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ACRONYMS
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Accelerated Child Survival and Development
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Anti-retroviral Therapy
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B-EmO(N)C
Basic Emergency Obstetric (and Neonatal) Care

BF

Breastfeeding

BFHI
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BLM

Banja la Mtsogolo
BP

Blood pressure

CBCC

Community-based Childcare Centre
CBDA

Community Drug Distribution Agent
CBO

Community-based Organisation
C-EmO(N)C
Comprehensive Emergency Obstetric (and Neonatal) Care
CHAM
Christian Health Association of Malawi 

C-IMCI
Community - Integrated Management of Childhood Illness 
CPR 
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CRC

Convention on the Rights of the Child
CSD
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CSDC

Child Survival and Development Committee
CSO

Civil Society Organisation 

CTC

Community-based Therapeutic Care (for malnutrition)
DEC

District Executive Committee
DfID

Department for International Development

DHMT
District Health Management Team
DHO

District Health Office
DHS
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DIP

District Implementation Plan
DPT

Diphtheria, Pertussis and Tetanus (vaccine)
DTWG
District Technical Working Group
EBF

Exclusive Breastfeeding

ECD

Early Childhood Development

EFA

Education for All
EHP 

Essential Health Package
EmO(N)C
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EPI

Expanded Program for Immunisation

EU

European Union
FAO

Food and Agricultural Organisation 
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Faith-based Organisation 
FP

Family Planning
GDP

Gross Domestic Product
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Global Fund for AIDS, Tuberculosis and Malaria

GTZ

Gesammtliche Technische Zusammenarbeid

HDR

Human Development Report 

Hib

Heamophilus Influenzae b vaccine

HIV

Human Immunodeficiency Virus
HMIS

Health Management Information System
HRAP

Human Rights Approach to Programming

HSA

Health Surveillance Assistant
HTC

HIV Testing and Counselling
IM(N)CI
Integrated Management of (Neonatal and) Childhood Illness 
IMNCI
Integrated Maternal, Neonatal and Childhood Illnesses

IMR

Infant Mortality Rate
IPT

Intermittent Presumptive Treatment

ITN

Insecticide Treated (mosquito) Net 

IYCF

Infant and Young Child Feeding
JICA

Japan International Co-operation Agency
LMIS

Logistic Management Information System
LWB

Low Birth Weight

M&E

Monitoring and Evaluation

MASAF
Malawi Social Action Fund

MDG

Millennium Development Goal

MDHS
Malawi Demographic and Health Survey

MGDS
Malawi Growth and Development Strategy
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Multiple Indicator Cluster Survey

MMR

Maternal Mortality Ratio

MNCH
Maternal Neonatal and Child Health

MoH

Ministry of Health
MoWCD
Ministry of Women and Child Development

MSH

Management Sciences for Health

NGO
 
Non-governmental Organisation

NNMR
Neonatal Mortality Rate

NORAD
Norwegian Foreign Affairs Development Fund

NRU

Nutrition Rehabilitation Unit

OAU

Organisation of the African Union
ORS

Oral Rehydration Salt
ORT

Oral Rehydration Therapy 
PAM

Physical Assets Management

PHAST
Participatory Hygiene and Sanitation Transformation

PMTCT
Prevention of Mother to Child Transmission (of HIV)

PNC

Postnatal care

ppm

parts per million

PRM

Preterm Rupture of Membrane
PRSP

Poverty Reduction Strategy Paper 
RED

Reach Every District

SO

Specific Objective
SP

Sulfadoxine-Pyrimethamine 

SWAp

Sector Wide Approach 

TA
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TB

Tuberculosis

TFR

Total Fertility Rate

TOT

Training of Trainers

TT2+

Tetanus Toxoid vaccination (two doses or more)
TWG

Technical Working Group
U5

Under five
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Under-five Mortality Rate

UCI

Universal Childhood Immunisation

UNDP

United Nations Development Programme
UNFPA
United Nations Fund for Population 
UNICEF 
United Nations Children Fund 

UPE 

Universal Primary Education
USAID
United States Agency for International Development

VAS

Vitamin A Supplementation

VCT

Voluntary Testing and Counselling
VDC

Village Development Committee 
VHC

Village Health Committee

VHR

Village Health Register

WASH
Water, Sanitation and Hygiene
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World Food Program
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FOREWORD
Malawi is one of the countries within Africa that has remained on track in her efforts to achieve by 2015 the Millennium Development Goal (MDG) of reducing under-five mortality by two-thirds from 1990 levels. Nevertheless, infant and under-five mortality rates in Malawi remain unacceptably high at 69/1,000 and 118/1,000 live births, respectively. The leading causes of morbidity and mortality in children under five years of age still remain: neonatal causes, malaria, acute respiratory infections (pneumonia), diarrhoea and malnutrition. The high maternal mortality ratio of 984/100,000 live births contributes significantly to neonatal causes of under-five mortality. Frequent hospital visits have serious socio-economic impact on families and on the nation through loss of work and high levels of expenditure on health care. Yet all these causes of under-five mortality are known and largely preventable and/or curable.
The Government of Malawi, through the Ministry of Health, other ministries and partners in child survival and development, is committed to reverse the situation in the country. It aims to achieve and surpass the MDG target of reducing under-five mortality by two-thirds. The Government has made this commitment in various international and regional declarations to which it is signatory as well as in national policies, including the Millennium Development Goals (2001), the Abuja Declaration (2005) and the African Union 5th Ordinary Session of the Assembly that adopted in 2005 a “Decision on Accelerating Action for Child Survival and Development in Africa” to meet the MDGs at the global and regional levels. The government also signed in 2000 the Dakar declaration concerning the six ‘Education for All’ (EFA) goals. 
The EFA Dakar Declaration (2000) has fed into several national policies and implementation strategies. The first goal of the ‘Education for All’ pledges to “expand and improve comprehensive early childhood care and education, especially for the most vulnerable and disadvantaged children.” In Malawi, the Ministry of Women and Child Development (MoWCD) drafted the Early Childhood Development Strategic Plan drawing from the national EFA plans and strategies. In order to improve the quality of early childhood development (ECD) programmes and to have a life-long impact on child development outcomes, ECD has to be complemented with quality primary school education. Concerning MDG2 regarding universal primary education (UPE), the Government of Malawi has put in place national-level policies (e.g. the Policy Investment Framework) and strategies (e.g. the National Education Sector Plan) in order to improve access, coverage, equity, quality and internal efficiency of primary education and ensure that all school age children enrol, persist, and achieve. 

Malawi also signed in 1990 the United Nations Convention on the Rights of the Child (CRC), which promotes the rights of children to life, protection, health and education among other rights. Both the CRC and the Dakar Declaration (2000) protect the rights of children to equality of education and quality of education and declare that no country shall fail to attain the rights due to lack of resources. The Government is much bound to honour its commitments and to regard national obligations stated in the National Policy on Early Childhood Development and the IMCI Policy for Accelerated Child Survival and Development as the basis for goals in child health, development and future prosperity. 
The Government of Malawi, with technical and financial support from UNICEF, WHO and other key partners in child health and development, has developed this comprehensive, costed and results-based National Strategic Plan for Accelerated Child Survival and Development to operationalise its commitment to child survival and development. Development of the Strategic Plan was participatory, inclusive and consultative, involving key stakeholders. The plan provides the context within which a child survives and grows in Malawi. It identifies critical factors for child survival and development and proposes selected high-impact, low-cost, programmatic interventions to address the bottlenecks. The successful implementation of the Strategic Plan relies on removing health system bottlenecks as enshrined in the Joint Programme of Work for a Health Sector Wide Approach (SWAp) 2004 – 2010. This includes: resource mobilisation, multi-sector collaboration, and greater coordination for performance (results) based management and achievement of targets. The successful implementation of the SWAp document is therefore the pillar upon which this Strategic Plan has been premised in order to increase access, coverage and utilisation of promotive, preventive and basic essential curative services for maternal, newborn and child health. 
The plan complements related sector and departmental plans that address maternal, newborn and child health and development, and should therefore be used hand-in-hand with these other plans. The Strategic Plan should be used as a guide for developing and implementing annual action plans and cost estimates for “scaling up” of activities in the context of the EHP and sector-wide approaches. The main strategic areas that have been identified for the scale-up of IMCI activities include, among others: improving case management both at the community and health facility level, improving supplies and communication facilities, and improving key family practices at community and household level. 

I am hopeful that concerted efforts to implement this National Strategic Plan for Accelerated Child Survival and Development, with the support of global, regional and national partners, will enable Malawi to significantly reduce infant and childhood deaths. I invite all stakeholders to constantly refer to and use this document in the planning, implementation, monitoring and evaluation of child-centred maternal, newborn and child health interventions.
Hon. Khumbo Kachali, MP
Minister of Health
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EXECUTIVE SUMMARY
Approximately 76,000 Malawian children die before their fifth birthday (U5MR 118/100). One in every four of these children dies within a month of birth (NNMR 31/1000). As many as 6,000 maternal deaths occur every year (MMR984/100,000). Neonatal illnesses, malaria, acute respiratory infections (pneumonia), diarrhoea, malnutrition and HIV/AIDS are responsible for most of these deaths. Over 70 per cent of these deaths could be prevented if high impact interventions for accelerated child survival and development (ACSD) reached universal coverage.
In line with the commitment of African Union in Sirte, Libya in 2005, where heads of states committed to achieve the fourth Millennium Development Goal (MDG4), the government of Malawi endorsed a policy for accelerated child survival and development in 2006. This National Strategic Plan for Accelerated Child Survival and Development has been conceived as a mechanism to translate these commitments to child survival and development into action. 
The Five-Year Strategic Plan spells out how the Government of Malawi will scale up high impact interventions quickly, equitably and sustainably to more children and mothers in all villages in Malawi. Ensuring universal coverage of the high impact interventions to all villages in Malawi will contribute in turn to the achievement of the Millennium Development Goals (MDGs) of reducing child mortality, child malnutrition, maternal mortality, HIV and malaria burden, and improving access to safe drinking water. Early childhood development and child protection will contribute to holistic growth and development of Malawian children. 
Formulation of the Integrated Management of Childhood Illness (IMCI) policy and the five-year strategic plan for ACSD has been guided by (a) the MDGs; (b) a human rights based approach to programming; (c) the frameworks of the EHP and Health SWAp; (d) decentralisation of operational decisions to local assembly and community level; (e) result-based management; (f) consideration of the multiplicity of partners essential for comprehensive child survival, growth and development; and (g) recognition of existing policies and programmes addressing child survival and development issues.

Goal 

The goal of this plan is to reduce childhood morbidity and mortality by two-thirds between 2000 and 2015 in Malawi, and to develop the Malawian child to his or her full potential. 
Vision
The vision is to keep all children in Malawi healthy and free from all common childhood illnesses in order to survive, grow and develop to their full potential. 
Mission
The mission is to provide holistic and integrated services for the survival, growth and development of children under five years of age. This will be achieved by implementing selected high-impact and low-cost interventions at scale. These interventions will be provided in the context of family-oriented community-based services on daily and scheduled basis, with back-up services for individual-oriented clinical care. 
The Strategic Plan calls for accelerated child survival and development, which implies:

· Selection of high impact interventions in relation to conditions that commonly cause childhood morbidity, mortality, and delays in development. 
· Jumpstarting to scale the implementation of high impact interventions to cover 80 per cent of all districts in 2 years and 80 per cent of villages in the subsequent 3 years. 
· Packaging of high impact interventions according to three delivery modes in order to decrease missed opportunities and increase coverage: (1) family-oriented, community-based services; (2) outreach and facility-based preventive services; and (3) individual-oriented clinical services. 

· Provision of services in the context of a continuum of care from the community to the health facility in order to meet the needs of pregnant women, newborn babies and children.

Acceleration also implies the need for increased resource mobilisation and allocation to support the rapid scale up of the delivery of high impact interventions, in particular at community level. Training of the newly recruited health surveillance assistants (HSAs) is a priority. Community mobilisation and participation will be essential for improved family childcare practices and required social behaviour change. Infrastructure development and efficient logistics management will also be vital to achievement of the goals outlined in this Strategic Plan. 
The Strategic Plan calls for strategic partnerships and enhanced coordination of all key stakeholders and sectors in child survival and development. Each sector will develop its sector-specific plans in line with components drawn from this Strategic Plan. Similarly, the districts will develop their district development/implementation plans in accordance with this Plan.

Results-based management will be applied to the achievement of the millennium goals, building on evidence obtained through monitoring and evaluation. The strategy defines a set of proven child survival and development indicators in order to measure the success of the high impact interventions. The plan is expected to contribute to a 29 per cent reduction in neonatal mortality, a 43 per cent reduction in under-five mortality, and an 82 per cent reduction in maternal mortality. It is also expected to increase access to ECD and improve child development by promoting the holistic growth and development of Malawian children.

