recruitment of local junior doctors to eventually take over.  The program has made some impact and was able to deploy over 180 IUNV doctors to 20 hospitals throughout the country thereby increasing accessibility to quality health care by the population.
Major barriers in the health system include the gross shortage of essential basic drugs and basic medical equipment, the existence of poor financial systems and the general under-funding of the public health sector. Shortage of essential basic equipment was highlighted as a key challenge that affected the UNV doctors’ effectiveness in providing health services and in capacity development. Furthermore, despite interventions implemented through the 2004 Emergency Human Resource Plan and SACI and Capacity Development in the Health Sector initiatives, critical shortage of skilled personnel for the EHP still remains a key challenge. This Project has built on experiences and lessons learnt and the challenges encountered during its implementation over the past 8 years.  Primarily the project was implemented as a gap filling measure whereby the UNV doctors performed without junior Malawian doctors to understudy them.   
At national level, the project will be linked to and support national priorities under the MGDSII (2012-2016) and HSSP (2011-2015) by implementing the following four outputs:
Output 1: Central, districts, and CHAM hospitals, have increased coverage of expanded Essential Health Package interventions by 2016
Output 1: UNV doctors have increased coverage of the expanded Essential Health Package interventions in central, selected District and CHAM hospitals by 2016 

Output 3:  Three Central hospitals (Mzuzu, KCH and Zomba) establish specialized units for Physiotherapy, Cardiology and Oncology to remedy non-communicable disease conditions by 2016
Output 4:  Effective and efficient project management

The proposed interventions intend to recruit and deploy 41 UNV doctors for the next 4 years as specialists and general practioners in central and district hospitals. It is estimated that with an estimated annual pro-forma cost of US$55,000 per UNV ( see annex) a total of about  US$9.9  million will need to be mobilised to fully implement the intended project activities.

This project will now focus more on institutional capacity development and human resource development and resource mobilization in order to sustain itself.   To achieve this, the project will diversify its partnership base and promote both short and long term agreements with new and old partners. A comprehensive human resource development plan addressing issues of training of undergraduate and postgraduate doctors with an attractive remuneration and incentive packages and retention strategies will be put in place.  Such a strategy shall ensure that the junior doctors are well mentored and available to benefit from any skills transfer initiatives by  UNVs doctors and that they  are able  to take over from the UNV doctors once they leave.
1 Background

Malawi is a small, narrow and landlocked country that shares boundaries with Zambia in the west, Mozambique in the east, south and south west and Tanzania in the north. It has an area of 118,484 km2 of which 94,276 km2 is land area. The country is divided into 3 administrative regions namely the northern, central and southern regions. Malawi has 28 districts and each district is further divided into traditional authorities (TAs) which are ruled by chiefs. The village is the smallest administrative unit and falls under TAs. In some villages, there are village health committees (VHCs) whose responsibility is to work with Health Surveillance Assistants (HSAs) on health issues at village level. HSAs are the lowest cadre of health personnel employed by the Ministry of Health (MoH), are resident within communities and are attached to a health facility. These HSAs constitute a link between the community and the health facilities. A group village headman (GVH) oversees several villages. There is a Village Development Committee (VDC) at GVH level which is responsible for development activities. Development activities at the higher TA level are coordinated by the Area Development Committee (ADC). Politically, each district is further divided into constituencies which are represented by members of parliament (MPs) and in some cases these constituencies can combine more than one Traditional Authority.

In 2008 Malawi’s population was estimated at 13.1 million and is growing at the rate of 2.8% per annum. The proportion of Malawi’s population residing in urban areas is estimated at 15.3%. Malawi is one of the most densely populated countries in Africa with  the population density estimated at 105 persons per km2 in 1998 and 139 persons per km2 in 2008. The Southern Region has the highest population density in the country at 184 persons per km2. Between 1998 and 2008 Malawi’s population grew by 4.2 million people. This high growth is predominantly due to the high total fertility rate (TFR) now estimated at 5.2 and the low contraceptive prevalence rates (CPR) of 41%
. Almost half of the population is under 15 years of age and the dependence ratio has risen from 0.92 in 1966 to 1.04 in 2008. The 2008 population and housing census also found that about 7% of the population in Malawi is composed of infants aged less than 1 year, 22% were under-fives, and about 46% were aged 18 years and above. Malawi is predominantly a Christian country (80%). The literacy rate for women is lower at 59% compared to that of  males at 69%
. Low literacy levels especially among women and the prevailing cultural diversity have impacts on the lives of Malawians including health seeking behavior and acceptance of new developments in the fields of agriculture, health and education, among other sectors.
The Government of Malawi (GoM) recently approved its second medium term development strategy, “The Malawi Growth and Development Strategy (MGDS II)” covering the period 2011 – 2016.  One of the main priority areas in the MGDS is the delivery of quality health services. During the past eight years, the Ministry of Health has undertaken various health service delivery initiatives as one way of  improving  access to health services mainly under the Essential Health Package (EHP). The EHP represents a list of conditions for which the Ministry of Health provides health services free of charge at the point of delivery to all Malawians. One of the key challenges in providing the EHP is the high vacancy rates for critical health professionals particularly doctors.   In response to this, the Ministry of Health developed the Emergency Human Resource Plan in 2004 to increase output of training colleges for doctors and other health personnel. In addition volunteer medical doctors were planned for and recruited to help address the high vacancy rates and also for capacity building of local medical personnel. Implementation started in 2004 through the Southern Africa Capacity Development Initiative (SACI)  with the deployment of the first 9 UNV Medical Specialists.  UNDP’s  collaboration with the  Ministry of Health  was enhanced in 2007 when  the Government of Malawi, through the Global Fund to fight against AIDS, Tuberculosis and Malaria (GFTAM), provided some funding to UNDP for the recruitment of  30 General  Practitioners (GPs), and 5 Anti-Retroviral Therapy  Supervisors (ART).  Further support was provided through the GFTAM to recruit 22 general practitioners (GPs) and 18 specialist doctors (SPs) under the Health Sector Support grant (HSS) with a total target of 75 UNV doctors by June 2012. The GFTAM also provided funds for training of junior doctors with the expectation that the need for UNVs will diminish with time.
The end of project evaluation for the CD Health project carried out in December 2011 concluded that the project has made a huge impact in the health status of Malawians and in the health sector and, therefore, UNV doctors should be maintained.   The project was found to be very relevant in addressing the country’s human resource problems in health sector and was critical to meeting the current challenges being faced.  However, the evaluation also pointed out a number of issues that need to be addressed immediately if the project has to continue making the desired impact. These include the lack of sustainability strategies, lack of counterpart staff to understudy the UNV doctors, the general lack of medical drugs and some basic medical equipment at most host hospitals, among others.        

2 Situation Analysis 
2.1 Socio-Economic factors related to Health Services Delivery
With a fast growing population where 85% live in rural areas, there is a lot of pressure being exerted on all services provided by the Government including health.  In 2009, the national Gross Domestic Product (GDP) per capita income was estimated at US$290 and the proportion of the population living below the poverty line was estimated at 39%
. The economy is predominantly agricultural based and this sector accounts for about 35% of the GDP and 93% percent of export earnings (which is primarily tobacco) and also provides more than 80% of employment. The sources of revenue from which public services are funded are mainly taxes, loans and grants from development partners
. At 10.2%, the 2012 budgetary allocation to the health sector is inadequate despite recommendations from the Abuja Declaration that the health budget should be at least 15% of Government’s national budget. In 2011, the Malawi Government developed the Malawi Growth Development Strategy II (MGDSII) covering the period 2011-2016 which is the overarching plan for national development and attainment of the Millennium Development Goals (MDGs). In addition, the 2011-2016 Malawi Health Sector Strategic Plan (MHSSP) outlines the Ministry of Health’s contribution to attaining the health related medium term outcomes in the MGDSII. These are (i) reduced incidence and prevalence of diseases, (ii) improved maternal and child health; (iii) increased coverage and access to appropriate malaria prevention and treatment services; (iv) reduced HIV and AIDS infection and transmission rates; (v) improved quality of life for people living with HIV (PLHIVs), Orphans and Vulnerable Children (OVCs); affected individuals and households; (vi) improved dietary practices of PLHIVs, OVCs and affected individuals and households.
 

These outcomes are meant to help achieve the health related MDGs. Specifically for the MDGs, Malawi remains on track to achieving 5 out of the 8 goals
. The 3 goals that are likely not to be achieved are achieving universal primary education, reducing gender in equality and maternal mortality. Limited resource availability, ineffective use of resources, insufficient targeting, and inadequate national implementation capacity would inhibit the achievement of the 3 MDGs by 2015. The health sector should therefore lead in doing more to reduce the maternal mortality rate.  There is under-resourcing of public sector capacity for implementation and service delivery with challenges in meeting recognized standards of efficiency, effectiveness and accountability of practice4. Other challenges include weak monitoring and evaluation systems and chronic to severe human resource capacity deficits with limited numbers of professionals such as medical doctors, lawyers and teachers among others4.
2.2 Delivery of Public Health Services in Malawi
In Malawi, health care services are delivered by the public and the private sector. The public sector includes all facilities under the MoH, Ministry of Local Government and Rural Development (MoLGRD), the Ministry of Forestry, the Police, Prisons and the Army. The private sector consists of private for profit and private not for profit providers. The public sector provides services free of charge while the private sector charges user fees for its services. 

The MoH headquarters is responsible for the development, review and enforcement of health and related policies for the health sector; spearheading sector reforms; regulating the health sector including the private sector; developing and reviewing standards, norms and management protocols for service delivery and ensuring that these are communicated to lower level institutions. The MoH also carries out planning and mobilization of health resources for the health sector including allocation and management; advising other ministries, departments and agencies on health related issues; providing technical support supervision; coordinating research; and monitoring and evaluation. The MoH is also responsible for ensuring that its obligations to global initiatives are fulfilled. The MoH also established five zonal offices whose role is to provide technical support to District Health Management Teams (DHMTs) in planning, and   monitoring of health service delivery at the district level  as well as facilitation of central hospitals’ suppervision to districts.   
2.3 Levels of health care and their functions

Malawi’s health care delivery system is organized at three levels namely: primary, secondary and tertiary. These different levels are linked to each other through an elaborate referral system that has been established within the health system.

             2.3.1 Primary level of health care
This level consists of community initiatives, health posts, dispensaries, maternity, health centres and community and rural hospitals. At community level, health services are provided by community-based cadres such as HSAs, community-based distributing agents (CBDAs), VHCs and other volunteers from non-Governmental organizations (NGOs). HSAs provide promotive and preventive health services including HIV testing and counseling (HTC) and provision of immunization services. They are now also involved in community case management of acute respiratory infections (ARIs), diarrhoea and pneumonia among under five children. Services at this level are conducted through door-to-door visitations, village clinics, mobile clinics, or at manned or unmanned health posts. 

Community health nurses and other health cadres also provide health services through outreach Programs. VHCs promote PHC activities through community participation and they work with HSAs to promote preventive and promotional health services such as hygiene and sanitation. At this primary level, support to HSAs is further provided through Health Centre Management Committees which ensure that the communities receive the services expected in terms of quantity and quality. This is achieved through monitoring of performance of the health centres in collaboration with the VHCs. Health centres are also responsible for providing both curative and preventive EHP services
.  

              2.3.2 Community hospitals
Community hospitals also known as rural hospitals provide both primary and secondary health care. They have admission facilities with a capacity of 200 to 250 beds.

     2.3.3 Secondary level hospitals
District and some CHAM hospitals provide secondary level health care services. They are referral facilities for both primary level health facilities and rural hospitals and have an admission capacity of 200 to 300 beds. They also provide primary level health services for the local town population offering both in-patient and out-patient services.. The provision and management of health services has since been devolved to Local governments following the Decentralization Act (1997).  Secondary level medical services comprise general practitioner medical and surgical services, public health services and technical supervision to primary level health facilities as well as rural hospitals. District hospitals also provide in service training for health personnel and other support to community based health programs in the provision of EHP. Health services in each district are managed by the District Health Management Team, comprising medical, nursing, public health and administrative personnel among others. A DHMT is headed by the District Health Officer (DHO). The DHO has direct responsibility over government health facilities in the district and an oversight role over all other health facilities regardless of ownership. The DHMT receives direct technical support and supervision from Zone Health Office. With increasing deployment of more doctors to district hospitals, there is evident division of duties for the DHO who is mostly management and the District Medical Officer who handles technical matters.
                 2.3.4 Tertiary level hospitals

The tertiary level comprises central hospitals: which provide specialist referral health services for their respective regions. In addition, they also provide primary and secondary level services for the local population. There are currently 4 central hospitals namely: Queen Elizabeth in Blantyre, Kamuzu in Lilongwe, Mzuzu in Mzimba and Zomba in Zomba with admission capacities of 1,250, 1,200, 300 and 450 beds, respectively. Queen Elizabeth and Kamuzu Central Hospitals are also teaching hospitals because of their proximity to College of Medicine and Kamuzu College of Nursing. Central hospitals also provide EHP services which should essentially be delivered by DHOs. The CHs are also responsible for professional training, conducting research and providing support to districts. Tertiary care is also provided by the Zomba Mental Hospital.

2.4
The Private Sector
The private sector and other non state actor plays an important role in the delivery of health services. At community level, numerous NGOs, Faith Based Organization (FBOs) and Community Based Organizations (CBOs) deliver promotional health services. The MoH involved Traditional Birth Attendants (TBAs) who were introduced to expand  maternal and child health ( MCH)  services to the community,  while  while the relationship with traditional healers has been weak. The Malawi Traditional Medicine Policy has since been put together and it will guide the practice of traditional medicine. The health sector will continue to work with traditional healers through the Malawi Traditional Healers  Association which is their umbrella Organization

The biggest private not for profit health provider is the Christian Health Association of Malawi (CHAM). It provide about 37% of all health services and also train health workers through its health training institutions (TIs). CHAM owns 11 out of the 16 TIs in Malawi. CHAM facilities charge user fees to cover operational costs and are mostly located in rural areas. The charging of user fees constitutes a major barrier to accessing services for most poor rural people; hence gross inequality to those living in catchment areas of CHAM facilities. GoM heavily subsidizes CHAM by financing some drugs and all local staffing costs. 