Implementation of the Strategic Plan requires an estimated MK 500 billion (USD 3.57 billion) in capital and recurrent expenditures over the 5 year period. This includes expenditures for high impact interventions in health and nutrition, water, early childhood development (women and child development and education) and agriculture. As shown in Figure 1, health and nutrition related interventions alone make 76 per cent of the total budget. 
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1.0
INTRODUCTION
Globally, more than 10.6 million child (0-5 years) deaths occur every year, with 4.6 million of these occurring in Africa. About 25 per cent of these deaths occur in the first month of life. Most (70 per cent) of the deaths and associated morbidities and disabilities are caused by one or a combination of common and preventable and/or treatable conditions. These include: diarrhoea, acute respiratory infections (pneumonia), measles, malaria, HIV/AIDS and malnutrition. Unfortunately, in most countries, interventions to address these conditions remain limited in scope, quality and effectiveness.
In Malawi, an estimated 96,000 children under five years of age still die every year, with 20 per cent of these deaths occurring within one month of birth. The high neonatal mortality rate in Malawi is greatly influenced by the high maternal mortality ratio of 984 per 100,000 live births. The main direct causes of high infant and child death in Malawi are: pneumonia; neonatal causes; diarrhoea; malaria; HIV/AIDS and malnutrition. Underlying causes of poor health status include food insecurity and poor hygiene and sanitation. Indirect causes of children’s and women’s poor health include: inadequate knowledge and poor caring capacities of caregivers; and inadequate access to and poor quality of health services. Yet, there is evidence to show that implementation at scale, of high impact but affordable priority interventions can prevent 63 per cent of current mortality in children under 5 years, especially when these interventions are implemented at home and in the community.
With support from UNICEF and WHO, the Government of Malawi put in place policies and guidelines to support child survival and development. Malawi also piloted implementation of IMCI, which together with the Expanded Programme on Immunisation, Malaria Prevention, provided good results on intervention coverage and child morbidity and mortality rates. As a result, Malawi is one of the few countries in Africa that is currently on track in achieving its targets for MDGs on child health (MDGs 4 and 7). However, the infant and under-five mortality rates remain high at 69 per 1,000 and 118 per 1,000 births respectively. There is need to sustain and surpass the gains.
The country is implementing an early childhood development program through service delivery strategies that include preventive and curative health services for pregnant women and children under five and early childhood development centres such as community-based childcare (CBCC) and preschools. Community-based childcare centres, which are mostly found at community level, provide early learning and stimulation for children under 5 years old. In urban centres, children access ECD services through private preschools, which in most cases are expensive and inaccessible to poor children. About 17 per cent of children aged between 3 and 5 years access the centres on a regular basis. However, the programme does not effectively accommodate children below 2 years who are found at the household level. Parent support programmes to enhance child development at household level are still weak. Linkage with essential nutrition and health practices are established partially: most CBCCs monitor the growth of the child attending the CBCC and refer the child to supplementary or therapeutic feeding if needed. Other health and nutrition services are not yet provided on regular basis in the centres, but could be an opportunity to reach those children with high impact interventions.
Therefore, the Ministry of Health has developed this Five-Year Strategic Plan for Accelerated Child Survival and Development as an overarching strategy to be implemented by public and private sectors, development partners and civil society organisations. The Plan defines strategic directions with priority conditions to be addressed, uses high-impact interventions
, sets performance targets, and establishes a monitoring and evaluation mechanism and coordination framework for the national effort to reach all children and mothers in all villages in Malawi by 2011. It also provides estimates of financial requirements and funding mechanisms for implementation of the plan. As such, it sets out the priority areas for government spending in child health and development in the Mid Term Expenditure Framework and Annual Budget cycle at national and sub-national levels. 
In developing this Strategic Plan, the Government of Malawi draws inspiration from declarations to which it is signatory such as: the United Nations Convention on the Rights of the Child (1990); World Health Assembly Resolution on Universal Coverage of Maternal, Newborn and Child Health interventions; the Millennium Development Goals (2001), OAU African Charter on the Rights and Welfare of the Child; the Abuja Declaration (2005); and the African Union 5th Ordinary Session of the Assembly meeting in Sirte, Libya in 2005 that adopted a “Decision on Accelerating Action for Child Survival and Development in Africa” to meet the MDGs. The Government is further bound to honour its commitments and provide accountability for national obligations stated in the IMCI Policy for Accelerated Child Survival and Development, the National Policy on Early Childhood Development and the National Policy on Orphans and Vulnerable Children as the basis for goals in child health, development and future prosperity. The Government is further motivated by its success in implementation of IMCI and the need to remain on track and surpass the MDG targets on child health.
2.0
BACKGROUND
This section provides an overview of Malawi as a country and reviews current interventions on maternal, newborn and child health and development in the context of the existing healthcare delivery system’s capacity for developing and managing effective and at scale interventions for accelerated child survival and development.
2.1
Malawi: geography, population and political economy

Malawi is a landlocked country in east-central Africa, bordered by Mozambique, Tanzania and Zambia. It covers an area of about 118,500 square kilometres. The climate is savannah type, having dry and rainy seasons; and the average altitude ranges from 1,000 to 2,000 meters. The country is governed under a multi-party democracy, with a devolved decentralised system. It is divided into three administrative regions: the north, centre and south. The regions are divided into 28 districts (6 in the north, 9 in the centre and 13 in the south). Districts are divided into 161 Traditional Authorities (TAs), with each TA made up of varying groups of villages. The villages are the smallest administrative units headed by a village headman/head woman. 
The estimated population of Malawi for 2006 is 12.7 million,
 with an annual growth rate of 3.3. Children under five years of age make up 22 per cent of the population. The average household size is 5.2 persons per household, with an estimated 2.4 million households. The literacy rates in urban and rural areas are 45 per cent and 23 per cent respectively. About 86 per cent of Malawians live in rural areas on agro-based economy, with 52 per cent living below poverty line. The country’s per capita gross domestic product (GDP) is estimated at US$157.40.
2.2
Situation of maternal, newborn and child health and development in Malawi

2.2.1 Infant, Child and Under-five Mortality Patterns at National Level

Malawi has achieved significant reductions in infant and under-five mortality rates from the 1990 levels, remaining on track in achieving the child-related targets of MDGs 4 and 7. If trends continue to be similar to those observed between 2000 and 2006, MDG 4 will be achieved and the under-five mortality rate (U5MR) may even exceed the expected target. For Malawi to achieve by 2015 the MDG target of a two-third reduction from the 1990 U5MR, it must attain an U5MRof 78/1,000 live births from the current 118/1,000 live births. This translates into an annual reduction in under-five mortality rate of 5.7 per cent for the 7 remaining years. Similarly, the Government of Malawi must maintain an annual reduction rate of about 3 per cent to achieve by 2015 its target infant mortality rate (IMR) of 45 per 1,000 live births. The incidence of underweight is also still high at 19.4 per cent and must be reduced to 14 per cent by 2015.
Figure 2: Neonatal, Infant and Under-five Mortality Trends in Malawi
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2.2.2
Infant, Child and Under-five Mortality Patterns at District Level

The Multiple Cluster Indicator Survey (MICS) conducted in 2006 has generated for the first time district-specific mortality and intervention coverage data in Malawi. Results show that there is a wide variation in infant and child mortality rates between districts (see figure 3). Districts in the northern region have a lower under-five mortality rate than those in the central and southern regions (see figure 4). Lilongwe, Salima, Dedza, Ntcheu, Mangochi, Balaka, Phalombe, Chikwawa and Nsanje in particular show under-five mortality rates over 140/1000 live births and will therefore get special attention in the strategic plan for Accelerated Chid Survival and Development. 
Figure 3: Infant, Child and Under-five Mortality Rate per District (MICS 2006)
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Figure 4: Under-five Mortality Rate by District (MICS 2006)
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Figure 5: Causes of Death for Under-five Children
2.2.3 Maternal mortality 

Maternal indices remain poor with a total fertility rate (TFR) of 6.3 and a contraceptive prevalence rate (CPR) of 42 per cent. Moreover, only 54 per cent of pregnant mothers receive skilled delivery care and only 20 per cent attend postnatal care after 2 weeks, further compromising the opportunity for neonatal care. Thus, poor maternal health has negatively affected the survival of newborn babies.
At 984 per 100,000 live births (DHS 2004), Malawi’s maternal mortality ratio remains one of the highest in the world. This translates into 6,000 maternal deaths per year and 16 maternal deaths per day. It is estimated that for every maternal death, 30 women suffer serious disabilities as a consequence of pregnancy and delivery. The trend has been fluctuating with a sharp increase in MMR in 1998 (Figure 6). Direct causes of maternal deaths include sepsis, haemorrhage, obstructed labour and pregnancy-induced hypertension as well as complications from abortion. Indirect causes include malaria and underlying nutritional deficiencies.
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Figure 6: Trends in MMR in Malawi
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High risk period for women and children

Based on mortality estimates of the Child Mortality Coordination Group for 2004, 63 per cent of all under-five deaths in Malawi occurred during the first year of life: 22 per cent in the neonatal period; another 41 per cent between the first and eleventh month; and the remaining 37 per cent between the second and fifth years of life. Of the 512 surveyed neonatal deaths by DHS in 2004, 24 per cent occurred on the day of birth, 40 per cent by day 1, and almost 70 per cent during the first week of life. A similar pattern is globally observed for maternal mortality. As U5MR and IMR are getting lower, neonatal mortality is taking a larger proportion of these deaths. This reflects the low coverage of maternal and newborn interventions. Most neonatal deaths occur at home regardless of whether the delivery was at home or at a health facility. 

2.2.4 Nutrition 
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Under-nutrition, including energy and protein malnutrition, micronutrient deficiencies and inadequate maternal, infant and young child feeding (IYCF) practices, accounts for 53 percent of morbidity and mortality in children. In Malawi, a downward trend has been observed in underweight prevalence and the rate of acute malnutrition while no change has occurred in stunting. Stunting, under-weight and rate of women with anaemia are still high, at 46 per cent, 19 per cent and 45 per cent, respectively (see figure 7). Use of iodised salt in the household is currently 73 per cent and below the global target of 80 per cent. Anaemia and iron deficiency are also a major problem in 80 per cent of preschool children. An estimated 57 per cent of women of reproductive age are vitamin A deficient. 
Figure 8: Percentage of children under five being under weight
(actual trend and effort required for reaching MDG1)
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[image: image31.wmf]Figure 19: IMR and U5MR by educational level of the mother
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Malnutrition also has a profound impact on the ability of individuals to learn and to work. Poor nutritional status therefore contributes both directly and indirectly to the development of the country.
2.2.5
Water and sanitation 

Achievement of the MDG 7 regarding access to water and sanitation is in reach for Malawi: According to MICS 2006, 75 per cent of households have access to a safe drinking water source. 

Figure 9: Trends in Infant and Under-five Mortality and Access to Safe Water and Sanitation
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Other factors compromising child health and development in Malawi are the high prevalence of HIV and AIDS (14 per cent), with close to 25,000 new paediatric infections per year. Prevention of mother-to-child transmission (PMTCT) services remain limited to only 15 per cent of eligible pregnant women. Poverty perpetuates the situation, given that more than 60 per cent of the population live on less than a dollar a day. Other factors acting as barriers to access and utilisation of health services exist within the household and community. Child abuse and neglect as well as delayed stimulation and learning impede the potential of children.
It is therefore imperative that the Government of Malawi implement at full scale child survival and development interventions that focus on the major direct causes of death among children under five years of age, including interventions for maternal and newborn care. The interventions should be delivered through a continuum of care from the community to the health facility and should address healthcare needs of the pregnant woman, her newborn baby and her child. Although these high impact interventions are available in some areas, many children continue to die because the interventions are not reaching them.
2.2.6
Child development and protection

MDG 2 aims at the achievement of universal primary education. In Malawi, 86 per cent of boys and 87 per cent of girls are enrolled in primary school (NAR), but only 27 per cent of boys and 19 per cent of girls finalise primary education (EMIS 2007). In the effort to achieve the child development goals, Malawi has developed a national Education for All (EFA) plan, which is also incorporated in various ministries’ national strategic plans. 
2.3
Response Analysis: Interventions for maternal, newborn and child health
Malawi is one of the few African countries that are on track in achieving its targets for the MDGs related to child health, having significantly and consistently brought down its infant and under-five mortality rates since the 1990s. 
2.3.1
Proclamations and Policies
There is political leadership and adequate policy provisions with strategies to address child health and development in Malawi, within the context of multi-sector response. The Government has developed the Joint Programme of Work for a Health Sector Wide Approach (SWAp, 2004) as the overarching guiding framework for health interventions, focusing on harmonisation and alignment of response to achieve greater coverage in the country. There are a number of other sectoral and departmental policies and guidelines to support health interventions. These are: the IMCI Policy for Accelerated Child Survival and Development; the National Policy on Early Childhood Development; and the National Policy on Orphans and Vulnerable Children in Malawi, all of which provide the basis for interventions in child health and development for future prosperity. The Government of Malawi is also a signatory to global and regional declarations and commitments in addressing child health and development, to which it is accountable.

The Government has also been rolling out development and implementation of District Implementation Plans and institutional set up for ACSD. Eight of the 28 districts have developed their own plans and have set up ACSD Thematic Working Groups to oversee implementation of the plans. The plans are developed in participatory context and will be rolled out to village level.

2.3.2 Programmes on child survival and development

The Government of Malawi, with assistance from UNICEF, WHO, development partners and civil society organisations (CSOs) have funded and implemented a number of child-focused interventions, with greater degree of success.
a)
Integrated Management of Childhood Illnesses (IMCI)
UNICEF and WHO supported the Ministry of Health to develop and implement with a high degree of success the Integrated Management of Childhood Illnesses (IMCI) strategy (1998) to deal with the high under-five morbidity and mortality. The Strategy focuses on improving case management skills of health providers (component 1) and strengthening the health system (component 2) which have been implemented since 1999 in 4 districts. Component 3 on strengthening family and community practices was only implemented since 2000 in 4 districts and 39 TAs. As of 2006, IMCI has been implemented in all the districts, with various levels of coverage. The IMCI strategy looks at the sick child as a whole and aims at reducing childhood mortality, morbidity and disability and thus contributes to improved growth and development of children under-five years of age. As part of home management, IMCI promoted the use of oral rehydration therapy (ORT) for diarrhoea. Currently 70 per cent of under-fives with diarrhoea receive ORT (MICS 2006).

b)
Expanded Programme on Immunisation (EPI)
EPI was established in 1979 and Malawi achieved universal childhood immunisation (UCI) in 1989, with over 80 per cent coverage for all antigens. High coverage has been sustained since 1989. 
Figure 10: Suspected and confirmed measles cases from 1995 to 2006 and mass vaccination campaigns
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Immunisation for Diphtheria, Tetanus, Pertussis, Hepatitis B and Heamophilus Influenzae B reached 86.2 per cent of the infants and measles vaccination reached 85 per cent. Current full vaccination coverage stands at 71 per cent (MICS 2006). As a result of high immunisation coverage, whooping cough and diphtheria are no longer of public importance; the elimination of neonatal tetanus is underway; and no confirmed case of polio has been reported since 1992. Only one case of measles was reported in Malawi in 2006. The country is reaching the phase of elimination of measles, thanks to a successful measles control strategy (see figure 10).

Figure 11: Trends in coverage of maternal, newborn and child interventions 
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c) Malaria Control Programme
[image: image37.png]


[image: image38.emf]31%

10%

59%

Community based

Outreach & facility based preventive

Individual-oriented curative

Health and 

Nutrition

24%

Water and 

Sanitation

13%

Agriculture

18%

Early Childhood 

Development and 

child protection

32%

Education

13%

Figure 1: Budget breakdown per delivery mode per sector (community based interventions) *)

*) Outreach & facility-based preventive and individual oriented curative services 

are in the health and nutrition sector only

Malaria is endemic in Malawi and the leading cause of illness and death. Malaria alone causes about 30 per cent of under-five deaths. Malawi was the first country in Africa to adopt a Malaria Policy in 1993 on sulphadoxine-pyrimethamine as first line therapy for Malaria due to chloroquine resistance. It also started a programme for intermittent presumptive treatment (IPT) for pregnant women and distribution of insecticide treated mosquito nets (ITNs) to mothers during antenatal visits and to children in under-five clinics. To date, 5 million ITNs have been distributed, with 58 per cent of households having at least one net, though only 25 per cent of under-fives sleep under ITN. There is increased use of two doses of IPT in pregnancy from 29 per cent in 2000 (DHS) to 47 per cent in 2006 (MICS) thereby reducing placental malaria. 
d) Nutritional Interventions
Exclusive breastfeeding for 6 months (EBF) and vitamin A supplementation (VAS) have contributed significantly to the reduction in child mortality in Malawi, and has reached high coverage through capacity building and linkage with immunisation days and child health week. 
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Coverage for exclusive breastfeeding of children for 6 months increased from 3 per cent in 1992 (DHS) to 56.7 per cent (MICS 2006). The DHS and MICS showed 68.5 per cent coverage for children receiving at least one dose of vitamin A in the last six months and programme data indicate around 90 percent coverage. 
The 95 Nutrition Rehabilitation Units (NRUs) countrywide provide treatment annually to more than 20,000 under-five children with life threatening severe acute malnutrition. In addition, 30,000 children are being treated for severe acute malnutrition through Community Therapeutic Care (CTC) with ready-to-use therapeutic foods in 66 per cent of the districts and 203 outpatient treatment centres. The CTC approach is also combined with interventions to address the underlying causes of malnutrition, including awareness and early identification through screening for acute malnutrition in the community. Supplementary feeding was also provided to 100,939 children and 44,457 pregnant and lactating women with moderate acute malnutrition in 2007 in order to prevent further deterioration of nutrition status. In addition, 14,580 adolescents and adults with acute malnutrition are annually receiving life-saving nutrition treatment at anti-retroviral (ARV) clinics and tuberculosis (TB) wards. 


Hunger and chronic malnutrition in Malawi will not be eliminated by improving food security or raising incomes alone, unless such interventions are complemented by interventions that address other determinants of nutrition, such as improving the quality of diets, maternal and young child feeding practices, water, sanitation and healthcare. 

[image: image8]
e)
Safe Water and Sanitation

The National Water Policy was elaborated in 1994, revised in 2000 and further adapted in 2005. Guidelines for sanitation were developed. An integrated approach to water, sanitation and hygiene (WASH) programme implementation was used, integrating all three WASH components, i.e. safe drinking water; use of sanitation facilities; and improved hygiene, including handwashing. Behaviour change communication programs were included in the schools to reach communities. HSAs were used for instructing community members in latrine construction. They also visited households for behaviour change concerning the three WASH components. The Participatory Hygiene and Sanitation Transformation (PHAST) approach was introduced, engaging households and caregivers through community dialogue, instead of contracting for construction of latrines. 

By 2006, 74 per cent of the population of Malawi had access to safe water and 88 per cent had access to basic sanitation. This, coupled with handwashing practices at critical times, has significantly reduced the prevalence of diarrhoeal diseases. 
f)
Paediatric HIV/AIDS

The prevalence rate of HIV/AIDS in Malawi is 14 per cent, and the country is the eighth worst affected country in the world (Public Expenditure Report 2006). Prevention of Mother to Child Transmission (PMTCT) services for HIV/AIDS is currently provided in 26 of the 28 districts in Malawi, with 119 sites. However, utilisation of PMTCT services remains low at 6 per cent while only 26 per cent of eligible children receive paediatric antiretroviral therapy (ART). Interventions for home-based management, care and support for children infected and affected with HIV/AIDS are needed; as is support for the 1 million orphans, 500,000 of whom are due to HIV/AIDS.

g) 
Maternal and newborn programmes 
Maternal health remains poor and stagnant in Malawi. The TFR stands at 6.0, while MMR is 984 per 100,000 live births. While there is universal coverage of ANC, only 57 per cent receive supervised delivery care. Availability of emergency obstetric care (EmOC) is low, signifying a large unmet need. In 2005, only 2 per cent of health centres had necessary equipment and drugs to provide basic EmOC.
Figure 16: 
Proportion of birth attended

 by skilled health personnel


Figure 17: Number of existing CBCC and needs according to the norm in selected districts
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Unfortunately, most children attending the CBCCs are already beyond 3 years of age (65 per cent), having missed the critical period for early stimulation which enhances brain development. Only 27 per cent of children attending a CBCC are under 3 years of age. It is therefore critical that we also empower families to initiate child development and stimulation in the home before they go to the CBCCs. Other early childhood centres are mainly in the major cities (private centres).
Figure 18: Proportion of under-fives attending CBCC in selected districts

[image: image10.emf]30.5

21

15.1

24.4

9.6

13.5

9.7

30.9

0

5

10

15

20

25

30

35

Chitipa Mzimba Kasungu Salima Lilongwe Mchinji Blantyre Mwanza

Proportion of under fives attending CBCCs


g) 
Education

The education system in Malawi does not provide formal early childhood development services, which can help create a smooth transition into formal schools. The majority of children (about 80 per cent) come into primary school without exposure to adequate ECD. The first two years in primary school, which are the early childhood years, aim at adapting the child to formal education, using a variety of teaching and learning methodologies to promote a smooth transition. 
Presently, only 30 per cent of needed classrooms exist and only 5798 out of the 9961 (or 58 per cent) of teachers who are needed for standards one and two are available. Although 4512 standard one and two classrooms exist, an additional 10,000 classrooms are needed in order to reach the norm of 60 pupils aged 6 to 8 years per classroom. 
The educational level of the mother plays an important role in making a correct decision regarding a number of factors that contribute to child survival and development (e.g. taking a child to the hospital when she/he is sick or observing proper feeding practices). Results from DHS and MICS indicate a positive causal relationship between the education level of the mother and the reduction of mortality in children. The higher the educational level of the mother, the more likely she is to attend antenatal care, deliver in a health facility, and be assisted by qualified personnel. The educated mother is also more likely to take a child to the health facility when he or she is sick. In addition, the more educated the woman, the more likely she is to start having children later than her counterpart with no education and the more likely she is to use contraception for child spacing. Educated women are also likely to be employed and thereby economically empowered. This would enable them to access better health services and afford better and appropriate complementary food for the child. All these are factors contribute to improved child survival and development among families with educated mothers.

Data from DHS and MICS also indicate a relationship between the mother’s education and child survival. Higher levels of education are strongly correlated with lower mortality risks. Under-five mortality where mothers had no education was 181 per 1,000 live births, while U5MR where mothers had primary education of 5-8 years was 139 per 1,000 live births. The same trend is reported for infant mortality. 

Over the years, the education attainment of mothers has improved. The 1992 DHS showed that about 53 percent of mothers had attained primary 5-8. In 2004 DHS the percentage had increased to 76 percent and according to the 2006 MICS, it is at 79 percent. Better education of the mother might have contributed to the reduction in infant and under five mortality.
2.4
The Malawi health system: structure and functioning

The health sector has been financed through Sector Wide Approach since 2004. The SWAp was set up to finance the delivery of the Essential Health Package (EHP) to all Malawians. However, during the years, the interpretation of the SWAp has broadened and now finances the health sector as a whole. Funding shortages therefore exist and the implementation of the EHP is hindered. Per capita expenditure on health was USD 5 in 2004/2005, well below the required USD 17 per capita necessary to deliver EHP (without HIV and central level management costs) (Public Expenditure Report 2006). 
Availability of essential commodities for High Impact Interventions

The central medical stores procure essential commodities for the EHP. Some vertical programs still procure their supplies, but this will be taken over by central medical stores. 
There is a critical shortage of drugs, basic medical diagnostic equipment and related supplies that seriously impedes the delivery of high impact interventions. For example, at primary healthcare level, it is estimated that only 60 per cent of the health facilities had uninterrupted supply of antibiotics and anti-malarials. There is a need to reform the central medical stores into a trust to improve procurement systems, enhance coordination, improve forecasting, and improve stock management of drugs at all levels in order to achieve uninterrupted commodity supply. Essential equipment is procured centrally by the Physical Assets Management (PAM) and by district, non-governmental organisations (NGOs) and United Nations (UN) agencies. By early 2007, however, only 2 per cent of the B-EmONC facilities had the needed equipment for basic emergency obstetric care. Maintenance of equipment also needs to be improved.
Availability of health workers for delivery of High Impact Interventions

There is serious shortage of skilled human resources for stewardship, management of health programmes and provision of clinical services. Only 42 per cent of facilities have the required human resources during the day, and only 13 per cent of the facilities provide 24-hour services. There is one general physician for 1 million people in the public sector (137 physicians). In 2005, only 4717 nurses were employed, as compared to 8440 posts, i.e. 44 per cent posts are vacant. This is a critical bottleneck in the delivery of health services to Malawian population. 
Considering the magnitude of the problem, the MoH issued a six year emergency Human Resource Development Plan by establishing a human resource staffing and financial model. The emergency training program is expected to produce 3950 new nurses up to 2009/2010, nearly doubling the 2004/2005 number of 4717. The SWAp mid-term review (2007) reported that the majority of the trained nurses were retained in the health system, as opposed to former reports that only 2 per cent joined public services (Malawi Public Expenditure Review 2007). This is partly due to a salary top-up scheme for health workers, financed by donors through the health SWAp pool. 

Malawi employs 10,674 health surveillance assistants (HSAs) as frontline workers in the community. Each HAS covers, on average, about 1000 people for the delivery of community based interventions. In 2007, 5,961 new HSAs were recruited but have yet to be trained. The majority still need to be trained in management of common childhood illnesses. 
In addition to the HSAs, community-based distribution agents (CBDAs) and community support groups exist to support the delivery and uptake of health interventions at community level. There is a need to clarify roles and strengthen supervision and coordination mechanisms between extension workers, village health committees and health centres.