In order to increase access to EHP services, the MoH has encouraged DHOs to sign service level agreements (SLAs) with CHAM and Banja La Mtsogolo (BLM) facilities to remove user fees for most vulnerable populations. To date 77 SLAs out of approximately 172 facilities have been signed mainly for the delivery of maternal and newborn health (MNH) services. A few facilities have SLAs for an entire EHP. SLAs involve the transfer of a fee from the DHO to a CHAM facility in exchange for the removal of user fees. Many CHAM SLAs are dormant and contractual conflicts are yet to be resolved. Discussions about the potential inclusion of other sections of the private sector especially for profit health care providers have not started yet
. Currently, SLA guidelines with the private for profit provider exist for AIDS and Tuberculosis. 

2.4 Universal Access to Health Care
The MoH aims at ensuring that EHP services are available to all Malawians. The signing of the SLAs with CHAM institutions for delivery of MNH services is one way of ensuring that all Malawians regardless of their socio-economic status have access to EHP services. Evidence shows that the removal of user fees in CHAM facilities has resulted into an increase in the number of patients seeking care in these facilities. Universal coverage also looks at geographical coverage: proportion of Malawi’s population living within a 5km radius from a health facility. Mapping of health facilities of health facilities has just been completed. The maps show areas in Malawi which have limited or no health facilities and also where CHAM and other private health facilities are located. While 77 SLAs were signed with CHAM in the Program of Work, (PoW) the mapping shows that there will be a need to sign fewer SLAs during the HSSP. The construction of more health facilities helps to increase the proportion of the Malawi’s population who live within a 5 km radius of a health facility. The MGDS II shows that 81 of the population live within 8 Km radius of a health facility compared to 46% in 2004 and a target of 100% at the end of the POW.
There are a number of problems with regard to infrastructure including lack of staff houses, lack of office space, lack of equipment as well as drugs, poor state of health facilities and the general need for construction of new facilities especially at village level. In some rural places, the health infrastructure is absent or dysfunctional. In others, the challenge is to provide health support to widely dispersed populations. In urban areas, health services can be physically within reach of the poor and other vulnerable populations, but provided by unregulated private providers who do not deliver EHP services. Between 2003 and 2010 the number of health facilities in Malawi increased from 575 to 606. This increase was largely due to an increase in the number of health centres from 219 to 258. The number of health centres under MoH increased significantly because some public facilities mainly maternity wings and health posts were upgraded to health centres in line with the aim of the Plan of Work. 
As a way of ensuring that the majority of the Malawians who are resident in rural areas have access to quality EHP services, the health sector devised an incentive package to attract health workers to work there. The package includes an appropriate dwelling house and provision of electricity and piped water among others. There are also other incentive packages to improve the morale, productivity and retention of all critical health cadres regardless of location. As one way of attracting and retaining clinicians, nurses and other health cadres especially in rural places, Ministry of Health through SWAp is constructing 1,000 staff houses in hard to reach places. During 2012/13 government is constructing 11 new health centres and 140 staff houses which are popularly known as Umoyo Houses. It will also rehabilitate around 23 laboratories throughout the country, in addition to establishing a Public Health Institute to strengthen governance and stewardship of the health sector.
While DFID through SWAp arrangement has committed itself to the construction of  houses for MoH staff as a way of attracting them to work in hard to reach areas. There is also a possibility that some of these funds will just be used to rehabilitate/renovate existing houses. Through the African Development Bank Grant (ADB), funds amounting to US$3.5 million have already been earmarked for the rehabilitation of maternal health infrastructure at district level. Japanese International Cooperation Agency (JICA)  is also supporting the renovations of some health facilities in Kasungu, Rumphi and Lilongwe. Some renovations of infrastructure are also being done by the districts themselves.
2.5 Gender and Health in Malawi
Health services bear a greater impact on gender issues such that gender differentiated impacts have direct links mainly on maternal and child health. As such gender is directly linked to gender differentiated vulnerabilities, coping and adaptation practices. Women in particular are more vulnerable to immediate changes in health service delivery such that maternal and child health care are a national priority. The third Integrated Household Survey (IHS3) shows that females constitute 51% of the population and also that nearly one-quarter of the households are female-headed (24 per cent). The dependency ratio for female-headed households is at 1.5 implying that there are 0.5 more economically inactive persons in Malawi for every economically active female compared to that for male-headed households at 1.1. In addition, IHS3 shows that on average, female headed households have more dependents (54 per cent) compared to male-headed households (45 per cent). Furthermore, 57 per cent of people in female-headed households are poor compared to 49 per cent of the people in male-headed households. By place of residence, the rural areas are worse-off than the urban. In all, 63 per cent of the people in rural female headed households are poor compared to 55 per cent of the people in male headed households. 
The shortage of quality medical services affects children, men and women in different ways. The maternal role of women makes their vulnerability highly significant. Women’s access to health care is also affected by their poverty, their social status and their impeded power to make decisions about their own health. The Demographic and Health Survey (DHS) 2010 shows that of the 8.2 per cent of mothers who were seen by a doctor or clinical officer at their first postnatal check-up, only 7.3 per cent were from rural areas compared to 13 per cent for urban areas; 5.7 per cent had no education compared to 12.8 per cent with secondary education and 34.5% with more than secondary education.Women living in urban areas are also significantly more likely than women living in rural areas to report the presence of a skilled birth attendant. For young women, childbearing poses risks of obstetric injury and even death from obstructed labour or haemorrhage but nationally 63% of women have had their first birth by age 20. Government has put special focus on promoting maternal health and safe motherhood in order to ensure a healthy life for childbearing mothers and mothers in general. In this regard, a Presidential Initiative on Maternal Health and Safe Motherhood has been launched under which government will construct holding shelters and other facilities for expectant women, with support from Bill and Melinda Gates Foundation, among other development partners. It is on the basis of these understandings that informed decisions with a gender perspective can be made to cover the broad context and the multiple dynamics in which a particular policy, project or programme such as the Capacity Development in Health will operate. 
2.7       Non Communicable diseases

Non-communicable diseases (NCDs) constitute one of the major challenges for sustainable development. RIO+20 concluded that the goals of sustainable development can only be achieved in the absence of a high prevalence of  debilitating communicable and NCDs, and where populations  can reach a state of physical, mental and social well-being. Premature death from NCDs reduce productivity, curtails economic growth and pose significant challenge in most countries and must be included in in the post 2015 agenda. The United Nations has acknowledged that MDGs did not adequately address increase in NCDs. As Malawi begins preparations for the 8th Global Conference on Health Promotion to be held in Helsinki, Finland in 2013, UNDP will be required to participate in reviewing those public policies/legislation that have an impact on health and health inequalities, reviewing the key social determinants/factors that impact on health status in Malawi and reviewing the key social determinants of inequalities in health. UNDP is better placed to support non health government departments to engage in multi-sectoral approach to NCDs, Support the Ministry of Economic Planning and Development to integrate NCDs in the development agenda and also the Department of Nutrition HIV and AIDS and NAC to address harmful use of alcohol in existing national HIV and AIDS programmes. Therefore this project will provide wider synergies within UNDP with Governance, Environment and Growth and MDG Achievement units.
2.8
CD Health Project Achievements to date:
Part of the 2004 Emergency Human Resource Plan involved deployment of volunteer doctors to relieve the high vacancy levels that existed in the sector. Over the years these volunteer doctors have been supplied by the Chinese Government, (JICA), the Government of Germany through CIM, British Voluntary Service Organization (VSO) and the United Nations Volunteers (UNV). However, as of June 2012, the only available volunteer doctors were from CIM (9) and UNVs (53). The target for the UNV project was to deploy 75 UNV doctors by June 2012 of which a near target of 65 (87%) were deployed during the year.  Table 1 below provides a breakdown of the specialties of the doctors deployed by June 2012 while Table 2, shows the distribution of government and UNV doctors at central hospitals only.
	Table 1: Number of UNV doctors  as at 30th June 2012 

	Cadre
	            Number
	                  %

	General Practitioner 
	18
	34

	Dentists
	9
	17

	General Surgeons
	8
	15

	Physiotherapists
	5
	9

	Obstetricians/Gynaecologists
	5
	9

	Anesthesiologists
	3
	6

	Trauma &  Emergency specialists
	2
	4

	Paediatrician
	1
	2

	Medical Specialist
	1
	2

	ART  Supervisors – (HIV/AIDS) 
	5
	9

	Total
	53
	100


Source: UNV Unit 
	Table 2: Distribution of Government and UNV doctors in Central and District Hospitals, June 2012


	  Organization
	Location
	Total

	
	Kamuzu CH
	QECH
	Mzuzu

CH
	Zomba 

CH
	Districts
	

	Government Total
	28
	16
	9
	1
	-
	257*

	Specialist
	13
	6
	3
	1
	-
	67

	GP
	15
	10
	6
	0
	-
	190

	UNV Total
	12
	12
	8
	9
	12
	53

	Specialist
	9
	11
	6
	6
	2
	34

	GP
	3
	1
	2
	3
	10**
	19

	Overall Total
	40
	28
	17
	10
	12
	-


Source: HRHSP, 2012-2016; Note:  *includes all doctors in district and CHAM facilities. Obtained from Table 7 of the HRHSP;     **includes 5 ART supervisors at zonal health offices
More than three-quarters of the UNV doctors are in the Central Hospitals (78 per cent [41 of 53]) whereas the remaining 22 per cent (12) are based at five district hospitals (Chiradzulu, Thyolo, Mangochi, Nkhotakota and Bwaila), all the five health zones and two CHAM facilities (Nkhoma and Holy Cross). In line with the MoH policy, almost all specialists are based at the central hospitals (32 of 35). More than half (53%) of the general practitioners are also at these tertiary facilities and Zone Health offices.  

The July 2009  to June 2012 end of phase project evaluation report indicates that the UNV doctors project was a success in that the doctors filled the human resource gaps created by the high vacancy rates for general practitioners and specialist medical doctors, thereby providing quality medical services to the people of Malawi. Furthermore, the report notes that the project design was responsive to the critical human resources needs facing the health sector in Malawi and that it complemented national efforts to produce more doctors and other health workers and was in line with the MDGS and the Paris Declaration on Aid effectiveness. The report also notes that capacity building of local health personnel and institutions had taken place during this period although not all of it had been measured.
Notable institutional capacity improvements were seen at Nkhotakota district hospital in Diabetes management, at Mzuzu central hospital in cardiovascular disease management and for dental services in Zomba Central Hospital. Some UNV specialist doctors also actively participate in training undergraduate students at the University of Malawi’s College of Medicine6 in Blantyre. College of Medicine is now graduating 60 medical doctors per year from an average of 18 medical doctors in 20042 and will start graduating at least 26 physiotherapists from 2015. The Department of physiotherapy at the College of Medicine has 3 faculty members only with no staff members available at hospitals for practical training. Practical training is run almost 100% by UNV doctors.  In addition, some of the specialist UNV doctors are involved in formally training local Malawian doctors to become specialists. The department of anaesthesia at the College of Medicine, which trains anaesthesiologists, is run entirely by UNV doctors. Furthermore, UNV doctors at Kamuzu Central Hospital are running a school of surgery with the East and Central African College of Surgeons to produce Malawian general surgeons.
Apart from affecting provision of the essential health package, the terminal  project evaluation report, noted that the high vacancy rates for junior doctors and the deployment of the available few in managerial positions meant that they have not been available to learn from the UNV doctors and ensure sustainable transfer of knowledge and skills. 

At present, the Ministry of Health supports the training of 49 junior doctors in various specialist training programs who are expected to complete their training by 2016 in the following fields:  general surgeons (8); Medical specialists (8); Paediatricians (5); Pathologists (2); Anaesthesiologists (3); Obstetricians/Gynaecologists (7), and other specialists (16). Assuming that the current output for undergraduate doctors from the college of medicine will be sustained, it means that 300 more general practitioner doctors and 56 physiotherapists will also have been produced by 2016. However, until these have been produced, high vacancy rates for specialist and general doctors will remain a key challenge affecting provision of quality medical services and the EHP as planned in the Malawi  Health Sector Strategic Plan (MHSSP).
2.6 Challenges

The major barriers in the health system include the gross shortage of essential basic drugs and basic medical equipment, the existence of poor financial systems and the general under-funding of the public health sector. Shortage of essential basic equipment was highlighted as a key challenge that affected the UNV doctors’ effectiveness in providing health services and in capacity development. Furthermore, despite interventions implemented through the 2004 Emergency Human Resource Plan and SACI and Capacity Development in the Health Sector initiatives, critical shortage of skilled personnel for the EHP still remains a key challenge. Table 3 below compares the situation of two cadres of HCW in Malawi and several regional neighbours.  It shows that there are only 2 physicians per 100,000 people in Malawi compared to 69.2 in South Africa, 28.7 in Botswana and 6.9 in Zambia. It is at par with Tanzania on both ratios for nurses and physicians.
	Table 3: Physicians and Nurses to Population Ratio (/100,000) in Selected African Countries



	Cadre
	South Africa
	Botswana
	Zambia
	Tanzania
	Malawi 2004
	Malawi 2009
	Malawi Goal 2016

	Physicians
	69.2
	28.7
	6.9
	2.0
	1.1
	2.0
	1 doctor per 23,000

	Nurses
	388
	241
	113
	35.0
	25.5
	36.8
	1 nurse per 2,643


Source: MHSSP, 2011-2016


All levels of the health system (primary, secondary and tertiary) in Malawi are responsible for implementing the EHP.  This is done despite that less than 4 per cent of the health facilities have the required human resources of any cadres. However, the situation is much worse off for medical doctors compared to the rest due to the specialist nature of their skills and the period it takes to produce them. In addition to other causes such as low salaries, under-investment in their training and migration to other countries to seek greener pastures, the HRH Strategic Plan isolates: (i) unattractive incentive packages to entice staff especially to hard to serve areas and (ii) lack of promotions leading to staff  resignations, especially among those with scarce skills as being the main causes of attrition among health personnel. By 2011, the attrition rate for medical doctors showed that resignations accounted for more than 50 per cent compared to death (about 20%) and retirement (about 25%)
.  Table 4 below compares the vacancy rates for 3 of the 4 central hospitals for which comprehensive data is available.  It shows that there are 100% vacancy rates for anesthesiologists, pathologists and physiotherapists against establishments of 16, 14 and 14 posts respectively. Overall, the rates are nearly 90% for specialists and 67% for GPs. 
	Table 4: Vacancy Rates and Deployment of Malawian Doctors as Some Central Hospitals, June 2012



	Hospital 
	QECH  
	Kamuzu Central 
	Mzuzu Central
	Grand Total

	Category
	Establishment
	Vacancy (Number)
	Vacancy rate (%)
	Establishment
	Vacancy (Number)
	Vacancy rate (%)
	Establishment
	Vacancy (Number) 
	Vacancy rates (%)
	Establishment
	Vacancy (Number)
	Vacancy rate(%)

	General surgeon
	12
	11
	92
	12
	11
	92
	9
	9
	100
	33
	31
	94

	Medical Specialist
	7
	6
	86
	7
	6
	86
	7
	7
	100
	21
	19
	91

	Paediatrician
	9
	7
	78
	9
	7
	78
	9
	9
	100
	27
	23
	85

	Pathologists
	5
	5
	100
	5
	5
	100
	4
	4
	100
	14
	14
	100

	Anaesthesiologist
	6
	6
	100
	5
	5
	100
	5
	5
	100
	16
	16
	100

	Physiotherapist
	6
	6
	100
	5
	5
	100
	3
	3
	100
	14
	14
	100

	Dentist
	19
	13
	68
	19
	18
	95
	19
	19
	100
	57
	50
	88

	Obstetricians/ gynaecologist
	10
	9
	90
	10
	8
	80
	10
	9
	90
	30
	26
	87

	Other specialists
	22
	19
	86
	22
	16
	73
	22
	20
	91
	66
	61
	92

	Total: Specialists
	96
	82
	85
	94
	81
	86
	91
	88
	97
	281
	251
	89%

	Total: GPs
	31
	21
	68
	31
	16
	52
	31
	25
	81
	93
	62
	67%


3 Project justification

This project contributes to the UNDAF-AP 2012–2016 where capacity development in the health sector is identified as another constraint to the social economic development of the country. In line with the UNDAF, this project supports Outcome 4.2:  “Public institutions are better able to manage, allocate and utilize resources for effective development and service delivery by 2016”, and “Output 4.2.1: Capacity for public sector management strengthened for effective service delivery”.
The Capacity Development in the Health Sector Program (2012-2016) outputs and activities are also well aligned to MGDSII, Theme 2 (Social Development),   Sub-Theme 2 (Health); Theme 6 (Gender and Capacity Development), Sub-Theme 2 (Capacity Development) and Priority Area No. 5: (Public Health, Sanitation, Malaria and HIV&AIDS management).  The overall Government’s goal is to deliver quality health services to the public in an efficient, demand driven and effective manner in support of the EHP as outlined in the Ministry of Health 2012-2016 Health Sector Strategic Plan.  The HSSP underlines the need to implement strategies that focus on (i) developing and strengthening skills and capacities within the health sector; (ii) developing and strengthening human and institutional needs; (iii) strengthening training institutions to respond to the needs of the health sector; (iv) promoting and establishing professional skills and above all (v) promoting effective performance and data management systems to advance new knowledge. These strategies are consistent with the Project’s proposed interventions as outlined under section 4.2 below.

The Project also builds on experiences and lessons learnt and the challenges encountered during its implementation over the past years of the just ended phase.  Primarily the project was implemented as a gap filling measure whereby the UNV doctors performed without junior Malawian doctors to understudy them.   The project will now focus more towards developing the capacity of local staff and institutions at the same time ensuring that it is able to mobilize enough resources to sustain itself.  The 2011 Project Evaluation Report in its conclusions also supports this strategy where the project can build a strong base for resource mobilization. Experiences from projects such as from Lesotho also draw similar lessons and noted that
:
· By deploying qualified and skilled medical doctors, the UNV project design was responsive to the critical human resources need facing the health sector in Malawi. This project complemented the achievement of the MDGS and was in line with the Paris Declaration on Aid effectiveness.
· The UNV doctors fill the human resource gap created by the high vacancy rates for general practitioners and specialist medical doctors, thereby providing quality medical services to the people of Malawi.  
· The effectiveness of the UNV doctors in providing quality health services and in capacity development has been impeded and compromised by the lack of appropriate basic medical equipment and other supplies at host institutions. With the need for their service delivery growing even higher and the lack of well qualified support staff, UNV doctors have not had the ample time and exposure to systematically transfer the necessary skills to the national counterparts. 
· The success of the program is dependent on retaining sufficient numbers of junior Malawian medical doctors at both district and central hospitals. There is, therefore, need to avoid a repeat of the situation whereby clinical officers in the Ministry of Health were available for capacity development initiatives at district hospitals since the junior doctors were mostly involved with managerial tasks and had little time for clinical work and capacity development initiatives. 
· Discontinuation of the program will affect programs that are heavily dependent on volunteer doctors. These include the training of anaesthesiologists and physiotherapists at the College of Medicine; the training of surgeons at the School of Surgery at Kamuzu Central Hospital and supervision of the ART initiatives under the HIV/AIDS program.
· Monitoring tools for capacity development and skills transfer need to be developed at project development stage in order to effectively monitor achievements in this strategic area such that all UNV doctors must be clearly mentored on project expectations upon their deployment.
· Project implementation can be enhanced by addressing program organizational and management challenges highlighted in the end project evaluation of 2011. 

4 IMPLEMENTATION STRATEGIES

The implementation strategy will take into account lessons learnt from the previous phases of the project while at the same time sustainability strategies will be put in place so that the CD Health Project can still sustain itself during adverse financial and funding situations. The project shall put in place a number of strategies aimed at addressing the capacity development gaps in the health sector. Key among them is the strategy to promote improved access to health care by all vulnerable groups and in particular children and women in order to reduce the high maternal deaths in the country.  In particular, the project will contribute towards the reduction of MMR by deploying at least two gynaecologists/obstetricians and two paediatricians at each central hospital.
In view of the wide range of other specialties requiring assistance, the program shall support visiting specialists for short term appointments to complement efforts in areas where it is difficult to recruit specialists on annual contract basis. The priority areas will be in: Cardiology, Radiology and Oncology which are also in support of NCDs. The project will also support the recruitment and deployment of General Practitioners to district hospitals and to central hospitals but in a phasing out manner  in line with MoH policy to promote the development of local junior doctors as GPs while aiming to reach an overall target of an average of 6 GPs per district hospital by 2016. For the central hospital, fewer GPs will be needed to support specialist medical service provision while observing that the overall target of an average of 35 specialist doctors per central hospital by 2016 may be difficult to achieve.  The specialist doctors will be expected to provide medical services at their host hospitals but also conduct outreach activities to district hospitals. General practitioners in district hospitals will provide outreach medical services to rural hospitals and to health centres. This will ensure access to specialist medical services to all communities and promote equity. 

Specialist UNV doctors will support the College of Medicine’s training of general practitioners mainly those attached at respective host hospitals for practical sessions. Apart from these formal training sessions with College of Medicine, UNV doctors will be supported to provide in service training for the junior doctors and other medical personnel under their departments.   

Another strategy will be to support the training of young Malawians and junior Malawian doctors in key areas where training colleges need urgent support. Specifically, Physiotherapists and Specialist anaesthesiologists will be deployed at the College of Medicine to support the training of physiotherapists and anaesthesiologists respectively. In addition, the surgeons deployed at Kamuzu Central Hospital, which is one of the referral hospitals, will support the school of surgery at that institution. This school of surgery trains junior Malawian medical doctors to become specialist general surgeons through the College of Surgeons for East and Southern Africa. 

Lack of basic equipment was noted to be a key challenge during the previous phase of the project. As such another key intervention in this new project will be the provision of basic medical equipment to host hospitals for UNV doctors’ effective performance of their duties in quality medical service provision and knowledge and skills transfer. Furthermore, the host institutions will be supported with resources to establish specialist units for the treatment of cancer and cardiac conditions.  To support cancer management, one central hospital will be supported to establish a pathology laboratory where UNV pathologists will be deployed.  In addition, the Project will assist all host hospitals in developing strategies that would guide effective ICT and internet usage and accessibility to UNV doctors and other health personnel.  In a dynamic field such as the medical profession, increased access and use of ICT shall result in improved access to advances in their areas of specialization that enable them to undertake Continuous Professional Development (CPD) studies. 
Joint monitoring of activities will be undertaken by all key stakeholders to ensure timely redress to all issues at the implementation level. In all these interventions, deliberate efforts will be made to ensure that gender balance is incorporated in recruitment of UNV doctors and also maintenance of a gender segregated treatment data by all doctors.  Monitoring of movements and trends in preference for treatment e.g. by a specialist doctor by patients will be detected by the ratios between men and women being attended to. This will be done at the district and central hospital level upon execution of referrals.

4.1 The Results Chain
The project will deploy medical doctors through the UNV programme. This is seen as an effective stop-gap measure for delivering quality health services in the short term. In addition, placements of qualified medical staff will also go beyond this temporary objective as they will be required to train and transfer skills to all existing staff, especially junior doctors. To enhance the benefits of this arrangement, host institutions and their staff will be briefed in advance on the roles and responsibilities of both the UNV doctors and the clinical workers, thereby enhancing the potential for relevant and long-term skills transfer. Support functions, such as finance, procurement, physical asset management will all be strengthened to effectively respond to the needs of the UNV doctors and their counterparts.
The overall goal of the UNV doctor’s project is to assist the MoH in developing good human resource potential for the health sector.  
The intention of the project was initially to front load the recruitment and deployment of the UNV doctors. Ideally, the project should be reducing the numbers of UNV doctors as we progress towards 2015-2016. But the reality on the ground is not permitting this to happen. The ideal situation is to have 35 specialists per central hospital and 6 GPs per district hospital if all services have to be delivered effectively. 

As stated above, UNV Medical doctors have been and will continue to make significant contributions to address the human resource deficit in the health sector and will make a direct contribution towards the attainment of the following health related Millennium Development Goals:

•
MDG 4 Reduce child mortality: To reduce by two thirds the mortality rate among children under five by 2015.

•
MDG 5 Improve maternal health: To reduce by three quarters the maternal mortality ratio by 2015

•
MDG 6 Combat HIV/AIDS, malaria and other diseases: To halt and begin to reverse the spread of HIV/AIDS
4.2 Expected  Project Outputs:  
The expected project outputs are aligned to the MGDS, MHSSP and UNDAF/AP as follows:
	Alignment with National Priorities:

MGDS II 2012-2016: Theme 2: Social Development; Sub-theme 2: Health; Key Priority Area 5; Public health, sanitation, Malaria, HIV and AIDS management. 

Goal: Control and prevent occurrence and spread of diseases

	Malawi Health Sector Strategic Plan (HSSP) 2011-2016. 

Goal: To improve the quality of life of all the people of Malawi by reducing the risk of ill health and occurrence of premature deaths, thereby contributing to the social and economic development of the country.

Objectives: 

1. Increase coverage of expanded Essential Health Package interventions paying attention to impact and quality

2. Strengthen the performance of the Health System to support delivery of the EHP

3. Reduce risk factors to health

4. Improve equity and efficiency in the delivery of quality EHP services

	UNDAF/AP: Key Priority area 4: Governance and Human rights. 
Outcome 4.2: Public institutions are better able to manage, allocate and utilize resources for effective development and service delivery by 2016

Output 4.2.1: Capacity for public sector management strengthened for effective service delivery

Indicator 1:  # of specialist medical doctors and General Practitioners (GPs) in each central and district hospital, respectively. Baseline - 2011:  15 specialists; 1 GP. Target - 2016: 35 specialists, 6 GPs.

	Expected Project Outputs:

Project Support Document Out-Puts  and Activities contributing to National priorities and UNDAF Outcome:

CDH  Output 1: Central, district and CHAM hospitals, have increased coverage of expanded Essential Health Package interventions by 2016.
Indicator 1: % of patients accessing essential Health care package services provided by UNV Specialists doctors. Baseline: TBD, Target:  30% increase from baseline by 2016.
Indicator 2: # of Malawi College of Medicine graduates interning as Junior Resident Medical Officers (JRMO) with support of UNV specialists per annum. Baseline: 30 (2012); Target: 45 (2013); 50 (2014); 55 (2015); and  60 by 2016.
Activities:

1. Recruit and deploy  2 Gynecologists, 2 general surgeons, 2 pediatricians, 2 Internal medicine consultants, 2 Anesthesiologists, 2 Radiologists, 2 orthopedic surgeons,  2 pathologists and 2 Urologists for all four referral hospitals to deliver specialized health care services (Target 18  specialists)
2. Recruit 4 lecturers: 2 for anesthesia and 2 for physiotherapy at the College of Medicine (Total 4 lecturers)
3. Recruit  3 cardiologists and 3 Oncologists at three referral hospitals (KCH, Mzuzu and Zomba)  to enhance Cardiology and Oncology services (Total 6 specialists)
4. Recruit and deploy 8 dentists (2 each for Mzuzu, KCH, ZCH, and QECH), 5 ART supervisors  and 10 GPs ( 5 each for Mzuzu and Zomba)  (Target 13  GPs)
5. Review the Human Resources strategy to ensure sustainability and HR development.