Physical access to health facilities
There are currently 617 health facilities in Malawi, comprising central hospitals, district hospitals, health centres, dispensaries and maternity units. These health facilities are managed by the Ministry of Health centrally and others under a decentralised arrangement. Of these 617 facilities, 560 are primary healthcare facilities (health centres and dispensaries); 31 are community hospitals serving as primary referral level facilities; 22 are district hospitals at secondary referral level; and 4 are central hospitals at tertiary referral level. There are also three psychiatric hospitals (SWAP midterm review 2007). 
MoH: 


392

CHAM: 

161

BLM: 


 28

Local Government: 
 32

NGO: 


  4

In practice, each primary health care facility covers an average of 22,000 people. However, the norm is that each health centre should provide health services for 10,000 people. This discrepancy points to a need to increase the number of primary health facilities by 660 in order to reach a total of 1250 health centres.
Moreover, most health facilities need rehabilitation and upgrading. Currently, only 54 out of the 617 facilities have the capacity
 to deliver the Essential Health Package (Public expenditure report 2006). More facilities need to be constructed in new areas for equity in access. Greater involvement and coordination of private care providers should continue to be central in national health care delivery, at all levels. The Ministry of Health is in the process of establishing service agreements with CHAM facilities to ensure free delivery of the EHP in those centres. However, implementation is still to be improved. 

Quality of care

The shortage of health workers results in a high workload that causes poor quality and shorter consultations. Moreover, unqualified staff are forced to perform critical clinical procedures. For example, ward attendants attended 59 per cent of the deliveries in one health facility (Public Expenditure Report 2006). 
Delivery modes
Existing high impact interventions are delivered at the family and community level, outreach services level, and clinical care level. The current health system has the capacity to deliver services up to the level of the current baseline coverage of the high impact interventions. Bottlenecks exist that inhibit increased coverage of high impact interventions among children and pregnant women. System bottlenecks and opportunities for delivery of the high impact interventions are identified by level of service delivery, i.e., in the community, outreach and the health facilities. These will all be addressed in the strategy (see section 5).
Information management
The country has the HMIS as its principal health management information system. The system collects data for the health facility and the district consolidates it before sending to the central level. However, the quality of the data remains poor because staff members responsible for collecting and processing the data have insufficient skills to evaluate its validity, and the DHMT does not often review or use the data systematically. Vertical programs, such as EPI, collect data parallel to the HMIS. There is insufficient coordination between vertical programs, IDSR and HMIS.

To strengthen evidence-based management of resources, the use of routine data should increase. To make that happen, HMIS must be improved significantly. At community level, the village health register (VHR) is the tool for headcount and reporting on uptake of high impact interventions in the community. The tool has been launched, but badly introduced. There is a need to retrain the HSAs to correctly use the VHR and to compile data on a monthly basis for feedback to the community and reporting to health facility, district and central levels.
2.4.1
Community-based preventive and curative interventions 
Bottlenecks in community-based preventive and curative interventions include: 
· Delays in the transfer of Global Fund Resources for purchase of essential commodities such as ITNs; 

· Long procurement procedures;
· Community-based newborn care not yet brought to scale; 

· Problems in drug management resulting in insufficient availability of essential drugs at primary healthcare (PHC) and community level;

· Only a small proportion of the newly employed health extension workers are trained to date; 
· Existing HSAs not adequately trained to manage the treatment of common childhood illnesses in the community;

· Inadequate knowledge on high impact interventions for child survival and development, in particular on adequate infant feeding, handwashing, use of ITNs, clean delivery, and essential newborn care; 
· Inadequate cultural feeding practices for children and pregnant women; 
· Lack of awareness among health workers on BFHI; and
· Insufficient breastfeeding support groups for rolling out appropriate infant feeding practices.
Opportunities for community-based preventive and curative interventions include: 

· A policy for child survival and development that uses a multi-sectoral approach, with multi-sectoral involvement at national, district and community level;

· The Essential Health Package, which embraces a community-based delivery strategy, including household visits by extension workers (HSAs) and treatment of common childhood illnesses;

· Recruitment, training and deployment of HSAs are incorporated in the health system and fully remunerated;

· Availability of clear policy and strategic plan to increase of number of HSAs to a proportion of 1 per 1000 population using GFATM, donors and government fund; 

· Multi sectoral ACSD program communication strategy has been developed to promote the high impact interventions at community and household levels
2.4.2
Outreach and facility-based preventive interventions: 
Bottlenecks in outreach and facility-based preventive interventions include: 
· Lack of supplies, in particular for PMTCT services, due to poor quantification of requirements and poor management of drugs and supplies;

· Limited access to services due to the insufficient numbers of health staff available for integrated outreach services, including integrating EPI, growth monitoring, vitamin A supplementation, de-worming, focused ANC, family planning and PMTCT; 

· Insufficient supervision of health workers and extension workers;

· EPI micro-planning exercise not inclusive of other programmes;

· Poor maintenance and replacement system for cold chain equipment and other essential equipment;

· Lack of transport for integrated outreach;

· Late start of ANC visits by pregnant women, poor quality of care and focused ANC just being introduced;

· Mothers and newborns who delivere at home not coming for postnatal ART dose in PMTCT;

· Outreach sites do not provide privacy needed for ANC, VCT, and PMTCT;
· Lack of user-friendly hours for provision of preventive services; and
· Poor uptake of HIV testing and counselling (HTC) and other services due to stigma, inadequate knowledge and perceptions.
Opportunities for outreach and facility-based preventive interventions:: 
· Established biannual Child Health Days to deliver integrated vitamin A supplementation, de-worming and re-treatment of ITNs;

· Outreach services are mainly conducted by HSAs based in the communities; 

· Introduction of Reach Every District (RED) approach for EPI;

· Attendance of children 3-5 years at CCBCs presents an opportunity for delivery of high impact interventions to children and pregnant women;

· Preventive health services are well accepted by Malawians in general.

2.4.3
Individual-oriented clinical services: 
Bottlenecks in individual-oriented clinical services include:  

· Insufficient human resources (physicians, qualified/skilled nurses/midwifes for skilled delivery and newborn care);

· Insufficient number of health workers able to apply IMCI case management due to lack of training and lack of time;

· Unfavourable working conditions for health workers in rural areas; 
· Deployment of nurses/midwifes favour urban areas;

· Low staff motivation;

· Limited geographical access to health services in rural areas, especially skilled deliveries and B-EmONC services, due to inadequate number of health facilities and limited staffing;

· Poor stock management system for essential drugs and supplies at all levels;

· Insufficient blood transfusion services;

· Delay in care-seeking for sick children, women during delivery and newborns due to lack of knowledge and cultural beliefs;

· Delay in referral due to lack of transport in most areas; 

· Insufficient maintenance of ambulances and medical equipment;

· Insufficient reviews and clinical audits of the causes of maternal deaths;

· Limited use of EHP services due to user fees in CHAM/other private facilities; and
· Poor quality of services due to insufficient supervision. 

Opportunities for individual-oriented clinical services include: 
· IMCI policy that has been in place for several years and is applied in all districts;

· Government commitment to offer free services (maternal services and ART in CHAM hospital are paid by government under contract);

· Newborn care integrated in IMCI training of health workers; and
· Scale-up plan for PMTCT and ART will ensure high accessibility in near future in all parts of the country.

3.0
STRATEGIC ISSUES
This section synthesises the internal and external environmental factors that can promote accelerated child survival and development or those factors that have the potential to negatively affect the achievement of child health and development targets in the MDGs. 
3.1
Limited access and inadequate coverage of high-impact interventions
Although cost-effective interventions exist for the main causes of death of children under five, many do not receive them. About 60 per cent of children who died did not reach the health facility (IMCI follow-up survey 2004). Access to services is limited due to limited availability of essential commodities, insufficient professional staff at facility level and in the community, and limited geographical access to facilities. In some cases, there is also insufficient demand for the interventions among the population. 
This strategy aims at bringing high impact interventions to the community to be delivered by extension workers during household visits, in village clinics and during outreach, in addition to delivery at the health facility level. Integrated delivery of interventions will reduce missed opportunities, and cross-sectional cooperation will enhance success in reaching those who are difficult to reach. For example, many orphans and vulnerable children receive early childhood development interventions in CBCCs. These centres will also be used as entry points for delivery of more high impact interventions, such as immunisation, growth monitoring and action, vitamin A supplementation, de-worming, focused antenatal care, HTC, and family planning. Agricultural starter kits will also be provided to enhance availability of crop diversity and to promote sound complementary feeding of young children and pregnant and lactating women. 

3.2
Inter-sectoral collaboration and coordination
Malawi’s success in reducing childhood morbidity and mortality thus far is due to programmes for control of communicable diseases, better nutrition, water and sanitation, social protection, education, improvement in the transport sector, etc.  These policies and actions will therefore be used in scaling up effective interventions for sustained and equitable improvement in child survival and development. 
Currently, there are many actors in child health and development at community, district and at national levels that involve different public sectors and private providers, including CSOs, faith-based organisations (FBOs) and development partners. Coordination of these actors is weak, especially at district and sub-district levels. Strengthening coordination mechanisms will enable districts to map the geographical location, interventions and resources of each actor in order to ensure better coverage and more efficient use of resources. The work of community resource persons and approaches towards community participation and empowerment in decision making processes and service delivery should be harmonised, for both public and private sectors. 
3.3
Financing the strategy 
Resource requirements and current gaps for implementing the Strategic Plan are presented in section 9 of this document. Health and nutrition related interventions are integrally incorporated in the Health SWAp, as all high impact interventions are part of the Essential Health Package. The government of Malawi has planned to realise its 15 per cent allocation to health, inline with the Abuja declaration. However, high levels of poverty and shifting donor priorities might act against this intention. There is therefore an urgent need to identify, re-orient and better coordinate the allocation and use of existing resources (public, donor and private sector) and to secure new sources to finance the accelerated implementation of the Strategic Plan at all levels. Funding opportunities from initiatives such as the Global Fund, GAVI, Malawi Social Action Fund and other multi-lateral and bilateral support will be used effectively to support programmes for accelerated child survival and development. However, this will be accompanied by an increased demand for financial and performance accountability that links resource allocation to performance management, programme effectiveness and results-based and timely reporting. Resources from private sector and CSOs, including FBOs, should be mapped into the strategic response.
Financial support for ECD comes from the Ministries of Education and Health. The Ministry of Women and Child Development does not have a budgetary allocation for ECD and child protection programs. Similarly, the Ministry of Education does not have a budgetary allocation for the PCAR program and the Ministry of Health does not have an allocation for under-five and maternal child health programmes. 
3.4
Systems capacity 
The weak capacity of the health system has affected availability, access, utilisation and quality of health services at all levels. Essential commodities are often out of stock at the point of use and the supply management chain remains weak. Across the healthcare delivery system, there is a serious shortage of qualified and motivated staff. Yet every key intervention requires human resources of different types and skills at all levels of the health system to increase coverage and quality. Knowledge and skills for stewardship (policy formulation, regulation, enforcement of standards, training and curriculum development), programme management (planning, budgeting, implementing and reporting), supervision, and provision of clinical care remain weak. Yet these are critical factors in a decentralised health system. Physical infrastructure and essential equipment are inadequate and some require urgent repairs. Logistics systems are weak with frequent stock outs, yet supplies of ITNs, drugs for malaria or vaccines are critical for success of the Strategic Plan. 
4.0
STRATEGIC DIRECTIONS
This section sets out the vision, mission, guiding principles, goal, priority interventions and key strategies for the Strategic Plan. It has been developed in the context of SWAp; the Policy for Accelerated Child Survival and Development in Malawi; and the goal to achieve and surpass MDGs targets related to child survival and development.
The achievement of the MDGs requires focused attention to district with less favourable indicators, addressing the bottlenecks in the system and adequate resource allocation, i.e. districts with higher child mortality rates require more resources and action. The strategy uses result based management and will monitor progress towards universal coverage of the high impact interventions and the MDGs. 
4.1
Vision 

The vision of the ACSD Policy and this accompanying Strategic Plan is to keep all children in Malawi healthy and free from all common childhood illnesses so as to survive, grow and develop to their full potential. 
4.2
Mission

The mission is to provide holistic and integrated services for the survival, growth and development of children under five years of age. This will be done by implementing at scale, selected high-impact, low-cost interventions delivered through family-oriented, community-based services, population-oriented scheduled services, and individual-oriented clinical care.

4.3
Guiding Principles

The following guiding principles represent the common values of the ACSD Policy and this accompanying Strategic Plan and provide guidance for policy decisions, programme priority setting, design of interventions, approach to implementation; and resource allocation criteria for achievement of the Strategic Plan:
· Milestones towards the achievement of global and national targets for this strategy will be directed by the MDGs and human right based approach to programming.

· ACSD will be implemented in the context of the EHP and SWAp.

· The operational decision-making process of ACSD will be decentralised to local assemblies and communities to ensure acceleration of universal coverage of high impact interventions. Results-oriented management and close monitoring of achieved coverage of each high impact intervention will help gauge progress towards achievement of the MDGs.
· The Implementation of ACSD will take into consideration the multiplicity of partners involved in the delivery of the high impact interventions.
· The policy will be implemented taking into consideration existing policies and programmes addressing child survival and development issues. 