6. Provide Professional Development (CPD) for both local and UNV medical personnel to acquire new knowledge and skills and be up-to-date on new and emerging developments in the medical profession.

7. Conduct outreach  clinic/services for Gynecology, general surgery, pediatrics, Internal medicine, Anesthesia, Radiology, orthopedics, ENT, and Urology consultations to district hospitals.

8. Conduct an annual needs assessment in all hospitals to establish hospital requirements for basic medical equipment.

9. Conduct baseline assessment of specialists services in central, district and CHAM hospitals  being offered by SPs and GPs.

___________________________________________________________________________

CDH  Output 2: The College of Medicine, Kamuzu Central and Queen Elizabeth Central Hospitals are able to deliver specialist training to strengthen the performance of the Health System in anesthesia, physiotherapy and surgery by 2016. 

Indicator 1: # of students graduating from the College of Medicine as anaesthesiologists and physiotherapists.     Anaesthesiologist - Baseline: 0 (2012), Target: 2 (2013; 3 (2014); 4 (2015); 6 (2016), Physiotherapists - Baseline: 0 (2012), Target: 6 (2013); 11 (2014); 16 (2015; and 26 (2016)
.
Indicator 2:  # of doctors enrolling and graduating from KCH post graduate surgery school per year respectively. Baseline: 4 enrolling and 2 graduating 2012. Target: Enrolling 2 (2013); 4 (2014); 12 (2015);  and 16 (2016); Graduating: 2 (2013); 4 (2014); 6 (2015); and 8 in 2016.
Activities:

1. Lecturers provide bed-side teaching in anesthesia, physiotherapy at KCH and QECH.

2. Surgeons conduct post graduate training in surgery.

3. Provide physiotherapy teaching aids and learning materials for the training institutions. 
CDH  Output 3:  Three Central hospitals (Mzuzu, KCH and Zomba) establish specialized units for Physiotherapy, Cardiology and Oncology to remedy non-communicable disease conditions by 2016.
Indicator 1: Number of patients accessing Physiotherapy, Cardiology and Oncology specialist units per year. Baseline: Physiotherapy TBD Cardiology TBD and Oncology TBD (2012).  Target: Physiotherapy TBD Cardiology TBD and Oncology TBD (2016).
Activities:

1. Undertake annual needs assessment to determine requirements for specialized units at four central hospitals

2. Procure specialized equipment, resources and supplies for the new units

CDH Output 4:  Effective and efficient project management

Indicator 1: % of TPR and Project Board decisions and recommendations implemented annually. Baseline: 75% (June 2012).  Target: 80% (2013); 85% (2014), 90% (2015);  95% (2016).

Indicator 2: % of project results achieved as per the AWP. Baseline: 60% (2012).  Target: 70% (2013); 80% (2014), 90% (2015);  95% (2016).
Activities:

1. Provide logistical support to UNVs (travel, training, communication and office) 

2. Set up and implement an M&E system for the project.

3. Conduct  quarterly joint  field monitoring visits (MoH, UNDP, NAC, MCM, UNV Unit) to all hospitals with UNV doctors

4. Conduct biannual and annual  project review meetings with stakeholders

5. Organize Project Board meetings (Steering committee) 

6. Organize and host Regional UNV doctors fora to share experiences and developments in health in SADC

7. Conduct project assurance, coordination and management 

8. Conduct Mid-term/End term evaluation

9. Conduct Annual project audits 




In line with the Ministry of Health policy, specialist doctors at the central hospital level will be supported to establish new specialist units to effectively treat or manage certain disease conditions. Doctors will also be encouraged to conduct outreach clinics to district and rural hospitals and health centres. This strategy shall ensure that patients access quality medical services in their communities resulting in reduced congestion at the referral hospitals and improved health service delivery. 
The Ministry of Health constantly reviews some of its policies, rules and regulations in line with other Government procedures that also have a direct bearing on UNV doctors and their welfare.  These include: (a) the Malawi Health Services Policy, (b) Malawi Public Service Regulations (MPSR); and (c) the Health Service Strategic Plan (HSSP).  The Project shall ensure that during its biannual and annual review meeting with UNV doctors all policy updates are disseminated and maintain good links and close collaboration with other relevant Government departments and development partners particularly those in the Health-SWAp group. This will also ensure that there is proper coordination and awareness of health delivery issues in the country. UNV doctors will be encouraged to join and affiliate themselves to national organizations such as the Society Medical Doctors (SMD), the Dentists Association etc that promote the welfare, professionalism, development of skills and advancement of knowledge.    

Human resource development is another key strategy for improving the development and delivery of health services. The CD health project will support training programs currently being offered by the University of Malawi’s College of Medicine and other similar health training institutions. It will also facilitate the development and implementation of a Memorandum of Understanding among the relevant ministries such as the Ministry of Education, College of Medicine and the teaching hospitals which will clearly outline the roles of each party.  The surgical training program currently running at the Kamuzu Central hospital has involved UNV doctors and will be further supported to increase and improve in its enrolment and output.  

HIV&AIDS continues to be a great threat to human resource development in the health sector.  A joint 2001 study between UNDP and the Government on “The Impact of HIV&AIDS on Human Resources in the Malawi Public Sector” concluded that the epidemic has detrimental effects on the social/economic wellbeing of most Malawians as it reduces the performance of the productive age group (15-49 years) of the work force.  As such, its implications on the planning and management of the country’s national development agenda cannot be overemphasized.  In this regard, the project shall continue to support the HIV&AIDS program as it scales up ART services throughout the country through deployment of  GPs to the regional health zones.
Global warming and the resultant climatic changes have had grave consequences on the epidemiology of some water and vector borne diseases in Malawi.  Above normal rainfalls and changes in rainfall patterns in some areas have resulted in an increase in breeding of disease vectors such as mosquitoes hence increased malaria transmission. Contamination or drying up of water sources is also another consequence of  heavy flooding or drought  resulting in higher morbidity of diseases such as cholera and dysentery and malnutrition. So the GPs especially at District level, will provide support towards ameliorating the health related climate change conditions that clients will present with at the health facilities.
At the central hospital levels, UNV doctors will be supported through the provision of basic medical equipment necessary for the effective provision of quality medical services. In addition, the Project will assist central hospitals in developing strategies that would guide effective ICT and internet usage and accessibility to UNV doctors.  In a dynamic field such as the medical profession, increased access and use of ICT shall result in improved access to advances in their areas of specialization that would enable them to undertake Continued Professional Development (CPD) and other studies. Joint monitoring of activities will be undertaken by all key stakeholders to ensure that issues are attended to in a timely manner. During the recruitment of UNV doctors, women practitioners will be encouraged to apply for positions and will be shortlisted for interviews. At the hospital level all UNV doctors will keep a good track of gender disaggregated data. These data will be collected and monitored by the CD Health program for analysis and record keeping.  Such data shall also assist to monitor trends on reference for treatment and management. The district and central hospital will be supported to develop proper M&E and data management systems. 
4.3 Exit strategy 

The proposed interventions place UNV doctors at hospitals to provide health care and more importantly they will transfer knowledge and skills to local doctors and clinical officers. In addition, the Ministry of Education is supporting the College of Medicine to produce at least 60 undergraduate doctors and at least 25 physiotherapists per year. Furthermore, the Ministry of Health is supporting the training of specialist medical doctors as explained earlier in the situation analysis. The UNV doctors’ project will also be supporting the College of Medicine and the MoH to produce specialist anaesthesiologists and general surgeons. It is these specialist training programs and knowledge transfer initiatives that will sustain quality medical service provision when the UNV doctors program comes to an end. However, this can only succeed if the MoH develops a comprehensive human resource development plan. The plan should address issues of training of undergraduate and postgraduate doctors and articulate on their deployment and retention strategies.  Such a strategy shall ensure that the junior doctors are well mentored and available to benefit from any skills transfer initiatives by  UNVs doctors and that they  are available to take over from the UNV doctors once they leave. The College of Medicine where local specialist medical doctors took over from foreign medical doctors including UNVs is a good example where training of undergraduate and postgraduate doctors has been sustained. 

Effective program management strategies will be worked out and implemented under Output 4.  The Project will work hand in hand with the Department of Human Resource Management in the Ministry of Health to ensure that issues concerning UNV doctors are well incorporated in its plans and overall budget of the Ministry through the Clinical Directorate plans.  At the central hospital levels, UNV doctors will be supported through the provision of basic medical equipment necessary for the effective provision of quality medical services. In addition, the Project will assist central hospitals in developing strategies that would guide effective ICT and internet usage and accessibility to UNV doctors.   
The Ministry of Health plans to increase the recruitment of  local Malawian doctors per district hospitals to at least 2 to 6 by 2015 The UNV GPs under this project will only be deployed to Mzuzu and Zomba central hospitals to support the specialists who will be deployed in these central hospitals. GPs are important in specialist medical service provision. The MoH is also working out an attractive remuneration and incentive package that should reduce the attrition rate hence retain the local doctors.
4.4 Synergies and knowledge management
Provision of relevant health service personnel through the support provided to the training institutions can guarantee good out puts for the needed specialist medical doctors and physiotherapists. The CD Health Project will support some of the important areas in the health sector that include HIV/AIDS, maternal and child health and other health capacity shortfalls. The project maintains good synergies with and complements efforts being undertaken by other programs and projects in UNDP and the MoH such as the HIV&AIDS program, gender mainstreaming and management of MGDs and MCH. This project will ensure equity in accessibility of services by women, children and men at all levels. The outreach activities and health talks undertaken by all health staff will be relevant avenues to promote the gender equity in line with Ministry of Gender policies. The project will also collaborate with WHO, UNICEF, UNAIDS, I-TECH and NAC, in areas of technical and financial assistance, provision and management of resources and policy guidance.  Quarterly consultative meetings will be held with all partners to re-plan and reflect on project progress and policy direction. 
5 Resource Mobilization and Partnership development 

5.1 Resource mobilization strategy

Resource mobilization will be key to ensuring that the project can sustain itself and avoid being dependent on UNDP.  Default donors such as GFATM through NAC and MoH will be maintained while efforts will be directed at bringing on board new donors mainly those active in the provision of volunteers in the country and in HR capacity building.   Government has committed itself to supporting the project in the current phase until 2016.  The HSS grant from Global Fund has always aimed at strengthening HR capacity in the health sector including UNV doctors. Currently the grant has concluded its current phase and the Ministry intends to renegotiate the grant through an interim no cost agreement with Global Fund.  The RCC grant of the Global Fund has already allocated a total of US$865,000 to the project for the first year and US$335,000 for the second year of the next phase.  

This project, however, has a financing gap in excess of US$8 million which will need to be sourced from other partners than the GFTAM. This PSD will be marketed to other development partners, including Health SWAp members and others outside SWAp including the following: I-TECH, WHO, UNAIDS and UNICEF who have shown interest in the project. In view of the huge need for specialists,  with very limited resources, the project will also endeavour to link up with Royal Colleges such as the Royal College of Surgeons, which can provide retired specialists at lower cost.  
5.2 Partnership development strategy
The Ministry of Health has developed a Health Sector Strategic Plan (HSSP) to be implemented over the next 5 years. The GoM intends to strengthen partnerships with all stakeholders in order to effectively provide the EHP services and achieve the objectives as set out in this plan.  The main objective is  to improve the participation of the private sector mainly in resource mobilization with a specific focus on the delivery of EHP services at the same time strengthen the policy environment for effective public health service delivery.  

Existing partnerships, with other stakeholders in the delivery of EHP services will also be promoted while ensuring that there are clear roles and responsibilities, among them. In order to improve on its efficiency, accountability and transparency in resource utilization, the CD Health project shall maintain separate accounts as sub-projects for  the two main sources of funds  from the Global Fund under NAC (RCC grant) and  MoH (HSS grant).  This will make it easier to track resources as per donor and report appropriately.  Partnerships will be advocated for with all potential organizations such as the Japanese Volunteer Service Organization, British VSO, American PEACE Corps, the Clinton Health Initiatives and those from the UN family such as UNICEF, WHO, UNAIDS, and UNFPA.  Successful partnerships will be concluded with the signing of MOUs with each partner in their areas of interest for the 5 year phase of the project (either short term or long term) on technical or financial assistance.
5.3 Sustainability and Human Resource Management Strategy
The College of Medicine shall continue to produce junior doctors who will be deployed to District Hospitals to support provision of secondary level health services.  The Ministry of Health intends to increase recruitment of junior doctors from the College of Medicine such that there should be a minimum of 6 GPs per district hospital by 2015. Upon completion of district service, the junior doctors will be supported to enroll for postgraduate trainings where they shall become specialists in the key priority areas under the EHP.  After these trainings, the junior doctors will take over from the specialists UNV doctors at the various central hospitals.  
5.4 Gender strategy

Gender mainstreaming is an integral part of the national development agenda and identification of gender and there is need for its mainstreaming in all sectors including health. As a key strategy to reducing gender inequality and achieving national development priorities in Malawi, the CD Health project will provide an opportunity for dialogue with government on the need for resource allocation, improving staff skills and attitude in relevant gender thematic areas and restructuring and defining an effective health institutional structure charged with the responsibility for delivering gender-focused results. This will include paying attention to recruitment of female UNV obstetricians and gynaecologists to deal with maternal issues in hospitals among others.
6 Project Resources and reporting Framework 

The project results and resources are summarized as below

KEY PRIORITY AREA 4: Good Governance and Human Rights
	Alignment with National Priorities:

MGDS II 2012-2016: Theme 2: Social Development; Sub-theme 2: Health; Key Priority Area 5; Public health, sanitation, Malaria, HIV and AIDS management. 