4.3.1
Multi-sector involvement 
Issues of child survival and development cut across many sectors, including: health, agriculture, water and sanitation, social welfare and education, among others. In addition, the work of many different units within a given sector directly influences child survival and development, e.g. reproductive health, malaria control programme, EPI and IMCI. In order to harness this multi-sectoral nature of the response, there will be effective advocacy at senior policy levels among Government, development partners, CSOs and the private sector to ensure that decision makers are aware of the implication of child survival and development, and the opportunities within their own sector/institution/unit to support the national response. The Strategic Plan will embrace guidance from, and link up with, other sector policies and programmes that contribute to child survival and development. The plan seeks to strengthen and build new partnerships, and will create opportunities and entry points for new partners to participate, while devolving implementation to each sector and to decentralised levels in order to reach the target individual child, his/her household and communities more effectively.
4.3.2 Rights based approach 
Development and implementation of guidelines, strategies, programmes and coordination structures designed for the purposes of achieving the objectives of this Strategic Plan will be guided by a rights-based approach. The promotion, protection and safe guarding of the rights of children will be used as the basis and criteria for assessing the feasibility of interventions and policy options during implementation of this Strategic Plan. This will also enable capacity building of communities.
4.3.3 Integration of interventions 
This strategic plan will be implemented within the context of the Essential Health Package and SWAp framework. It is heavily dependent on the achievement of SWAp outputs for clinic-level interventions. To the extent possible, all interventions will be integrated within existing structures and systems. Services that target childhood conditions and high-impact, low-cost interventions for accelerating child survival and development will be integrated in each delivery mode: household, community, primary health care unit and hospital.

4.3.4 Central role of the family 
The Strategic Plan recognises that the family plays the primary role in supporting the holistic growth and development of children. Families are the first socialisation agent and play a critical role in the development of the child during the first years. However, families and communities lack the necessary knowledge, skills and attitudes to enhance quality child development. The Strategic Plan will therefore focus on strengthening the capacity of families and community members by providing them with the skills, knowledge and attitudes to enable them to provide quality ECD services.
4.4
Goal

The goal of the Strategic Plan is to reduce childhood morbidity and mortality by two-thirds between 2000 and 2015 and to enhance child development in Malawi.

4.5
Strategic Objectives
1. Achieve universal coverage of selected high-impact interventions for maternal, newborn and child survival and development by 2012.
2. Strengthen the capacity of systems for leading, managing and providing high-impact and low-cost priority interventions for women and children by 2012.
3. Mobilise additional resources and diversify the resource base to support programmes for child survival and development.
4.6
Expected Results 
The Strategic Plan focuses on results at impact and outcome levels. Indicators related to inputs, process and outputs as measures of programme performance are included in the Results Framework (Annex I). Target results for the Strategic Plan are set for each priority intervention area. However, some targets are not attributable directly to one priority area (e.g. under-five mortality rate (U5MR), infant mortality rate (IMR), neonatal mortality rate (NNMR) and maternal mortality rate). Table 1 below summarises all targets for under-five mortality, proportional infant and neonatal mortality rates, and maternal mortality rate to be achieved by 2012.
Table 1: Target Statement for Impact Results
	Objectives: 
1. To reduce IMR, NNMR and MMR proportionally by two-thirds.

2. To reach universal coverage of high impact interventions for women and children in communities and at primary health care level by 2012.

	Target Area
	Targets for 2012
	Baseline (2006, MICS)

	Mortality

	43% reduction in under 5 mortality rate (ARR = 6.6)
29% reduction in infant mortality rate (ARR = 5.6)
82% reduction in maternal mortality ratio (ARR = X)
	118/1,000 births
69/1,000 births
984/100,000 live births

	Morbidity and prevention practices

	50% reduction in stunting prevalence (ARR = XX)
6.5% reduction in under weight prev. (ARR= 1.3)
50% reduction in low birth weight (ARR = XX)
80% population with sustainable access to water source

23% increase in CPR (ARR = 4.6%)
	46%
19%

16%

74%

42% CPR

	Child protection

	80% of births registered by school entry age

80% reduction of children exposed to abuse and neglect
5% of children engaged in child labour
	0%
TBD
29%


5.0
PRIORITY AREAS FOR INTERVENTIONS
This section defines target conditions to be addressed in the implementation of the strategic plan, lists the main service-delivery mode for delivering target interventions to reach universal coverage (details in 6.0), and presents a phased approach in implementing the high impact interventions using the service-delivery modes.
5.1
Target conditions for child survival and development
As discussed in section 2.2, six target conditions account for two-thirds of under-five mortality in Malawi, and are therefore the focus for interventions in this Strategic Plan: neonatal causes (sepsis, asphyxia, preterm), malaria, acute respiratory infections (pneumonia), diarrhoea, HIV/AIDS, and malnutrition. In addition, delayed social and mental development of children and child abuse inhibits the development of children and therefore the society as a whole. Addressing these issues will indirectly enhance child survival and development. 
5.2
Priority high-impact interventions for newborn and child survival
The Government of Malawi has adapted the high-impact interventions published in the Lancet series to the Malawian context. The minimum package of high-impact interventions for Malawi (Table 2) are chosen based on the cause-composition of childhood mortality in Malawi; evidence-based Lancet series on interventions for reducing under-five mortality; Malawi’s epidemiological profile and experience in implementation of IMCI; and consideration of health care delivery capacity. The selection of interventions emphasises preventive and promotive approaches based on maternal, neonatal and child health (MNCH) concepts to reduce exposure to infection and reduce the likelihood that exposure leads to disease. Clinical care is added to reduce the likelihood that the disease or condition will lead to death. 
Table 2: Minimum Package of High Impact Interventions for Accelerated Child Survival and Development in Malawi (as detailed in the November 2006 ACSD Policy)
	
	High Impact Interventions 
	Operational Definition



	A
	For prevention

	1


	Insecticide-treated bed nets (ITNs)


	· Protecting all under-five children and pregnant women from malaria by ensuring that they regularly sleep under recommended insecticide-treated mosquito nets (ITNs).
· Caregivers acquire long acting insecticide treated mosquito nets.
· Caregivers retreat the ITNs at least once a year.

	2


	Intermittent presumptive treatment (IPT) of malaria in pregnancy
	· Administering at least two doses of recommended anti-malarials (SP), one month apart, for the prevention of malaria during pregnancy, starting form the second trimester (after quickening).


	3


	Breastfeeding


	· Breastfeed infants exclusively for six months, taking into account policies and recommendations of HIV and infant feeding.
· Infants of less than 6 months of age who were exclusively breastfed in the last 24 hours.

	4


	Complementary feeding


	· Starting at six months, feed children freshly prepared energy and nutrient rich complementary foods, while continuing to breastfeed up to 2 years or more.
· Children aged 6- 9 months receiving breastfeeding and appropriate complementary foods and children who are 24 months of age or under and are still being breastfed.

	5


	Immunisation


	· Taking children as scheduled to complete a full course of immunisations (BCG, diphtheria-pertussis-tetanus-hepatitisB-Hib (pentavalent), oral polio vaccine (OPV) and measles) before their first birthday.

· Children aged 12–23 months vaccinated against measles before 12 months.
· Children aged 12 – 23 months who are fully immunised against diphtheria, pertussis and tetanus before their 1st birthday.

	6


	Antenatal care and clean delivery


	· Ensuring that every pregnant woman receives the recommended four antenatal visits and recommended doses of tetanus toxoid (TT2+) vaccination, and is fully supported by her family and community in seeking appropriate care, especially at the time of delivery and during the postpartum period.
· Pregnant women receive institutional delivery or delivery by skilled attendants. Use of simple and clean delivery kits (plastic sheet, thread to tie umbilical cord, new razor blade to cut the cord, umbilical cord cutting board, and a bar of soap to wash hands).

· Ensuring that the newborn baby gets at least one skilled consultation in its 1st week of life.

	7


	Vitamin A

	· Providing children with adequate amounts of micronutrients (esp. vitamin A, iodine and iron) either in their diet or through supplementary sources.
· Children aged 6 – 59 months who have received a high dose of vitamin A in the last 6 months.

	8


	Water and sanitation


	· Disposing of all faeces safely, and washing hands with soap after defecation and before preparing meals and feeding children; using safe drinking water.

	B]
	For Treatment

	9

	Oral rehydration therapy (ORT)


	· Continuing to feed and offer more fluids, including breast milk, to children when they are sick.
· Children under-five with diarrhoea in the last 14 days given ORT.

· Sick children whose caregivers are advised to give extra fluid and continue feeding.

	10

	Timely and adequate treatment of malaria 

	· Children who were reported to have had fever in the previous 2 weeks and were treated with locally recommended anti-malarial (ACT).
· Caregivers of children who know at least two signs for seeking immediate medical care divided by total number of caregivers. These signs are:  a) child not able to drink or breastfeed; b) child becomes sicker despite home care; c) child develops a fever (in malaria risk areas or if child aged less than 2 months); d) child has fast/difficult breathing; e) child has blood in stool; and f) child is drinking poorly.
· Proportion of children prescribed oral anti-malarials, whose caregivers can correctly describe how to give the proper treatment.

	11

	HIV/AIDS and Paediatric ART


	· Children with suspected or confirmed HIV infection. The clinical expression of HIV in children is highly variable. Some HIV positive children develop severe HIV-related signs and symptoms in the first year of life. Other HIV+ children remain asymptomatic or mildly symptomatic.

· The management of the child with confirmed, suspected or possible HIV infection includes ART and cotrimoxazole therapy.

· ART is not a cure; the goal of ART is to prolong life by disabling the virus in the individual. Adherence to treatment is therefore important. ARV doses given to PMTCT babies and PMTCT mothers. 
· Cotrimoxazole preventive therapy is given to children with confirmed or suspected HIV infection or children who are HIV exposed to prevent pneumocystis carinii pneumoniae (PCP) and other opportunistic infections.
· Cotrimoxazole preventive therapy should be given from 6 weeks of age until child has been tested and HIV infection ruled out. If an HIV exposed infant is confirmed HIV positive, cotrimoxazole preventive therapy should be continued indefinitely.

	12

	Antibiotics for sepsis, pneumonia and dysentery


	· Access to recommended antibiotics and administration by HSAs or authorised caregivers for newborns with sepsis, children with pneumonia or fast breathing, and children with mucoid/blood stained stool.
· Recognising when sick children need treatment outside the home and taking them for health care to the appropriate providers.

	13

	De-worming


	· Children aged 6 – 59 months who have received a dose of anti-helminths drug (albendazole) in the last 6 months.
· Pregnant women who have received a dose of anti-helminths drug (albendazole) during pregnancy.

	C]
	For Social and Mental Development

	14

	Child protection


	· Prevent child abuse and take appropriate action when it occurs.
· Four forms of child abuse and/or neglect are: physical, sexual, emotional and neglect (denying a child food, cleanliness, education, treatment, etc).
· Proportion of caregivers who can identify the four forms of abuse and/or neglect and their related signs and symptoms.
· Proportion of caregivers who have witnessed child abuse and/or neglect and have taken action to stop it.

	15

	Early Learning and Stimulation


	· Promoting mental and social development by responding to a child’s needs for care, and through talking, playing and providing a stimulating environment.
· Caregivers who promote stimulation of the child through talking, playing, and other appropriate physical and emotional interactions appropriate for the age in the last three days. 


5.3
Service-delivery Modes for High-Impact Intervention

The service-delivery modes are used to make sure that the high-impact interventions reach pregnant women, newborn babies and under-five children in need of the services. Therefore, the service-delivery modes can be used individually and/or in concert, to achieve greater coverage. They are:

1. Community-based preventive and curative interventions; 
2. Outreach and facility-based preventive interventions; 
3. Individual-oriented clinical services. 
5.3.2 Communication strategies delivery of high impact interventions 

The following communication approaches, guided by a national communication strategy, will be used to create awareness and mobilise the population to adopt risk-reducing and health-promoting practices at individual and social levels. The purpose is to ensure adoption of desired risk-reducing behaviours, health promotion and prompt service utilisation practices. Communication strategies for delivery of high impact interventions include:
· Intensive advocacy at national and district level to influence policies, legislation, plans and resources;
· Community mobilisation and networking with existing and new communicator networks and alliances with private sector, media partners and development journalists;
· Communication with families and households through face-to-face communication concentrating in selected areas/districts;
· Promotion of services and creating awareness during child health days and malaria SADC week; 

· Mass media (TV, radio, newspapers); and
· A branded campaign (social marketing for high impact interventions).
5.4
Priority Area 1: Community-based preventive and curative interventions
Evidence shows that coverage and impact of family-oriented community-based services is high even in situations of extremely weak health systems, as is the case in Malawi. This service can be delivered on a daily basis by trained community health workers, with periodic supervision from skilled health personnel. The main bottlenecks for provision of services in family-oriented, community-based services include: lack of trained community workers, poor and irregular supply of household commodities such as ITNs and ORS; low demand for services; poor supervision of community health workers with resultant poor quality of services; and inadequate capacity to manage basic curative health services. Other factors are poor role definition and coordination of community health workers. However, marginal budgeting for bottlenecks (MBB) approach indicates that when these bottlenecks are overcome and family-oriented, community-based services are effectively implemented with the minimum services package, this will lead to reduction of 2.2 per cent of neonatal mortality rate and 23 per cent in under-five mortality rate at a per capita incremental cost of USD $2.8. The high impact interventions provided through community-based services are detailed in Table 3 above.