Goal: Control and prevent occurrence and spread of diseases

	Malawi Health Sector Strategic Plan (HSSP) 2011-2016. 

Goal: To improve the quality of life of all the people of Malawi by reducing the risk of ill health and occurrence of premature deaths, thereby contributing to the social and economic development of the country.

Objectives: 

1.  Increase coverage of expanded Essential Health Package interventions paying attention to impact and quality
2.  Strengthen the performance of the Health System to support delivery of the EHP

3.  Reduce risk factors to health

4. Improve equity and efficiency in the delivery of quality EHP services

	UNDAF Outcome 4.2: Public institutions are better able to manage, allocate and utilize resources for effective development and service delivery by 2016

Output 4.2.1: Capacity for public sector management strengthened for effective service delivery

Indicator 1:  # of specialist medical doctors and General Practitioners (GPs) in each central and district hospital, respectively. Baseline - 2011:  15 specialists; 1 GP. Target - 2016: 35 specialists, 6 GPs.

	Partners:
	MoH, National AIDS Commission (NAC), Medical Council of Malawi, UNICEF,  WHO, UNAIDS

	Project title and ID (Award #: 00071951: Capacity Development in  Health Program. (Project #: 00085202)

	Expected Project Outputs
	No.
	Planned Activities
	Responsible Party
	Source of Funds
	Required inputs per year

	
	
	
	
	
	Year 2013

(based on current nos.)


	Year 2014


	Year 2015


	Year 2016


	Total budget (US$)

	CDH  Output 1:  Central, district and CHAM hospitals, have increased coverage of expanded Essential Health Package interventions by 2016.

Indicator 1: % patients accessing essential Health care package services provided by UNV Specialists doctors. Baseline: TBD, Target:  30% increase from baseline by 2016

Indicator 2: # of Malawi College of Medicine graduates interning as Junior Resident Medical Officers (JRMO) with support of UNV specialists per annum. Baseline: 30 (2012); Target: 45 (2013); 50 (2014); 55 (2015); and  60 by 2016.


	1.1
	Recruit and deploy  2 Gynecologists, 2 general surgeons, 2 pediatricians, 2 Internal medicine consultants, 2 Anesthesiologists, 2 orthopedic surgeons,  2 pathologists and 2 Urologists for KCH and QECH  referral hospitals to deliver specialized health care services (Target 18  specialists)
	UNDP


	GFTAM 
	851,313


	850,086


	850,086


	850,086


	3,401,571

	
	1.2
	Recruit 4 lecturers: 2 for anesthesia and 2 for physiotherapy at the College of Medicine (Total 4 lecturers)
	UNDP


	TBD
	188,908
	188,908
	188,908
	188,908
	755,632

	
	1.3
	Recruit  3 cardiologists and 3 Oncologists at three  referral hospitals (KCH, Mzuzu and Zomba)  to enhance Cardiology and Oncology services (Total 6 specialists)
	UNDP


	TBD
	283,362
	283,362
	283,362
	283,362
	1,133,448

	
	1.4
	Recruit and deploy 8 dentists (2 each for Mzuzu, KCH, ZCH, and QECH), 5 ART supervisors   (Target 13)
	UNDP


	TBD 
	1,011,789

	613,951
	613,951
	613,951
	2,853,642

	
	1.5
	Review the Human Resources strategy to ensure sustainability and HR development.
	MoH


	TBD
	35,000
	0
	0
	35,000
	70,000

	
	1.6
	Continuous Professional Development (CPD) for both local and UNV medical personnel to acquire new knowledge and skills and be up-to-date on new and emerging developments in the medical profession.
	MoH


	TBD
	20,000
	15,000
	10,500
	8,000
	53,500

	
	1.7
	Conduct outreach  clinic/services for Gynecology, general surgery, pediatrics, Internal medicine, Anesthesia, orthopedics, and Urology consultations to district hospitals
	MoH
	TBD
	20,800
	3,000
	2,000
	2,000
	27,800

	
	1.8
	Conduct an annual needs assessment in all hospitals to establish hospital requirements for basic medical equipment.
	MOH
	TBD
	25,420
	3,482
	0
	0
	28,902

	
	1.9
	Conduct baseline assessment of specialists services  in central, district and CHAM hospitals  being offered by SPs and GPs.
	MOH
	TBD
	14,000
	0
	0
	0
	14,000

	Sub –total  Output 1
	2,450,592
	1,957,789
	1,948,807
	1,981,307
	8,338,495

	
	
	
	
	
	

	
	
	
	
	
	Year 2013
	Year 2014
	Year 2015
	Year 2016
	Total budget (US$)

	CDH Output 2: The College of Medicine, Kamuzu Central and Queen Elizabeth Central Hospitals are able to deliver specialist training to strengthen the performance of the Health System in anesthesia, physiotherapy and surgery by 2016. 

Indicator 1: # of students graduating from the College of Medicine as anaesthesiologists and physiotherapists.     Anaesthesiologist - Baseline: 0 (2012), Target: 2 (2013; 3 (2014); 4 (2015); 6 (2016), Physiotherapists - Baseline: 0 (2012), Target: 6 (2013); 11 (2014); 16 (2015; and 26 (2016)
Indicator 2:  # of doctors enrolling and graduating from KCH post graduate surgery school per year respectively. Baseline: 4 enrolling and 2 graduating 2012. Target: Enrolling 2 (2013); 4 (2014); 12 (2015);  and 16 (2016); Graduating: 2 (2013); 4 (2014); 6 (2015); and 8 in 2016.

	2.1
	Lecturers provide  bedside  teaching in anesthesia, physiotherapy at KCH and QEH.
	MoH
	TBD
	15,000
	10,000
	5,000
	5,000
	35,000

	
	2.2
	 Surgeons conduct post graduate  training in surgery 
	MoH


	TBD
	5,510
	25,550
	16,000
	10,300
	57,360

	
	2.3
	Provide physiotherapy teaching aids  and learning materials  to   training institutions. 


	UNDP


	TBD
	35,015
	27,077
	15,000
	10,000
	87,092

	Sub –total Output 2
	55,525
	62,627
	36,000
	25,300
	179,452

	
	
	
	
	
	

	
	
	
	
	
	Year 2013
	Year 2014
	Year 2015
	Year 2016
	Total budget (US$)

	CDH  Output 3:  Three Central hospitals (Mzuzu, KCH and Zomba) establish specialized units for Physiotherapy, Cardiology and Oncology to remedy non-communicable disease conditions by 2016.
Indicator 1: Number of patients accessing Physiotherapy, Cardiology and Oncology specialist units per year. Baseline: Physiotherapy;  Cardiology TBD and Oncology TBD (2012).  Target: Physiotherapy TBD, Cardiology TBD and Oncology TBD (2016).
	3.1
	Undertake annual needs assessment to determine requirements for specialized units at four central hospitals
	MoH
	TBD
	22,180
	0
	18,332
	0
	40,512

	
	3.2
	Procure specialized equipment, resources and supplies for the new units
	UNDP


	TBD
	100,770
	100,000
	90,000
	83,343
	374,113

	Sub – total Output 3
	122,950
	100,000
	108,332
	83,343
	414,625

	
	
	
	
	
	Year 2013
	Year 2014
	Year 2015
	Year 2016
	Total budget (US$)

	CDH Output 4:  Effective and efficient project management
Indicator 1: % of TPR and Project Board decisions and recommendations implemented annually. Baseline: 75% (June 2012).  Target: 80% (2013); 85% (2014), 90% (2015);  95% (2016).

Indicator 2: % of project results achieved as per the AWP. Baseline: 60%. Target: 70% (2013); 80% (2014), 90% (2015);  95% (2016).


	4.1
	Provide logistical support to UNVs (travel, training, communication and office) 
	UNDP
	TBD
	25,100
	2,202
	2,306
	4,412
	34,020

	
	4.2
	Set up and implement an M&E system for the project.
	MoH
	TBD
	10,000
	2,500
	1,500
	1,500
	15,500

	
	4.3
	Conduct  quarterly joint  field monitoring visits (MoH, UNDP, NAC, MCM, UNV Unit) to all hospitals with UNV doctors
	UNDP
	TBD
	20,000
	25,410
	26,450
	20,550
	92,410

	
	4.4
	Conduct biannual and annual  project review meetings with stakeholders
	MoH
	TBD
	20,000
	5,000
	5,000
	5,000
	35,000

	
	4.5
	Organize Project Board meetings (Steering committee) 
	MoH


	TBD
	5,000
	5,500
	5,500
	5,500
	21,500

	
	4.6
	Organize and host Regional UNV doctors fora to share experiences and developments in health in SADC
	UNDP


	TBD
	10,000
	60,000
	0
	75,000
	145,000

	
	4.7
	Office costs: stationery, comm’tion, equipment maintenance costs, staff  salary support
	UNDP


	TBD
	91,200
	5,000
	4,500
	4,000
	104,700

	
	4.8
	Conduct Mid-term/End term evaluation
	UNDP
	TBD
	0
	40,000
	0
	40,000
	80,000

	
	4.9
	Conduct Annual Project audits
	UNDP
	TBD
	7,700
	8,470
	9,417
	10,248
	35,835

	Sub-total Output 4
	181,300
	154,082
	54,673
	166,210
	563,965

	
	Year 2013
	Year 2014
	Year 2015
	Year 2016
	Total budget  (S)

	 ANNUAL  SUB-TOTALS:
	2,810,367
	2,274,498
	2,147,812
	2,256,160
	9,488,837

	General Management Support  (cost sharing GMS 5%)
	140,518
	113,725
	107,391
	112,808
	474,442

	ANNUAL TOTALS 
	2,950,885
	2,388,223
	2,255,203
	2,368,968
	9,963,279

	TOTAL  ESTIMATED BUDGET 2013 - 2016
	9,963,279


Budget Summary per output and per year:
	OUTPUT
	Year 2013
	Year 2014
	Year 2015
	Year 2016
	Total $

	Output 1
	2,450,592
	1,957,789
	1,948,807
	1,981,307
	8,338,495

	Output 2
	55,525
	62,627
	36,000
	25,300
	179,452

	Output 3
	122,950
	100,000
	108,332
	83,343
	414,625

	Output 4
	181,300
	154,082
	54,673
	166,210
	556,265

	ANNUAL TOTALS
	2,810,367
	2,274,498
	2,147,812
	2,256,160
	9,488,837

	GMS 
	140,518
	113,725
	107,391
	112,808
	474,442

	Total budget 2013 -2016
	9,963,279


7 Management and Coordination Arrangements

7.1 The Project Board/Steering Committee
The organisation structure of the programme is shown in Figure 1 below. The Ministry of Health is the Implementing Partner and the Secretary for Health will provide the executive direction to the project. A Project Steering Committee (SC) also called Project Board (PB) shall be appointed and will be chaired by the Secretary for Health or his designate. In line with the Ministry of Health policies and operations, the PB will be a sub-committee of the Human Resource Technical Working Group (HR-TWG) and will be responsible for making management decisions relating to policy direction, review and any other relevant matters including closure of the project. 
   SHAPE  \* MERGEFORMAT 



Figure 1 : Management Structure for the Capacity Development in Health Project
7.2 Role of the Project Management Team 

The Ministry of Health shall be responsible for the overall implementation of the project.
The project shall be located in the Directorate of Clinical Services. A Project Manager will be appointed to manage and coordinate project activities and he/she will be technically responsible for the overall running and direction of the project in the Ministry of Health. The project manager shall maintain good linkages with hospital management teams and ensure that supervision and monitoring of project activities is regularly carried out.  The Project Manager shall ensure that all technical and support departments (such as Finance Department, Physical Asset Management Unit (PAM) and Human Resource  are well updated with project goals and objectives and that their support is timely and effective.  They shall work alongside the Clinical Directorate as part of Government contribution to assist with smooth running of project activities.  Among others, the project manager shall provide the job descriptions and competency lists for all UNV doctors. He shall also decide on numbers and specialties of to be recruited in consultation with the HR department in the MoH and other partners.  In liason with the UNV Unit the PM shall decide on UNV doctors’ deployment, short-listing of candidates with the selection committee, conduct interviews and support the UNV unit at UNDP in preparing for pre-visits to designated duty stations.  The PM shall inform the duty stations about the placement of UNV doctors and monitor any preparations for their arrival. He shall also arrange with the UNV unit for the induction, pre-registration and registration of UNV doctors with the Medical Council of Malawi (MCM). In liaison with the respective hospitals the Project Manager shall also provide an introductory letter to the UNV doctors, arrange for their transport, provide performance management including indicators of what the doctor is supposed to achieve at the duty station and follow up on reporting from the hospitals. The project manager shall undertake a gender mainstreaming training to build the Ministry’s capacity in taking gender into consideration throughout the management process.
7.3 Project Quality Assurance Team
Quality assurance will be provided through continuous monitoring and supervision of project activities at host institutions. Specifically the following partners will play responsible for the following:  
· The UNDP:   Is the responsible partner to the Ministry of Health. The UNDP shall manage the funds of the project as provided for by the Government through the Ministry of Health in a cost sharing modality. On behalf of the Ministry, UNDP is responsible for the orientation of UNV Doctors on the Capacity Development issues and introducing them to the MoH, the Medical Council of Malawi and other host institutions.  UNDP is responsible for mobilizing and managing project resources, preparing annual work plans and budgets, disbursement of some funds, monitoring, reporting and making follow ups. In consultation with the Project Manager in the MoH, UNDP shall organize progress reviews, steering committee and other stakeholder meetings. Overall, the UNDP will work closely with the Ministry of Health to assure quality in the achievement of project objectives, goals and the whole implementation process.
· The UNV-unit:  As part of the UNDP and the supplier of the UNV doctors, the UNV Unit shall be responsible for administrative and operational issues. The Unit shall lead in the recruitment process, including advertising and identification of candidates, arrangement for interviews and arrange for medical examination and travel to and from countries of origin. Once the doctors arrive in Lilongwe the unit is responsible for their induction. The unit administers their entitlements such as allowances and other payments including insurances, leave and processing of contracts record keeping as well as monitoring the performance of the UNVs through reports from the host institutions.
· The Selection Committee: The selection committee will comprise members of the reference group (RG) that have experience in the administration of volunteers.  It shall be chaired by the department of Human Resources in Ministry of Health and shall include a representative from the Department of Clinical Services, the UNDP, UNV Unit and the Medical Council of Malawi.  Its main responsibility will be to ensure that only doctors of the highest calibre are chosen and appointed. The section committee will act in advisory capacity to the SC/PB on matters related to professional qualifications of all potential candidates applying for various positions in the sector.  The selection committee shall provide the necessary quality control, checks and balances on direct implementation issues as might arise from appraisal reports, reviews, and candidate CVs, etc.  It shall also undertake rigorous scrutiny of relevant documents pertaining to applications and qualifications and registration of UNV doctors with Medical Council before appointment. 
· The Medical Council of Malawi: The MCM shall be responsible for the initial screening of all candidates for appointment as UNV doctors.  The MCM in conjunction with the MoH shall and the UNV unit shall carry out induction courses and pre-registration and registration of UNV doctors.  The MCM shall also ensure that all prerequisites including their orientation is done before UNVs deployment.
7.4
Roles of Host Institutions 
The host institutions will be 4 Central and 28 District Hospitals, 5 Health Zone Offices and the College of Medicine and s0ome CHAM hospitals. The host institutions receiving UNV doctors will be responsible for creating the necessary environment for the work of the UNV doctor to be effective in terms of medical service provision and capacity development as applicable. This includes informing and preparing staff for the arrival of the UNV doctors, assigning a supervisor and agreeing on a work plan for annual performance evaluations and performance reporting, clarifying to all staff where and how the UNV doctor fits in the organizational structure of the institution, assigning the UNV doctor to a duty station, cooperate with the UNV unit, project manager and project assurance during preparatory visit and monitoring visit. Facilitate provision of suitable accommodation for UNV doctors and present options during preparatory visits (UNV doctor is responsible for rentals). Central hospitals need to support the UNV doctor’s work at the central hospital while district hospitals provide logistical support for specialists to conduct outreach clinics at the district hospital. The host institution shall ensure performance reporting to the Ministry of Health, UNDP and the UNV unit. Overall, the doctors should be able to work in an environment conducive for effective performance and delivery of services. 
7.4 Role of Support Teams 