5.4.1
Rolling out community-based preventive and curative interventions
Acceleration here means jumpstarting to scale implementation of the minimum package of high-impact interventions through family-oriented, community-based services to cover all districts within first two years of the strategic plan. There should be rapid training, equipping and deployment of community health workers, especially Health Surveillance Assistants (HSAs) to cover all areas within the two years. The HSAs should be made the main change agents for health in the community and empowered to provide simple and safe basic curative care for the most important causes of morbidity, such as acute malnutrition, malaria, pneumonia and diarrhoea to save lives in the interim, while referring more complicated cases of pneumonia, sepsis, etc. Providing basic care will enhance the credibility and effectiveness of the HSAs to undertake health promotion. They can also be used to initiate community dialogue on practices that have caused the condition being treated. This is in contrast offering advice which is likely to be ignored. The HSAs should operate out of the health centre/post, with their work supervised by the District Health Office in collaboration with the health centres/posts. The HSAs should lead, supervise, harmonise and coordinate their work with those of other community workers, including: traditional birth attendants (TBAs); community-based distributors (CBDs); community volunteers; and extension workers for agriculture and social welfare, etc. Monthly feedback meetings are organised with the extension workers, the Village Health Committees and the Village Development Committees. 
5.4.2
Specific Objectives
SO1: To achieve a population universal coverage target with community-based preventive and curative interventions (see list above);
SO2: To strengthen the capacity of caregivers, community members and community health workers to provide family-oriented community-based services.
5.4.3
Major Interventions
Availability of essential commodities
· Advocate for improved system for procurement of ITNs and other essential commodities. 

· Strengthen community-based drug supply and management system.
· Procure and provide each extension worker with means of transport (bicycle) and basic kit for community health work, including medicine kit, information, education and communication (IEC) materials, boots, uniform and identification tag.
· Establish and regularly restock the village medicine kit with defined list of essential medicines, consumables and basic supplies (anti-malarials, cotrimoxazole, paracetamol, oral rehydration salts (ORS), de-worming tablets, tetracycline eye-ointment, etc.) for use and distribution by the HSAs.
· Procure and distribute seeds for crop diversification to enhance basic balanced feeding for pregnant women and children, before supplementary/complementary feeding.
Capacity building for community health workers
· Accelerate basic training of newly recruited HSAs.
· Deploy and pay wages for community health workers (HSAs) to achieve a target population ratio of one HSA per 1,000 population.

· Review training curriculum for extension workers to include newborn and communication skills issues.

· Train health workers and extension workers on essential newborn care.
· Train new and/or re-orient existing extension workers on issues of child survival and development, mobilisation, provision of basic curative services, etc. 

· In partnership with other related sectors, develop job aids for extension workers to support them in their work.

· Develop/reproduce IEC material for promotion of high impact interventions.

· Roll out community management of acute malnutrition (CTC), including screening for acute malnutrition. 
· Develop and implement performance targets linked to objective, performance-based monthly payments for the extension workers.
· Train stakeholders in iodised salt testing and monitoring (HSAs, agriculture extension development officer [AEDO], policemen, trade officers, Malawi Revenue Authority officers, and teachers).
Community mobilisation and awareness creation

· Conduct monthly household visits to change behaviour through high impact interventions regarding issues of maternal health, child survival and development. 

· Involve community leaders (at all levels), women’s and men’s groups, etc., in community-level mobilisation through community dialogue and advocacy to support issues of maternal health, child survival and development.
· Conduct community mobilisation in tandem with other national events/campaigns: Child Health Days, Day of the African Child, World AIDS Day, and integrate other activities during such events, e.g. distribution of bed nets, etc.
· Conduct regular radio programme to support maternal, newborn and child survival and development programmes/initiatives.
· Develop appropriate IEC materials to support community-level education.

· Institutionalise programme for home visits by community health workers to all homes within coverage area/population, including more frequent visits to homes with high risk families.

Table 4: Targets for community-based preventive and curative interventions

	
	
	
	
	
	
	

	 
	Intervention
	Indicators
	 
	Baseline 
MICS 2006 / DHS 2004
	Target
	 

	 
	
	
	
	
	2012
	 

	 
	Use of safe drinking water
	% of people living in households using improved sources of drinking water
	 
	74%
	80%
	 

	 
	Use of sanitary latrine
	% of people living in households with improved sanitation facilities 
	 
	46%
	90%
	 

	 
	Hand washing at 4 critical moments
	% of caregivers washing hands at 4 critical times
	 
	4%
	60%
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Early learning and stimulation for child development in CBCCs
	% children 3-5 years attending day care centre at least once a week preceding the survey
	 
	17%
	60%
	 

	 
	Early learning and stimulation for child development in the home
	% of children (0-3 years) receiving early stimulation at home

% of caregivers making and providing play materials for stimulation at household level
	 
	 
	60%
	 

	 
	Protection of children from neglect and abuse
	% of caregivers identifying four forms of child abuse related signs and symptoms
	 
	 
	60%
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Agriculture kit for diet diversification
	% of households that received agriculture kit for diet diversification
	 
	0%
	70%
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Use of iodised salt
	% of households using adequately iodised salt (15 ppm)
	 
	49%
	90%
	 

	 
	Early breastfeeding and temperature management
	% of newborns initiated on breastmilk within the first hour of birth
	 
	70%
	80%
	 

	 
	Universal extra community-based care of low birth weight (LBW) infants
	% of LBW infants receiving extra care 
	 
	16%
	50%
	 

	 
	Exclusive breastfeeding for children up to 6 months
	% of children exclusively breastfed for 6 months
	 
	56%
	80%
	 

	 
	Continued breastfeeding for children 6-24 months
	% of children aged 20-23 months still breastfeeding.
	 
	70%
	80%
	 

	 
	Complementary feeding for children
	% of children aged 6-59 months who received 5 or more feeds in the last 24 hours
	 
	49%
	80%
	 

	 
	Complementary appropriate food for pregnant and lactating women
	% of pregnant women receiving supplementary food (likuni phala)
	 
	60%
	90%
	 

	 
	Therapeutic feeding for severely malnourished children
	% of malnourished children under five receiving therapeutic feeding
	 
	40%
	80%
	 

	 
	Insecticide-treated mosquito nets for under-five children and pregnant women
	% of under-five children and pregnant women sleeping under insecticide treated bed nets
	 
	25%
	80%
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Oral rehydration therapy (ORT)
	% of diarrhoea cases offered more fluid, ORT and more food
	 
	47%
	85%
	 

	 
	Prompt malaria treatment of children with anti-malarial
	% of children under five with fever receiving antimalarial within 24 hours after onset of fever
	 
	27%
	80%
	 

	 
	Prompt malaria treatment of pregnant women with anti-malarial
	% of pregnant women with fever receiving antimalarial within 24 hours after onset of fever
	 
	33%
	80%
	 

	 
	Prompt treatment of suspected pneumonia in under-five children with antibiotic
	% of children with breathing difficulty and cough receiving antibiotics within 24 hours after onset of illness
	 
	29%
	80%
	 

	 
	Prompt treatment of suspected pneumonia in newborns with antibiotics
	% of newborn with breathing difficulty and cough receiving antibiotics within 24 hours after onset of illness
	 
	0%
	80%
	 

	
	
	
	
	
	
	


Provision of basic family-level counselling and curative services

· Conduct mapping of households with pregnant women, newborns and under-five children

· Regularly follow up with case-specific households to monitor family compliance with pregnancy monitoring and monitoring of child growth and development in the areas of: nutrition, breastfeeding, immunisation schedules, vitamin A, treatment advice, etc.

· Build capacities of HSAs and caregivers to prevent, manage and provide basic care for common causes of childhood illnesses at home, such as treatment of malaria, pneumonia, diarrhoea and de-worming of children, etc.

· Schedule and conduct regular village clinic days for provision of health services.
· Promote linkages and referral between health facilities and communities.


Early Learning and Stimulation for child Development at Community level.

· Advocate at high levels for the importance of investing in ECD as a high impact intervention for holistic child development, which impacts on national development.
· Establish 10,111 community-based childcare centres (CBCCs) to promote early learning and stimulation with an appropriate caregiver/child ratio according to the ages of children attending (1 CBCC for every 50 children aged 3-5 years).
· Recruit, train and deploy CBCC caregivers in all CBCCs. (An average number of 10 caregivers per centre depending on the age and number of children registered per centre.)
· Facilitate and stimulate child development at CBCCs by providing opportunities for exploration and learning through provision of a variety of play materials to enhance mental, physical, social emotional development.
· Provide developmentally and culturally appropriate activities to enhance learning through talking, playing, story telling and other physical and emotional interactions.
· Conduct parental education and household visits to promote early childhood development in the home for children under 3 years.

· Conduct parental education for enhancing parental involvement in child development, especially in assessment of children’s developmental milestones.

· Capacity building of community management teams for CBCCs to manage, organise and run ECD centres.

· Set up 28 resource centres in each district to serve CBCCs in sustainable development of teaching and learning materials.

· Facilitate birth registration during any contact point to formal sector (postnatal care, BCG vaccination etc.) 

· Create awareness on and mobilise communities to recognise and take appropriate action to stop the four forms of child abuse and/or neglect: physical, sexual, emotional and neglect (denying a child food, cleanliness, education, prompt treatment, etc).

· Use CBCCs as entry points to promote nutrition, use of clean water, ITNs and micro-nutrient supplementation. 

· Facilitate the transition and linkage between CBCCs and primary education for “neglected children” in the 5 – 7 age group before primary education.
· Organise material production workshops at community level to promote learning through play.
Monitoring, supervision and reporting 
· Improve the use of the village health register, village development committees, village health committees and area development committees for monitoring the uptake of high impact interventions. 

· Conduct monthly reporting and supervision meetings between each extension worker, village health committee and staff from nearby health facility.

· Work closely with other community structures and support groups to increase coverage and coordinate efforts.

· Strengthen monitoring of iodised salt in markets and households. 

5.5
Priority Area 2: Outreach and facility-based preventive interventions
In a weak health system, where geographical access presents major barriers, outreach and facility-based preventive interventions provide an avenue for community action, expanded access and coverage for preventive, promotive and basic curative services; and creates the required linkages between community services and health facilities. Population-oriented scheduled services are provided by health workers with basic skills (HSAs, auxiliary nurses/midwives and other paramedics). It can be delivered through routine and scheduled outreach or in a health facility in a scheduled way. Increased coverage of outreach and facility-based preventive interventions will reduce neonatal mortality by 3.5 per cent, under-five mortality rate by 3.3 per cent, and maternal mortality by 5.9 per cent with an incremental investment of 2.3 USD per capita, provided that key bottlenecks are addressed (see section 2.4.2). The high impact interventions provided through population-oriented scheduled services are in Table 4 above.

5.5.1
Rolling out outreach and facility-based preventive interventions
Preventative interventions should be rolled out in the community using outreach services. Acceleration means that there should be more frequent and predicable outreach by auxiliary nurses/midwives providing population-oriented scheduled services to reduce missed opportunities. An appropriate community structure should be available at the outreach site in order to ensure that all services will be provided in a confidential and private manner. When scheduling outreach, attention should also be paid to variations in access to services within the community. Focus will be on areas or populations that are underserved. CBCCs may be considered as a possible service delivery point. Outreach will be planned with the community and community members should provide support to track defaulters.
5.5.2
Specific Objectives

SO1: To achieve universal coverage for outreach and facility-based preventive interventions (see list of services below).
SO2: To strengthen the capacity of local health posts/centres to provide outreach and facility-based preventive interventions.
5.5.3
Major Interventions

Logistics and supplies management

· Review procurement procedures for vaccines and injection materials;

· Improve supply and management system for essential inputs;

· Supply additional vehicles and motorbikes for integrated outreach, and fuel; and
· Improve maintenance system of cold chain, transport means and other equipment.
Capacity building
· Train additional health workers and extension workers for integrated outreach services (EPI, growth monitoring, cotrimoxazole preventive therapy, ITNs, ANC, IPT, iron-folate, vitamin A, de-worming, family planning, HTC, and PMTCT);
· Establish community-based health posts for provision of outreach services to patients/clients in a manner that guarantees confidentiality and privacy in service provision (building provided by community); and
· Procure and ensure regular availability of essential supplies, commodities and consumables for provision of scheduled population-oriented services.
Services 

· Integrate service provision of: EPI, growth monitoring, cotrimoxazole preventive therapy, ITNs, ANC, IPT, iron-folate, vitamin A, de-worming, family planning, HTC, and PMTCT;
· Conduct community-level micro-planning of integrated outreach services, identifying and mapping under-served communities and developing schedules to extend outreach services to them, taking into account CBCC as possible outlet point;

· Conduct regular, defined and predictable scheduled outreach from local health facility to each identified community site;
· Deliver interventions at child health days (EPI, Vitamin A, de-worming, ITN distribution, hygiene and sanitation, infant feeding, and growth monitoring, among others);
· Strengthen referral system and continuum of care; and
· Enhance supportive supervision at all levels.
Community mobilisation for services uptake

· Social mobilisation for improved uptake of preventive services, including male involvement and defaulter tracking for immunisation, ANC, PMTCT,FP and cotrimoxazole therapy;
· Map community health workers and mobilise eligible families with mothers and/or under-five children who need services that can be provided through community scheduled outreaches, and trace defaulters.