Successful implementation of project activities shall depend on institutional capability to provide the necessary support services. The project shall work closely with departments such as Finance, Physical Asset Management, Human resource, and procurements units.
7.5 Finance and Fund Management Arrangements
In the previous phases of the programme, the Ministry of Health funded it through UNDP. The MoH received grants from Global Fund to fight against Tuberculosis HIV/AIDS, and Malaria (GFTAM) through the National AIDS Commission (NAC). In line with current arrangements Ministry of Health and other development partners will contribute funds to the UNDP for the implementation of the Capacity Development in Health project. UNDP will receive, manage and administer the funds for the implementation of the project in accordance with its rules and regulations and those of the funding partner.   The project shall maintain funds for the recruitment of management staff as well as a small capacity development grant for UNV doctors’ initiatives. This will assist to develop the capacity of medical personnel and host institutions to provide medical services and ensure that the project is well managed and supervised. UNDP shall also be proactive in sourcing funding for the provision of basic medical equipment, some drugs, ICT equipment, CPD for doctors, training manuals and other innovative initiatives to be undertaken by UNV doctors.
8 Monitoring, Evaluation and Reporting Framework 
The project will be monitored through the following:

Within the annual cycle 

· Quarterly Joint Monitoring visits; to be conducted every quarter by representatives from MoH UNDP, NAC and MCM. Every host institution with a UNV should be visited at least once per quarter. A standard checklist will be used including monitoring tools to assess gender gaps in service delivery in Malawi and monitor whether the services of UNV doctors benefit both gender groups equally. 

· Issue Log: shall be activated in Atlas and updated by the Project Manager to facilitate tracking and resolution of potential problems or requests for change. 

· Risk Log: based on the initial risk analysis submitted (see annex V), a risk log shall be activated in Atlas and regularly updated by reviewing the external environment that may affect the project implementation.

· Quarterly progress reports: Based on the above information recorded in Atlas, a Project Progress Reports (PPR) shall be submitted by the Project Manager to the Steering Board through Project Assurance, using information from the standard monitoring tool format (see annex VI)
· Lesson-learned log: shall be activated and regularly updated to ensure on-going learning and adaptation within the organization, and to facilitate the preparation of the Lessons-learned Report at the end of the project.
· Monitoring Schedule Plan: shall be activated in Atlas and updated to track key management actions/events.
Annually

· Annual Review Report. An Annual Review Report shall be prepared by the Project Manager and shared with the Project Board. As a minimum requirement, the Annual Review Report shall consist of the Atlas standard format for the QPR covering the whole year with updated information for each above element of the QPR as well as a summary of results achieved against pre-defined annual targets at the output level. 

· Annual Project Review. Based on the above report, an annual project review shall be conducted during the fourth quarter of the year or soon after, to assess the performance of the project and appraise the Annual Work Plan (AWP) for the following year. In the last year, this review will be a final assessment. This review is driven by the Project Board and may involve other stakeholders as required. It shall focus on the extent to which progress is being made towards outputs, and that these remain aligned to appropriate outcomes. 
· Performances Assessment report: is prepared for each UNV by their supervisor and submitted to the UNV unit annually before a decision is made on the extension of contract. The report is commented on by UNDP and UNV-unit. The UNV-unit will submit copy of the Performance Assessment reports to the Ministry of Health. 

· Volunteer Service Report: is submitted online by each UNV, first three months after arrival to duty station and then annually until they submit the final report upon leaving duty station.
	Table 5:  Project M&E framework


	Program Result
	Measurable indicator
	Baseline
	Target (2016)
	Means of verification

	UNDAF/AP Outcome 4.2:  Public institutions are better able to manage, allocate and utilize resources for effective development and service delivery by 2016
	% of citizens satisfied with public service delivery
	40% (2011)
	60%
	Periodic public service delivery perception surveys

	 UNDAF OUTPUT - Capacity for public sector management strengthened for effective service delivery


	# of specialist medical doctors and General Practitioners (GPs) in each central and district hospital, respectively. Baseline - 2011:  15 specialists; 1 GP. Target - 2016: 35 specialists, 6 GPs.


	Baseline - 2011:  15 specialists 1 GP
	Target - 2016: 35 specialists, 6 GPs.
	UNDAF Review reports

	CDH  Output 1:  Central, district and CHAM hospitals, have increased coverage of expanded Essential Health Package interventions by 2016.


	Indicator 1: % patients accessing essential Health care package services provided by UNV Specialists doctors. Baseline: TBD, Target:  30% increase from baseline by 2016


	Baseline: TBD
	30% increase from baseline by 2016
	Baseline assessment report
Project reports



	
	Indicator 2: # of Malawi College of Medicine graduates interning as Junior Resident Medical Officers (JRMO) with support of UNV specialists per annum. 
	Baseline: 
30 (2012); 
	Target:      45 (2013);  50 (2014);  55 (2015);  60 (2016)
	Baseline  assessment reports
Project  reports

	PSD Output 2: The College of Medicine, Kamuzu Central and Queen Elizabeth Central Hospitals are able to deliver specialist training to strengthen the performance of the Health System in anesthesia, physiotherapy and surgery by 2016. 
	Indicator 1: # of students graduating from the College of Medicine as anaesthesiologists and physiotherapists.          
	Anaesthesiologist 0 (2012)

Physiotherapists  0 (2012) 


	Target Anaesthesiologist -:           2 (2013;       3 (2014);      4 (2015);      6 (2016),
Target:        Physiotherapists                 6 (2013);     11 (2014);   16 (2015;   26 (2016)

	COM reports
Ministry of Health reports

	
	Indicator 2:  # of doctors enrolling and graduating from KCH post graduate surgery school per year respectively. Baseline: 4 enrolling and 2 graduating 2012. 


	Baseline: 4 enrolling (2012)

Baseline: 2 graduating (2012)
	Target: Enrolling:    2 (2013);      4 (2014);     12 (2015);  16 (2016); 

Graduating: 2 (2013);      4 (2014);      6 (2015);      8 (2016).
	

	PSD Output 3:  Three Central hospitals (Mzuzu, KCH and Zomba) establish specialized units for Physiotherapy, Cardiology and Oncology to remedy non-communicable disease conditions by 2016
	Indicator 1: Number of patients accessing Physiotherapy, Cardiology and Oncology specialist units per year. 
	Baseline: Physiotherapy TBD Cardiology TBD and Oncology TBD (2012).  
	Target: Physiotherapy TBD , Cardiology TBD and Oncology TBD (2016)


	Hospital reports
College of Medicine reports

	PSD Output 4:  Effective and efficient project management


	Indicator 1: % of TPR and Project Board decisions and recommendations implemented annually.
	Baseline: 75% (June 2012).  
	Target:   80% (2013); 85% (2014), 90% (2015);  95% (2016).


	PB Minutes

HR-TWG reports

Project progress and annual reports

	
	Indicator 2: % of project results achieved as per the AWP.
	Baseline: 60%
	Target:   70% (2013); 80% (2014), 90% (2015);  95% (2016).


	


9  The legal framework

This PSD is the instrument referred to in Article 1 of the Standard Basic Agreement between the Government of the Republic of Malawi (herein called the Government) and the United Nations Development Program (herein called UNDP) signed on 15th July 1977.

This document together with the 2012 – 2016 UNDAF AP signed by the GoM and UNDP which is incorporated by reference constitute together with a Project Document as referred to in the SBAA and all UNDAF AP provisions apply to this document.

Consistent with Article III of the SBAA, the responsibility for the safety and security of the implementing partner and its personnel and property, and of UNDP’s property in the implementing partner’s custody, rests with the implementing partner.

The implementing partner shall: (i) put in place an appropriate security plan and maintain the security plan, taking into account the security situation in the country where the project is being carried out; and (ii) assume all risks and liabilities related to the implementing partner’s security, and the full implementation of the security plan.

UNDP reserves the right to verify whether such a plan is in place, and to suggest modifications to the plan where necessary. Failure to maintain and implement an appropriate security plan required hereunder shall be deemed a breach of this agreement.

The implementing partner agrees to undertake all reasonable efforts to ensure that none of the UNDP funds received pursuant to the Project Document are used to provide support to individuals or entities associated with terrorism and that the recipients of any amounts provided by UNDP hereunder do not appear on the list maintained by the Security Council Committee established pursuant to resolution 1267 (1999). 

Based on agreement between the signatories, revisions may be made to the Project Document to cater for increases in costs due to inflation or as a result of the need for expenditure flexibility.

UNDP Support Services: 
Upon request by Government, UNDP may provide services in the following areas: 

· Identification, assistance with and/or recruitment of long-term or short-term technical personnel in accordance with UNDP rules and regulations;

· Procurement of specific goods and services for the programme in cases where UNDP has a competitive advantage, e.g. import of specific goods or services from abroad. Procurement will be done using UNDP standard operating procedures and  systems as much as possible unless otherwise advised by the donor (GoM) so  long as key principles of competitiveness, accountability and transparency are followed;

· Identification and facilitation of training activities; and

· Providing relevant information and technical advice obtained through UN global information systems, UN Knowledge Networks, Regional Centres and other UNDP Country Offices, e.g. rosters of consultants and providers of development services. 

In case of specific implementation support services (ISS), including recruitment, procurement and other administrative matters provided upon request, the costs of UNDP’s support will be charged according to the UNDP corporate Universal Price List and general management support regulations applicable at any particular time. 
Project Audit:  As  a general rule,  wherever the annual expenditures of the project exceed US$ 100,000 then the program will be subject to an annual audit exercise. The audit findings will be shared with the Government of Malawi, members of the project steering committee, project donors and  other stakeholders. Management of audit recommendations is needed for proper follow up of actions.

Annexes 

Annex I:​   ANNUAL PROFORMA COST FOR A UNV DOCTOR
	Item
	Percentage
	USD

	Settling in grant*
	16%
	10,427.84

	Volunteer Living Allowance:
	
	

	     Living Allowance
	30%
	19,552.20

	     Accommodation (Housing & Utilities)**
	8%
	5,213.92

	Insurance
	3%
	1,955.22

	Language training and orientation
	1%
	651.74

	Sundry***
	1%
	651.74

	External Cost (travel and resettlement)
	7%
	4,562.18

	Residential security
	15%
	9,776.10

	Transport 
	19%
	12,383.06

	TOTAL
	
	54,746.16


*Includes allowance for household items, furniture, transportation and temporary accommodation

**This component will be adjusted in cases where accommodation is provided free of charge by the project, Government etc.

***Covers contribution to a central fund for medical and security evacuations and other miscellaneous in-country costs

***Covers contribution to a central fund for medical and security evacuations and other miscellaneous in-country costs
Annex II:​   THE PSD DEVELOPMENT PROCESS 

The development of the CD Health PSD has gone through a consultative process whereby all key partners and stakeholders were involved in the initial and final reviews. A brief description of the stages followed is as shown below:

Stage 1:  Identification of  Program challenges through reports,  and policy review meetings:
· Joint field monitoring visits that were carried out to hospitals by UNDP and MoH teams noted some challenges facing the UNV doctors. These included high work load, ward congestion, shortage of doctors, shortage of drugs, and shortage of basic medical equipment, lack of local junior medical doctors to understudy the UNV doctors and lack of training opportunities, among others. The UNV doctors are making good contribution and impact towards achieving the MGDs in this country. 

· The Project Board and the Technical Working Group (MoH) at their regular meetings also discussed the issue of developing the PSD in line with current program policy review processes.

Stage 2: End of project Evaluation:
· The end of project evaluation made several recommendations aimed at shifting the program approach from gap filling to clear resource mobilization strategies that would ensure program sustainability.   
Stage 3:  Tripartite Review (TPR) meeting decisions and actions 

· During the TPR meeting of December 2011 one of the action points and decisions made was to re-formulate the CD Health Project for a 5 year period in line with the UNDAF-AP 2012-2016 but with clear outputs and measurable indicators to show program achievements and its impact.  

Stage 4: Preparatory work to formulate CD Health Project Support Document (PSD)

· A Reference Group (RG) comprising key stakeholders and relevant UN members was formed. This comprised: Ministry of Health, National Aids Commission (NAC), Medical Council of Malawi (MCM), I-TECH, UNAIDS, UNICEF, WHO and UNDP. A team of consultants was hired to carry out the consultative process with the RG members and other key stakeholders to gather views, inputs and other recommendations into a draft PSD.  This was done through a series of direct consultations, meetings and workshops with the RG and other partners.

Stage 5: Development of the PSD by Consultants and UNDP staff 

· The consultants undertook extensive consultation with development partners, Ministry of Health, hospitals directors, DHOs and UNV doctors among others.

· UNDP and consultants finalised the preparation of the PSD document. The PSD was validated by the RG group who made recommendations to a Local Project Appraisal Committee (LPAC) for its approval. 
Stage 6:  Local Project Appraisal Committee (LPAC), approval and signing
· The PSD was reviewed by the Local Project Appraisal Committee comprising, Ministry of Health, National Aids Commission, I-TECH, WHO, UNAIDS, UNICEF, Medical Council of Malawi and UNDP. The PSD was later approved and signed between the Government of Malawi through the Ministry of Health and UNDP.
Annex III: Terms of Reference for Project Board

BACKGROUND
The Capacity Development in Health program is a continuation of the Capacity Development in Health program that was originally called Capacity Replenishment in the Ministry of Health and Population in Malawi at its initial stage in 2004. The objective of the program is to improve the Capacity of the Ministry of Health to deliver health services in Malawi. This entails increasing the number of UNV doctors working in both Central and District hospitals in Malawi. The recruitment and support of these UNVs was an integral part of the national 6 years Emergency Human Resources Programme in the Health Sector (This came to an end in 2010). The doctors are filling critical gaps and providing essential medical services to the population. The program also aims at strengthening the long term capacity by actively transferring knowledge to medical staff at the respective institutions. 

The project document for the Capacity development calls for a Steering Board to provide overall guidance and supervision of the program and will be responsible for making management decisions relating to the direction, review and closure of this programme. The Steering board will meet quarterly or as necessary when critical issues are raised by the project manager. The steering board should as much as possible have a gender balance.
Roles and responsibilities of the project board 
In order to ensure ownership and participation of the project by all participating agencies, the Project Board (or Steering Committee)is established with the participation of the Ministry of Health as the lead agent in Government and chair of the Board. However, since the Capacity Development in Health is mostly implemented through UNDP, the Board will also be co-chaired by UNDP.

The Project Board shall be responsible for making executive management decisions for the project, including revisions. In addition, the roles of the Project Board shall be to provide overall guidance and approval of project activities, corresponding budget and overall technical feasibility of the activities under the project, as well as to ensure the realization of the project benefits to the project beneficiaries.  The project Board shall oversee progress and make recommendations on the required direction of efforts. The project Board shall also be responsible for Policy Recommendations to the Government.   

duties of the project board
· Provide overall guidance and direction to the project, ensuring it remains within specified programme targets,

· Conduct regular meetings to review Annual Work plans (AWP) and Quarterly Progress Report (QPR) and provide direction and recommendations to ensure that the agreed deliverables are produced according to plans,  

· Appraise the Project Annual Review Report, make recommendations for the next AWP, and inform UNDP and the Government the results of the review,

· Review and approve end project report and make recommendations for follow-on actions including lessons learned. 

· Approve Annual Work Plans and the budget for the Programme;

· Examine impact of the program in Malawi

· Commission project evaluation 

Membership

The Project Board membership will comprise decision-makers from Government, key stakeholders and representatives of cooperating partners. Being a policy and decision making body, attendance of meetings will preferably be in person rather than by delegation in order to ensure decisions being made during meetings without further consultations.

The membership of the Project Board will be as follows:

· Secretary for health, (Chair)

· Ministry of Health officials – Clinical, Planning, HIV&AIDS and HR unit

· UNDP Resident Rep, (Co-Chair)

· UNV unit – Programme Officer

· National Aids Commission

· Queen Elizabeth Central Hospital

· Kamuzu Central Hospital

· Zomba Central Hospital

· Mzuzu Central Hospital

· Medical Council of Malawi
· I-TECH

· WHO
· UNICEF

· UNAIDS

· MCM
ANNEX IV: IP CAPACITY ASSESSMENT

Implementing Partner Capacity Assessment Report - MoH
	AREAS FOR ASSESSMENT
	ASSESSMENT QUESTIONS
	REFERENCE DOCUMENTS AND INFORMATION SOURCES

	PART I.  BACKGROUND INFORMATION

	1. History
	Date of establishment of the organization: 

1964 upon attainment of independence.
	Annual Reports, Website

	2.  Mandate and constituency
	What is the current mandate or purpose of the organization?  

Who is the organization’s primary constituency?

The primary mandate of the MoH is the provision of health services to citizenry of Malawi. The MoH is   responsible for the development, review and enforcement of health and related policies for the health sector; spearheading sector reforms; regulating the health sector including the private sector; developing and reviewing standards, norms and management protocols for service delivery. The MoH also acts in advisory capacity to other ministries, departments, agencies and organizations on health related issues; providing technical support supervision; coordinating research; and monitoring and evaluation.
	Annual Reports, Media Kit, Website

	3. Legal status
	What is the organization’s legal status? Has it met the legal requirements for operation in the programme country?

The MoH enjoys full legal status and privileges within the Government system. All legal issues are managed by Ministry of Justice
	Charter, legal registration 

	4.  Funding
	What is the organization’s main source (s) of funds?

The government financial year runs from 1st July to 30th June. The main funding source for MoH is Government’s allocation through the Other Recurrent Transactions (ORT) done through Parliament. Several donors complement the Ministry’s budget mainly the development component. The current donors are Global Funds, CDC, ADP, UNICEF, UNHCR, UNFPA and the SWAP pool donors (UNICEF, Norway and DFID).
	Annual Reports

	5. Certification
	Is the organization certified in accordance with any international standards or certification procedure?

MoH is government is a Ministry that falls under the Government of Malawi. The government is certified in accordance with international standards and certification procedures.
	ISO, Project Management standard, other standards

	6. Proscribed organizations
	Is the organization listed in any UN reference list of proscribed organizations?

The Government of Malawi/MoH is not listed in any UN reference list of proscribed organizations.


	http://www.un.org/sc/committees/1267/consolist.shtml

	PART II. PROJECT MANAGEMENT CAPACITY

	2.1 Managerial Capacity

	1.  Leadership Commitment
	Are leaders of the organization ready and willing to implement the proposed project?

In 2004, Ministry of Health started implementing the Emergency Human Resource Plan and one of the strategies among others was to bring UN Volunteer doctors in the country to support Ministry of Health meet the critical gaps in human resource in delivery basic health services in the central and districts hospitals. In that regard the Malawi government secured funding from Global Fund to fight against AIDS, Tuberculosis and Malaria (GFTAM) provided some funding to UNDP under the project Capacity Development in Health (CD Health). The objective of the project was to strengthen the capacity of Ministry of Health to deliver medical services in the district and central hospitals through placement of UNV doctors. The project period was 2007 – June 2012. A new Projects Support Document (PSD) is being developed for the period 2012 – 2016 by MoH with support of UNDP through a consultant. The management of MoH is not only willing to implement the funding only but also looking for alternative source for funding the project.
	Interviews

	2.  Management experience and qualifications
	Which managers in the organization would be concerned with the proposed project?  What are their credentials and experience that relate to the proposed project? Do these managers have experience implementing UNDP or other donor-funded projects? 

The managers of the project at MoH will be the Permanent Secretary, Director of Clinical Services, Deputy Director Clinical Services and the Assistant Deputy Director. All the mentioned managers were already involved and experienced in management of the first phase of the project for the past 10 years since 2004 – 2012, so the second phase 2012 – 2016 will be the continuation. The managers are all qualified with a minimum of a first degree and above. They all have a lot of experience in implementing UNDP projects including other donor projects under SWAP, DFID etc.
	CVs of managers

Interviews with managers

Reports of past projects

	3.  Planning and budgeting
	Does the organization apply a results-based management methodology?  Are there measurable outputs or deliverables in the strategies, programmes and work plans?  Are budgets commensurate with intended results?

How do planners identify and accommodate risks?

Planning and budget is done at clinical departmental level and all plans are integrated at Ministerial level while each manager is responsible for specific project plans. The plans and budget in place focusing majorly on service delivery with defined outputs and activities but not linked to result based management. It was agreed the capacity of the managers need to be enhanced in the areas of result based management such that budgets can be commensurate with intended results.
	Strategy documents

Project and programme documents

Sample proposals, work plans and budgets

	4. Supervision, review, and reporting 
	How do managers supervise the implementation of work plans?  How do they measure progress against targets?  

How does the organization document its performance, e.g., in annual or periodic reports?  How are the organization’s plans and achievements presented to stakeholders? 

Does the organization hold regular programme or project review meetings? Are such meetings open to all stakeholders? 

Are the organization’s activities subject to external evaluation? How does the organization learn and adapt from its experience?

MoH managers supervise the implementation of the work plan against work plans through field monitoring visits, bi annual reviews of the project and Tripartite meetings. More so the government has an appraisal systems for the civil servants through which there is performance agreement against the project targets that are annually reviewed with the staff managing the projects. This is done with the supervisors and managers of the project. There are also quarterly internal reviews that are held mainly for Health SWAp and donor projects to review progress against targets. The MoH also organized reviews of projects with various stakeholders.
	Annual reports, presentation to stakeholders

Internal reports

Evaluation reports 



	5.  Networking
	What other organizations are critical for the successful functioning of this organization?  How does the organization conduct relations with these organizations?  Is the organization a party to knowledge networks, coordinating bodies, and other fora?

The MoH has a good networking strategy mainly through the Health SWAp, Safe motherhood and UN such as WHO, UNDP, UNICEF, UNFPA etc.
	Descriptions of network and stakeholder fora

	2.2 Technical Capacity

	1. Technical knowledge and skills
	Do the skills and experience of the organization’s technical professionals match those required for the project?  Would these professionals be available to the project?

Does the organization have the necessary technical infrastructure (e.g, laboratories, equipment, software, technical data bases, etc.) to support the implementation of the project?

How do staff members of the organization keep informed about the latest techniques and trends in their areas of expertise?

What external technical contacts and networks does the organization utilize?

What professional associations does the organization and/or its professional staff belong to?

The primary mandate of the MoH is the provision of health services to citizenry of Malawi. It is   responsible for the development, review and enforcement of health and related policies for the health sector in the country and therefore has a wide range of technical expertise and infrastructure both at the headquarters level, the central hospitals and district hospital to implement the project. The project is also designed within the mandate and laid strategy of the organizations and already have committed staff to the project.

MoH have some of the necessary and basic technical infrastructure to provide the minimum basic services however the infrastructures are inadequate at all levels of the health facility central hospital, district and community health centers. There is also a challenge of inadequate technical human resource that’s exists that’s why this project has been designed to support the MoH/Government of Malawi to meet the critical gaps in human resource and equipments in delivery basic health services in the central and districts hospitals.

The staff members of the MoH are kept informed about the latest techniques and trends in their areas of experience through the Continuous Professional Development (CPD) undertake through workshops/trainings, scholarships for further education, while at the hospitals through morning hand over meetings and of late through internets.

All the technical staff members of the MoH belong to association such as Malawi Medical Council and the Malawi Nurses/Midwives Council.
	Knowledge network membership

Technical library facilities

Reports from participation in international, regional, national or local meetings and conferences

Facilities description

	PART III. ADMINISTRATIVE AND FINANCIAL MANAGEMENT CAPACITIES

	3.1 Administrative capacity.  Note:  Answer only questions that are relevant to the proposed project.

	1. Facilities, infrastructure and equipment
	Does the organization possess sufficient administrative facilities, infrastructure, equipment and budget to carry out its activities, particularly in relation to the requirements of the project?

Can the organization manage and maintain the administrative and technical equipment and infrastructure?

The MoH has well structured administrative system with sufficient administrative facilities, infrastructure and equipments. However there is some how budget constrains to carry out its activities as required as such during the project phase that has ended there were some hiccups in meeting all the requirements of the projects like equipments, communications, human resources and drugs etc.

Yes, the organizations has a whole Directorate of Technical Services that takes care of management and maintenance of organizations equipments and assets with a fully fledge structure of technical staff though the targeted staff requirement is not yet met, but the available staff are adequate enough to keep the organization provide the services required. The MoH also has in place a system and procedures for asset management and inventory control.


	Facilities and equipment available for project requirements

Maintenance personnel and budget

	2. Procurement and contracting
	Does the organization have the legal authority to enter into contracts and agreements with other organizations?  Does the organization have access to legal counsel to ensure that contracts are enforceable, meet performance standards, and protect the interests of the organization and UNDP?

Does the organization have dedicated procurement capacity?  Do procurement personnel have skills and experience that are appropriate to the requirements of the project? Does the organization have written procurement procedures? 

Is there evidence that the organization conducts procurement on the basis of best value for money, transparency, and effective international competition?  

Does the organization have a system and procedures for asset management and inventory control?