Monitoring and supervision

· Strengthen monitoring system for all high impact interventions provided at outreach and static service delivery points (HMIS and VHR).
Table 5: Targets for outreach and facility-based preventive interventions

	 
	 
	 
	 
	 
	 
	 

	 
	Intervention
	Indicators
	 
	Baseline 
	Target
	 

	 
	
	
	
	
	2012
	 

	 
	Family Planning (FP)
	% of women of reproductive age continuously using any modern FP method for the last 2 years
	 
	20%
	40%
	 

	 
	Antenatal Care (ANC)
	% of women who received ANC during first trimester of their pregnancy
	 
	8%
	43%
	 

	 
	Tetanus immunisation
	% of pregnant women who received at least 2 doses of tetanus immunisation (TT2+)
	 
	84%
	90%
	 

	 
	De-worming in pregnancy
	% of pregnant women who received de-worming
	 
	0%
	90%
	 

	 
	Detection and management of syphilis in pregnancy
	% of pregnant women with syphilis screened and treated with antibiotics
	 
	20%
	60%
	 

	 
	Prevention and treatment of iron deficiency anaemia in pregnancy
	% of pregnant women with anaemia receiving iron supplementation
	 
	80%
	90%
	 

	 
	Intermittent presumptive treatment (IPT) for pregnant women
	% of pregnant women who received 2 doses of IPT during last pregnancy
	 
	47%
	90%
	 

	 
	PMTCT (testing, counselling, AZT + sd NVP, and infant feeding counselling)
	% of mother/baby pairs born to HIV+ mothers who are given ARV for PMTCT
	 
	6%
	80%
	 

	 
	Condom Use
	% of women who used a condom during last sex with non-marital, non-cohabiting partner
	 
	40%
	65%
	 

	 
	Cotrimoxazole prophylaxis for HIV+ mothers
	% of eligible HIV+ pregnant women receiving cotrimoxazole prophylaxis 
	 
	0%
	65%
	 

	 
	Cotrimoxazole prophylaxis for children of HIV+ mothers
	% of children born to HIV + mothers receiving cotrimoxazole preventive therapy
	 
	6%
	65%
	 

	 
	Measles immunisation
	% of children who received measles vaccination
	 
	84%
	84%
	 

	 
	BCG immunisation
	% of children who received BCG vaccination
	 
	94%
	94%
	 

	 
	OPV immunisation
	% of children who received 4 doses of polio vaccination
	 
	80%
	80%
	 

	 
	Pentavalent (DPT-HiB-Hepatitis) immunisation
	% of children who received three doses of pentavalent
	 
	85%
	85%
	 

	 
	Vitamin A supplementation
	% of children aged 6-59 months who received at least one vitamin A supplement within the last 6 months
	 
	80%
	80%
	 

	 
	Post-partum vitamin A supplementation
	% of pregnant women who received Vitamin A within 2 months after birth
	 
	0%
	80%
	 

	 
	De-worming of children
	% of children aged 12-59 months who received de-worming in the last six months
	 
	10%
	80%
	 

	
	
	
	
	
	
	


5.6
Priority Area 3: Individual-Oriented Clinical Services

This service-delivery mode requires health workers with advanced skills (registered nurses/midwives or physicians) that are available on permanent basis. It addresses individual specific clinical services required by children or pregnant women who are sick or giving birth. Although preventive and promotive services are important in reducing under-five morbidity and mortality, achievement of the MDGs requires back-up facility-based services for referral care for sick children, pregnant women presenting with severe conditions, and women requiring emergency obstetric care. However, major bottlenecks exist (see section 4.2.3). Once key bottlenecks are addressed, the individual-oriented clinical services can lead to 25.8 per cent decrease in neonatal mortality rate, 23.6 per cent reduction in under-five mortality and 76.8 per cent in maternal mortality, by an incremental investment of 20.6 USD per capita. 
5.6.1
Rolling out individual-oriented clinical services 

Infrastructure development will be required to strengthen this strategy. Accelerated expansion of PHC facilities, its staffing and training of health workers is needed to achieve universal coverage. Accelerated in-service training of medical and paramedical staff will be achieved through training of trainers (TOT) teams that will split up and undertake rapid, concurrent trainings. Planning and conduct for such trainings will be facilitated by training colleges and universities already training these cadres of staff. These institutions will also incorporate trainings in maternal, newborn and child health and development in their training curriculum so that their graduates qualify with the required skills for these services.
5.6.2
Specific Objectives

a. SO1: To achieve universal coverage for essential health services for women and children at primary healthcare level.

b. SO2: To strengthen capacity of health centres to provide clinic-based maternal, newborn and child health services.
5.6.3
Major Interventions

Logistics and supply management
· Improve supply chain management for essential drugs and supplies by central medical stores (CMS), district and health facilities with no stock-out of any single supply for more than 2 weeks;

· Equip B-EmONC centres with essential equipment;
· Procure and install essential diagnostic and other equipment required for out-patient and in-patient care; and
· Support the establishment of transport and communication systems for referral between rural areas and nearby facilities.
Human resource capacity building

· Fully operationalise emergency plan for human resources and finalise deployment policy, prioritising underserved areas and delivery of high impact interventions for maternal, newborn and child care;

· Recruit/deploy adequate staffing for each level of care as per MoH staffing norm;
· Train at least 2 staff per health facility in skills for delivery, newborn care and Integrated Maternal, Neonatal and Childhood Illnesses (IMNCI), life saving skills, and emergency obstetrics care, including management of 3rd stage of labour during deliveries;

· Adapt IMNCI in-service training curriculum for specialised health care workers;
· Train medical and paramedical lecturers as trainers of trainers in maternal, newborn and child care, including IMNCI in order to roll out in-service and pre-service training;
· Integrate training in newborn and IMNCI, paediatric AIDS care, and emergency obstetrics care in pre-service training curriculum of all medical and paramedical training institutions in Malawi; and
· Review and define the role of TBAs in maternal and neonatal health.

Infrastructure

· Construct 660 new primary healthcare facilities to achieve minimum standard norm per defined population (e.g. 1 health centre for 10,000 population; 1 B-EmONC centre for 100,000 and 1 C-EmONC for 500,000 population); and
· Renovate/refurbish 185 primary healthcare facilities.
Services provision

· Provide 24 hour free and integrated maternal, newborn and child health services in health facilities within Malawi, in particular for skilled delivery and EmONC;
· Reinforce blood transfusion services at C-EmONC facility;

· Improve transport system for emergency referrals of obstetrics and paediatric cases between community level/health centre and hospitals; and
· Improve quality of care in service provision in all health facilities.
Community mobilisation and Awareness creation

· Strengthen/establish community initiatives and capacities and involve men in maternal, newborn and child health, especially regarding prompt care seeking and timely referral;
· Mobilise households/families and communities to access and utilise maternal, newborn and child health services. 

Monitoring and evaluation
· Conduct maternal death reviews and clinical audits; and
· Provide regular supportive supervision to enhance quality of care. 

Table 6: Targets for individual –oriented clinical services
	 
	 
	 
	 
	 
	 
	 

	 
	Intervention
	Indicators
	 
	Baseline 
	Target
	 

	 
	
	
	
	
	2012
	 

	 
	Prompt malaria treatment of children with anti-malarial
	% children under five with fever receiving antimalarial within 24 hours after onset of fever
	 
	27%
	80%
	 

	 
	Prompt malaria treatment of pregnant women with anti-malarial
	% pregnant women with fever receiving antimalarial within 24 hours after onset of fever
	 
	33%
	80%
	 

	 
	Management of complicated malaria (2nd line drug)
	% of children with complicated malaria treated with 2nd line drug
	 
	50%
	80%
	 

	 
	Prompt treatment of suspected pneumonia in children under five with antibiotic
	% of children with breathing difficulty or cough receiving antibiotics within 24 hours after onset of illness
	 
	15%
	80%
	 

	 
	Prompt treatment of suspected pneumonia in newborns with antibiotics
	% of newborns with breathing difficulty and cough receiving antibiotics within 24 hours after onset of illness
	 
	0%
	80%
	 

	 
	Antibiotics for diarrhoea and enteric fevers
	% of diarrhoea and enteric fever cases receiving antibiotics
	 
	25%
	80%
	 

	 
	Vitamin A treatment for measles
	% of children with measles treated with vitamin A
	 
	75%
	80%
	 

	 
	Antibiotics for opportunistic infections
	% of AIDS cases treated for opportunist infections
	 
	0%
	50%
	 

	 
	ART for children with AIDS
	% of eligible children receiving ART
	 
	11%
	80%
	 

	 
	ART for pregnant women with AIDS
	% of eligible pregnant women receiving ART
	 
	 
	 
	 

	 
	Skilled delivery care
	% of deliveries assisted by personnel trained in life saving skills
	 
	12%
	81%
	 

	 
	Resuscitation of asphyctic newborns at birth
	% of newborns that received neonatal resuscitation services
	 
	30%
	81%
	 

	 
	Antibiotics for preterm/prelabour rupture of membranes (P/PROM)
	% of P/PROM cases receiving antibiotics
	 
	30%
	81%
	 

	 
	Detection and management of (pre)eclampsia (magnesium sulphate)
	% of (pre) eclampsia cases receiving mag sulph from a skilled health worker
	 
	80%
	81%
	 

	 
	Management of neonatal infections at PHC level
	% of neonatal sepsis receiving antibiotic from a skilled health worker
	 
	40%
	81%
	 

	 
	Basic emergency obstetric and neonatal care (B-EmONC)
	% of complicated pregnancies treated in quality EmONC facility (B-EmONC or C-EmONC)
	 
	2%
	81%
	 

	 
	Clinical management of neonatal jaundice
	% of neonates with jaundice treated in hospital (first or second line) 
	 
	75%
	80%
	 

	 
	Management of severely sick children (referral IMCI)
	% of very sick children treated in hospital (first or second line)
	 
	11%
	40%
	 

	 
	Management of first line ART failures
	% of first line ART failures receiving adequate second line ART regimen
	 
	1%
	40%
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Comprehensive emergency obstetric care (C-EmONC)
	Women who received C-Sections within 2 hours of referral as a % of the number of women who needed C-Sections
	 
	12%
	81%
	 

	 
	Management of neonatal infections at primary referral level
	% of neonates with infection who received antibiotics 
	 
	30%
	81%
	 

	 
	Universal emergency neonatal care (asphyxia aftercare, management of serious infections, management of the very low birth weight [VLBW] infant)
	% of VLBW infants who received universal emergency neonatal care
	 
	30%
	81%
	 

	 
	Other emergency acute care
	% acute non-obstetric emergencies managed correctly at second line referral facilities 
	 
	30%
	81%
	 

	 
	Management of 2nd line ART failures
	% of complicated AIDS cases managed in second line referral facilities
	 
	50%
	81%
	 

	 
	 
	 
	 
	 
	 
	 


6.0
SUPPORTING STRATEGIES
This section covers the following interventions that aim to strengthen health systems and that are essential for delivery of the Strategic Plan: logistics management; resource mobilisation and management; and human resources for health.
6.1
Logistics Management 

Poor logistics management is one of the constraints identified as causing bottlenecks in the implementation of child survival programmes because of delays, failure to supply vaccines, drugs, mosquito nets, etc. The various programmes involved in maternal, neonatal and child health will have to undertake thorough quantification of their logistical needs and develop a robust procurement plan that takes into consideration lead time from order to delivery and the need for sufficient buffer stock. These should be done within the framework of the SWAp and with institutional support from central medical stores. Quantification should also consider the logistical needs of community-level services.
6.1.1
Rolling out the strategy

Each intervention unit will ensure that district-level drug quantification and forecasting includes requirements for clinic days and home visits by community extension workers
 and for emergency treatment. Central medical stores, in liaison with relevant units, will facilitate distribution of the supplies and drugs (both push and pull systems) to ensure equitable access in all districts. There should be separation of functions (requisition, approving and issuing). At community level, the community drugs kit will be kept by the Village Head in a lockable box, from which community extension workers, including HSAs shall regularly restock their kits, taking into account the amount of drug issued, the amount used and the number of patients treated. 

6.1.2
Specific Objectives

SO1: To strengthen capacities for logistics planning and management at all levels.

SO2: To ensure availability of essential drugs, commodities and supplies at all levels at all times.
6.1.3
Major Interventions
· Facilitate quantification, procurement and distribution of drugs, supplies and commodities and maintain sufficient levels of stock at all times;
· Monitor utilisation and ordering of drugs at all levels of service provision;
· Orientate pharmacy technicians and health centres on logistics management and use of the logistics management information system (LMIS);
· Orientate community leaders and community drug management committees on issues of logistics management;
· Incorporate community drug/logistics management into the HSA curriculum; and
· Procure additional transportation and communication equipment and supplies.
	Expected Results 

· Strengthened capacity for logistics management including adequate functioning of cold chain, supply of medical equipment, availability of transport for referral and supervision at all levels of health systems.
· Adequate availability of commodities, supplies and drugs at all levels of healthcare delivery system.