MoH has legal authority to enter into contracts and agreements with other organizations. The MoH gets its legal counsel from Ministry of Justice to ensure that contracts are enforceable, meet performances standards and protect the interested of the organizations and donors inclusive UNDP.

The MoH has a fully fledged procurement department headed by Chief Procurement Officer supported by 1 Senior Procurement Officer, 1 Procurement Officer and 2 Assistant Procurement Officers. All the procurement staffs are skilled and trained to handle procurement. The MoH has written procurement procedures and guidelines that guide the staff in their day to day operations in executing procurement requirements. The overall check and balances (segregation of duties) for procurement done by MoH is provided by the following:

· The Internal Procurement Committee (IPC) who makes procurement recommendations

· Where the items being procurement is under the donor project/funds – once the IPC have made recommendations, the documents are taken to the donor oversight agent for review and recommendations or agreements for the procurement to proceed

· The treasury - Ministry of Finance – provides go ahead for confirmation of funds

· Ministry of Justice – looks at the legality of the contracts

· OPC – negotiations of contracts to ensure value for money

· ODPP – Final approval for the procurement

The above process and procedure provides the basis for value for money, transparency and effective competition. The MoH under goes procurement audits annually by external and internal auditors which is inclusive financial. Where donors deem necessary, there are audits commissioned by donors/partners like the forensic audit which the MoH also accepts at the donor requests.

Database of suppliers are developed and managed by ODPP. Procurement of items such as drugs are done by Central Medical Stores as mandated and MoH sits on the committee as a regulatory body.


	Procurement manual

Standard contracts

Documentation on procurement processes, sample contracts 

Supplier data base

Audit reports

Interview with legal counsel

CVs of procurement personnel

	3. Recruitment and personnel management 
	Does the organization have the legal authority to enter into employment contracts with individuals?

Does the organization have dedicated personnel capacity?  Do recruitment personnel have skills and experience that are appropriate to the requirements of the project?  Does the organization have written recruitment procedures?  

Is there evidence that the organization conducts recruitment objectively on the basis of competition, fairness, and transparency? 

Does the organization have a salary scale that would apply to project personnel?  Would that scale inhibit the hiring of the best candidates?

The MoH has legal authority to enter into employment contracts with individuals. The MoH has dedicated personnel capacity who are trained, skilled and experience to the requirement of the project. The department is composed of Chief HR Officer, Principal HR Officer, HR Officer and Assistants HR Officers. MoH has written recruitment procedures that are being used in the recruitment and management of the staff.

To objectively conduct recruitment, the MoH runs adverts to invite applications from qualified candidates then do shortlist, interviews and successful candidates are called to sign contracts. By the time of assessment the Health Service Commission was non existent so the MoH was depending on the Civil Service Commission to undertake recruitments.

MoH has in existent the government salary scale for the employees. However it becomes challenging when the employee is looking for greener pasture which means the salary scale may not be competent especially for the technical skills positions as compared to other skills. However the ministry has rooms for negotiations with the best candidates/staff who are to manage projects.
	Personnel manual

Standard contracts and agreements

Job descriptions or terms of reference

Documentation of recruitment processes

Roster files of potential job candidates

CVs of recruitment personnel

	3.2 Financial Management Capacity 

	1. Financial management organization and personnel
	Does the organization have written rules and regulations for financial management that are consistent with international standards?  Does the organization have a dedicated finance unit?    

Do finance managers and personnel have skills and experience that are appropriate to the requirements of the project? Is the existing financial management capacity adequate to meets the additional requirements of the project?

Do finance personnel have experience managing donor resources? 

 MoH has written rules and regulations for financial management that are consistent with international standards. The MoH has a dedicated Finance department with Chief Accountant, Principal Accountant and Assistant Accounts. However, the department is still building up its staffing level and there is still need for more number of staff. The available staffs are trained, skilled and experienced to manage the department and project. The staffs have managed this project before and are also managing other donor funds CDC, Global Fund, ADB, UNHCR, UNFPA, Health-SWAp donors, Norway, DFID, KFW, and UNICEF.
	CVs of financial personnel

A bank account or bank statements

Interviews with financial management staff

Finance manual

Financial sector review report

	2.  Financial position
	Does the organization have a sustainable financial position?

What is the maximum amount of money the organization has ever managed? If the proposed project is implemented by this organization, what percentage of the organization’s total funding would the project comprise?

The MoH is regularly funded by Government through Ministry of Finance based on the annual budgetary allocation and cash flows approved by Parliament. In FY 2011/2012 the MoH budget was about 36 billion Kwacha and this FY 2012/2013 the budget is about 43 billion Kwacha. The Ministry follows Treasury rules in managing its finances which are in line with the Public Finance Management Standards.


	Financial statements

	3.  Internal control
	Does the organization maintain a bank account? Does the organization have written rules and procedures on segregation of duties for receipt, handling and custody of funds?   How does the organization ensure physical security of advances, cash and records?  

Does the organization have clear written procedures and internal controls governing payments?  How does the organization ensure that expenditures conform to their intended uses?  Does the organization have a policy requiring two signatures for payments over a defined limit?

Is there any evidence of non-compliance with financial rules and procedures?  

The funding for the MoH comes through Treasury instruction and MoH has a bank account. The MoH has written rules and procedures on segregation of duties for receipt, handling and custody of fund. The ministry ensures physical security of advances, cash and documents through the use of mounted money safes. The MoH has policy requirements for signatories as follows, for any checks below MK 100,000 there must be 2 signatories for the funds to be accessed and anything above MK 100,000 there must be 3 signatories.


	Finance manual 

Financial rules and regulations 



	4.  Accounting and financial reporting
	Are accounts established and maintained in accordance with national standards or requirements?  

When and to whom does the organization provide its financial statements?  

Can the organization track and report separately on the receipt and use of funds from individual donor organizations?

Is there any evidence of deficiencies in accounting or financial reporting?

MoH maintains accounts in accordance with government standards or requirements. The institution does provide financial statements and reports to its donors and partners based on the requirements of each donor. The reports and statement are majorly provided to donors on quarterly basis. Where donors like Global Fund requires detailed financial reporting the MoH provides as per the requirement.
	Description of accounting system and reporting arrangements

Financial reports

	5.  Audit
	Is the organization subject regularly to external audit? Is audit conducted in accordance with international audit standards? Are audit findings public?  If so, have the organization’s financial audits produced any significant recommendations for strengthening of financial systems and procedures?  Have audits identified instances non-compliance with rules and procedures or misuse of financial resources?  What has been done to carry out audit recommendations?

The MoH conducts external audit every year in accordance with international audit standards. The audit reports can be accessed by the donors and public. After the audit and the recommendations management do come up with improvement plan to ensure that the recommendations implementation are monitored and addressed.
	Audit reports

Audit follow up reports


Conclusion:

The MoH meet the requirement for the implementation of the CD Health project and also did successfully implement the first phase of the project which has come to end in June 2012.
Recommendations:

· The assessment team further recommends MoH for further consideration to the Local Project Appraisal committee to be IP for the project because of its mandate to provide health service and its technical expertise. 

· If UNDP continues to be the fund manager as agreed during the first phase of the project then the fund management will continue to be as per the financial procedures of UNDP.

	Report prepared by:

	Mercy Alidri - UNV Program Officer:

	Phillimon Tambala - CD Health Program Analyst:


List of person met:

1. Mr Medson Kasambara – Chief Procurement Officer

2. Mr Johnson M. Kachule – Principal Human Resource Officer

3. Mr Chimkole -  Human Resource Officer

4. Mr Abel Mwambinga – Principal Finance Officer

5. Mrs Dominica Chidyaonga – Chief Accountant

6. Mr Enock Phale – Assistant Director of Clinical Services
Annex V:​   Risk Management Log
	Project Title: Capacity Development in Health 
	Project ID #: 
	Date: 


	#
	Description
	Type
	Impact & Probability

(scale from 1-low to 5-high)
	Countermeasures/ Management response
	Owner
	Last Update
	Status of risk

	1
	Levels of funding declining, UNDP has only received funding for up to June 30, 2012. MoH has indicated that GFTAM and SWAP funds may or may not be available. This proposal seeks to request other development partners and other UN agencies, to support this important intervention to improving the health status of Malawians.

Risk occurring would have a serious negative impact making it difficult to achieve the programme outcome
	Financial


	.  

Probability: 3   Impact: 5
	Global fund does guarantee continued funding for projects that are achieving results. 

The Ministry has also agreed to engage up to 35 specialist doctors and 6 GPs per central hospital, and will therefore, support any joint contributions that will help it achieve these targets.
	Project Steering Board
	
	

	2
	Insufficient funds mobilized from development partners largely due to fatigue in supporting public sector capacity development-related activities.
	Strategic/

Financial
	Probability: 4

Impact: 4
	Insufficient funding would suggest low donor confidence in the Program. This would have a serious negative impact on the pace and scope of Program implementation.
	GOM


	
	

	3
	Unfavorable economic and political instability affecting the country.
	Political 
	Risk occurring would have a serious negative impact making it difficult to achieve the programme outcome

Probability:2     Impact 5
	UNDP will continue engagement with Government 
	UNDP
	
	

	4
	
	Organizational
	Probability: 2

Impact:4


	Government officials 

working on this Project are also involved in other duties and responsibilities. TRAC resource allocations to health within the Abuja targets
	MoH
	
	


Annex VI:​   Monitoring Tool

Implementing Partner: MOH

	EXPECTED  OUTPUTS AND INDICATORS INCLUDING ANNUAL TARGETS


	PLANNED ACTIVITIES

List all the activities including monitoring and evaluation activities to be undertaken during the year towards stated CP outputs
	EXPENDITURES

List actual expenditures against activities completed
	RESULTS OF ACTIVITIES

For each activity, state the results of the activity
	PROGRESS TOWARDS ACHIEVING CP OUTPUTS

Using data on annual indicator targets, state progress towards achieving the CP outputs. Where relevant, comment on factors that facilitated and/or constrained achievement of results including:

Whether risks and assumptions as identified in the CP M&E Framework materialized or whether new risks emerge

Internal factors such as timing of inputs and activities, quality of products and services, coordination and/or other management issues

	CDH  Output 1:  Central, district and CHAM hospitals, have increased coverage of expanded Essential Health Package interventions by 2016.

Indicator 1: % patients accessing essential Health care package services provided by UNV Specialists doctors. Baseline: TBD, Target:  30% increase from baseline by 2016

Indicator 2: # of Malawi College of Medicine graduates interning as Junior Resident Medical Officers (JRMO) with support of UNV specialists per annum. Baseline: 30 (2012); Target:
 45 (2013);                      50 (2014);                       55 (2015);                     and  60 by 2016.


	
	
	
	

	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	CDH  Output 2: The College of Medicine, Kamuzu Central and Queen Elizabeth Central Hospitals are able to deliver specialist training to strengthen the performance of the Health System in anesthesia, physiotherapy and surgery by 2016. 

Indicator 1: # of students graduating from the College of Medicine as anaesthesiologists and physiotherapists.     Anaesthesiologist - Baseline: 0 (2012), Target: 2 (2013; 3 (2014); 4 (2015); 6 (2016), Physiotherapists - Baseline: 0 (2012), Target: 6 (2013); 11 (2014); 16 (2015; and 26 (2016)
Indicator 2:  # of doctors enrolling and graduating from KCH post graduate surgery school per year respectively. Baseline: 4 enrolling and 2 graduating 2012. Target: Enrolling 2 (2013); 4 (2014); 12 (2015);  and 16 (2016); Graduating: 2 (2013); 4 (2014); 6 (2015); and 8 in 2016.
2012. Target: 16 enrolling and 8 Graduating in 2016.


	
	
	
	

	CDH Output 3:  Three Central hospitals (Mzuzu, KCH and Zomba) establish specialized units for Physiotherapy, Cardiology and Oncology to remedy non-communicable disease conditions by 2016.
Indicator 1: Number of patients accessing Physiotherapy, Cardiology and Oncology specialist units per year. Baseline: Physiotherapy;  Cardiology TBD and Oncology TBD (2012).  Target: Physiotherapy TBD, Cardiology TBD and Oncology TBD (2016).

	
	
	
	

	CDH Output 4:  Effective and efficient project management
Indicator 1: % of TPR and Project Board decisions and recommendations implemented annually. Baseline: 75% (June 2012).  Target: 80% (2013); 85% (2014), 90% (2015);  95% (2016).

Indicator 2: % of project results achieved as per the AWP. Baseline: 60%. Target: 70% (2013); 80% (2014), 90% (2015);  95% (2016).


	
	
	
	


Programme Period:	           	2012-2016


Atlas Award ID:			00071951


Start date: 			01/07/2012


End Date:			31/12/2016


Implementation modality:		NIM





Brief Description 


This project builds on the Capacity Development in Health Project that was originally called Capacity Replenishment in the Ministry of Health in Malawi at its initial stage in 2004. The goal of the project is to improve the Capacity of the Ministry of Health to deliver quality health services to Malawians. This entails recruiting specialist UNV doctors and general practioners to be deployed in central and district hospitals whilst addressing the  following outputs by 2016:  1) Central, District and CHAM hospitals have increased coverage of the expanded Essential Health Package interventions 2) The College of Medicine, Kamuzu and Queen Elizabeth Central Hospitals are able to deliver specialist training in anesthesia, physiotherapy and surgery; 3) Three Central hospitals establish specialized units for Physiotherapy, Cardiology and Oncology disease conditions; and 4)  There is effective and efficient project management.





Total PSD resources required:    US$ 9,963,279


Allocated GFTAM  resources:    US$ 1,200,000


Available resources (2013):        US$ 1,805,343


Funding gap:		           US$ 6,927,936
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1Human Resources for Health Strategic Plan, 2012-2016; Figure 3
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� Results from the baseline assessment in output 1 will be used to determine baselines and targets for patients accessing physiotherapy, cardiology and oncology specialist services at the three central hospitals.
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