6.2
Resource mobilisation and management 

One of the main constraints to a scaled-up and accelerated implementation of child survival and development interventions is inadequate financial resources. There is also concern over the predictability and sustainability of funding from development partners. With donor priorities and resources changing from year to year, it is difficult to predict funding without a signed partnership agreement for a defined period of time.  There is therefore an urgent need for mobilisation and commitment of significant and sustained financial resources in order to achieve the targets set in this Strategic Plan. Additional resources in turn require improved mechanisms for managing and accounting for resources in a transparent manner. Accountability should not only be for resources used, but to gauge performance/value for money, which is directly linked to achievement of results within the Strategic Plan.  
6.2.1
Rolling out the Strategy

The Government and its partners will undertake an aggressive resource mobilisation campaign to solicit funds for this Plan. Resource mobilisation shall be guided by: (a) the need to implement the package as a whole in all districts; (b) the need to promote equitable allocation of resources in a synergistic and accelerated manner from all partners while giving priority to underserved areas/populations; (c) unequivocal declaration of interest and commitment to this Strategic Plan in the spirit of a managed partnership; and (d) mapping and costing contributions of partners within a coordinated framework in the national response. In addition, there will be leveraging of policies, plans and budgets for well-funded programmes - such as HIV/AIDS, malaria, TB and EPI – for the under-funded elements in IMCI. Ministries and donors may channel funds directly to the district or through sector-wide approaches, where they exist. There will be sectoral and multi-sectoral spatial and temporal coordination of activities.
6.2.2
Specific Objectives
SO1: To strengthen capacities in resource mobilisation, utilisation and performance-based accountability.

SO2: To mobilise and increase funding available for the implementation of programmes for accelerated child survival and development.

6.2.3
Major Interventions

Capacity building for resources mobilisation and management

· Prepare a budgeted National Strategic Plan to provide guidance for financial requirements and possible sources.

· Prepare consolidated annual work plan and budget for implementing the strategy.

· Train staff from sector ministries and key partner institutions in resources mobilisation, performance based management and proposal development.

· Orient members of the executive committees at various levels in ACSD, results based programme management, and accountability.
· Strengthen capacity of the IMCI Unit as the secretariat to coordinate the development of proposals to source funding and manage donor contributions for IMCI approach on behalf of all partners.
Resources mobilisation/allocation
· Mobilise budgetary allocation to support implementation of the Strategic Plan from sector ministries, government departments and district and local authorities;
· Conduct selected resource mobilisation campaigns or advocacy missions to solicit funds from development partners for the implementation of this Plan;
· Negotiate and formalise memorandum of understandings/partnership agreements with development partners, donors, foundations, etc. committing financial contributions of defined amount over a specified period of time;
· Develop programme/project proposals to mobilise additional resources from development partners, private sectors and foundations, etc.;
· Mobilise resources from CSO and private sector by coordinating their response /contribution within the framework of this Strategic Plan.

	Expected Results

	· Increased amount of additional resources mobilised
· Increased sector budget allocation for programmes to accelerate implementation of the Plan

· Formal/defined strategic partnerships fostered for resource mobilisation and predictability
· Strengthened capacity for mobilising and managing resources


6.3
Multi-sector collaboration and strategic partnerships 

A sustainable and long-term reduction in child mortality depends on complementary actions at different levels and by all key sectors. The health sector, which contributes about 70 per cent of interventions in this Strategic Plan, can produce rapid changes in childhood morbidity and mortality by addressing specific causes of illnesses and death – the main thrusts in this Strategic Plan. However, the health sector is not in a position to address underlying determinants of maternal and childhood mortality, such as: lack of education; low status of women in society; availability of transport and good road networks for referrals; adequate supply of food and safe drinking water, etc. Active cooperation and participation of other sectors is therefore needed to address these underlying determinants of child survival and development. These will also help ensure that affected children are catered for beyond 5 years of age, and that they in turn sustain and improve the well being of their own future children. Implementation of the Strategic Plan also requires involvement of national and international partners, including private sector and NGOs, through participation, coordination and mobilisation of resources. 
6.3.1
Implementation Strategy 

The IMCI Secretariat will work closely with sector ministries and related departments to ensure that component interventions relevant for child survival and development are implemented in synergy and that they complement and support efforts detailed in this Strategic Plan. Strategic partnerships, within a coordinated framework, will be built with development partners, NGOs, and private sector to increase access and coverage of services for child survival and development. These include strengthening of logistics systems and adopting uniform reporting and reviews as well as filling resource gaps and addressing health system development through training. Finally, a meeting will be held to establish a common understanding across programmes, with special reference to the common goal of MDG4, the IMCI approach, roles and responsibilities, resource flow and the meaning of integration.

6.3.2
Strategic Objectives

SO1: To develop a functional multi-sector mechanism for planning, implementation, monitoring and evaluation of the Strategic Plan at all levels.

SO2: To strengthen capacity of coordination structures to better perform their multi-sector coordination functions
6.3.3
Major Interventions

Capacity building

· Establish/strengthen coordination structures for child survival and development at all levels;
· Develop a database of all key partners at national and sub-national levels; their roles in child survival and development; their geographical coverage; the focus of their intervention programmes and reach; and resources available on yearly basis; and
· Prepare from existing policies and guidelines a consolidated basic handbook for extension workers covering all elements in the minimum package.

Coordination
· Hold inter-programme meetings to harmonise operation and arrive at a common understanding on selected issues, including: (a) targets year by year; (b) time of key activities; and (c) allocation of resources, taking into consideration the funding gaps and intervention coverage levels;
· Develop and harmonise a coordinated framework for community-level approach to child survival and development that is common for all community extension workers in all related sectors;
· Develop a common system for supervision, monitoring and reporting for all community extension workers, to include issues of child survival and development.

· Mobilise each IMCI partner to: (a) endorse to the IMCI policy; (b) articulate their mandate for ACSD; (c) prepare an action plan and budget for components 1, 2 and 3 of IMCI approach every year; and (d) nominate a focal point person for implementation of the Strategic Plan related to their sector/unit;
· Form Technical Working Groups and Task Forces amongst partners as and when necessary to achieve a given task; and
· Conduct bi-annual, quarterly and monthly Joint Programme Reviews together with partners for child survival and development at the national, district and TA levels.

	Expected Results

	· Increased coordination of key stakeholders in child survival and development
· Harmonised strategies, plans, targets and resources for child survival and development at all levels.


6.4
Human Resources for Health 

The Strategic Plan will specifically address the community component of human resources for health as it relates to recruitment and facilitation of work. Issues related to long-term recruitment and training of skilled staff will be addressed within the SWAp framework. In-service and pre-service trainings in MNCH interventions will be integrated in the curriculum for medical and paramedical training institutions. As an approach to accelerated implementation of child survival and development, health training institutions will consider the need for this and accordingly revise the content of their maternal, paediatrics and child health teaching to meet the needs of the country. 
It is desirable that health training institutions partner with the Ministry of Health and other agencies/institutions conducting unscheduled in-service trainings, especially in clinical areas such as PMTCT, IMCI, EPI/plus, etc. in order to coordinate and harmonise the content of various MNCH/IMCI trainings and ensure adherence to quality standards. This will also ensure that national capacities of health training institutions are built to sustain such a programme over the longer term. Training institutions will have their representative included in the child survival and development technical committee at each appropriate level to ensure that they work within the framework of the National Strategic Plan for ACSD.
6.4.1
Rolling out the need for human resources

Rapid roll out of training will require forming a team of trainers of trainers to cover a given region/district where they can plan and execute training courses for all key cadres within the region/district. However, it is important that Ministry of Health first re-orient all the trainers on key concepts of the National Strategic Plan for ACSD and on the revised curriculum. The first round of accelerated trainings should focus on low skilled cadres/community workers (such as community health workers) and should, as much as possible, be practical oriented. The long-term strategy is then to focus on training, recruitment and deployment of specialists, medical doctors, registered nurses and midwives and to address issues related to their retention within Malawi’s civil service.

	Expected Results

	· Strengthened capacities of medical and paramedical institutions to train in IMCI and MNCH.

· Increased skills of medical and paramedical health workers in the management of childhood illnesses and other maternal, newborn and child conditions.

· Increased number and skills of community health workers providing basic home-based care for common maternal, newborn and child health conditions, and identifying conditions that need referral.

· Harmonised strategies, plans, targets and resources for child survival and development at all levels.


6.5
Supervision

Supervision will be essential at and between various levels of the health system, and especially for the success of community-based programmes. Literature shows that the success of ACSD programmes piloted in West African countries was dependent on successful, frequent and regular supervision, that helped to identify problems early on and take immediate remedial action. 
Therefore, all related programmes should develop a common supervisory mechanism and supervisory checklist with attendant human resources and financial commitment to produce a sustainable supervisory mechanism for expanded access to interventions for maternal, newborn and child health. In the short term in order to fill the gap in supervision, it is envisaged that tutors in training institutions will form part of the supervisory team to enable support supervision to be carried out in the shortest time possible and with the right combination of technical skills. Key staff involved in supervision will be trained in supportive supervision.
The frequency of supervision will be as follows for each level:

· Monthly supervision of HSAs by staff from the health facility catchment’s area, with involvement of community leaders; and bi-monthly (every 2 weeks) supervisory meetings of all community heath workers within a given village as a peer supervisory mechanism.
· There will be two-monthly supervision of each health facility by members of the DHMT. During such supervision, members of the Health Centre Management Team will also be involved. Each health centre staff will also participate in a monthly quality-of-care audit meeting for all staff to identify bottle necks, performance standards and other quality-of-care issues and propose immediate remedial actions.
· Every quarter, there will be supervision of each DHMT by zonal and central programme officials. 
· At the central level, there will be bi- annual meetings of the Technical Working Group to provide peer review on implementation of the Strategic Plan.

Community members will be involved in supervision in a participatory process to identify weaknesses and strengths within the health system and at community level for effective delivery of high-impact interventions.
7.0
INSTITUTIONAL FRAMEWORK

This section presents the management and governance frameworks for the operationalisation and coordination of the Strategic Plan at national and sub-national levels. The organisational structure identifies key partners with direct roles in the ACSD strategy, illustrates the links between partners and shows how their coordination will be managed administratively and programmatically.

7.1
National Child Survival and Development Committee

In order to ensure an effective multi-sectoral response to IMCI , there shall be a Child Survival and Development Committee (CSDC) made up of Principal Secretaries and senior officials from the government ministries and United Nations (UN) agencies. The CSDC will be chaired by the Secretary for Health and UNICEF will be the vice-chair. 
Memberships

· Ministry of Health (MoH)
· Ministry of Women and Child Development (MoWCD)
· Ministry of Agriculture and Food Security (MoAFS)
· Ministry of Irrigation and Water Development (MoIWD) 

· Ministry of Education, Science and Technology (MoEST) 
· Office of the President and Cabinet (OPC) - Nutrition, HIV/AIDS; 

· Local Assemblies
· UN agencies (UNICEF, WHO, UNFPA)
· World Bank

· Christian Health Association of Malawi (CHAM)
· Bilateral Donors (USAID, DfID, NORAD, GTZ, EU, JICA)

Terms of Reference

· Provide political visibility, policy direction and support to child programmes;
· Facilitate the coordination of input from all major internal and external partners in the country in child survival and development; 
· Oversee the implementation of the Strategic Plan;
· Advise the National Child Survival and Development Technical Working Group;
· Facilitate coordination with non-health sectors relevant to child survival;
· Act as the national point of contact with the Global Child Survival Partnership;
· Assist in raising funds for the Strategy; and
· Promote and identify funding for research to address problems of child survival.
7.2
CSD Technical Working Group

The CSD Technical Working Group will provide programmatic and technical support to the CSDC. It is comprised of Directors and other senior technical officials from participating partners and appropriate departments involved in child survival and development. (See list of institutions above.) 
Membership

· Same institutions as for CSDC Committee, but with directors and senior technical officers in each of the relevant units/departments.

· CSO representatives (selected on rotational basis).
Terms of Reference

· Provide technical advice to the CSDC;
· Coordinate planning, implementation, monitoring and evaluation, and coordination of programmes related to child survival and development at national and district levels;
· Develop and disseminate technical and managerial guidelines on child survival; 

· Support district and sub-district planning for child survival and development;
· Support problem-solving and planning for child survival in special population groups; and
· Monitor and evaluate national implementation of the Strategy, including periodic reviews.
7.3
Managed Partnership

Partners in the implementation of accelerated child survival and development shall be bound by the following:

· Unequivocal declaration of interest and commitment to the ACSD policy, strategy and strategic plan;

· Recognition of the need and acceptance of their roles within their mandates as well as their willingness to discharge their responsibilities;

· Respect for the institutional framework and their position and relations in it; and
· Shared responsibility to advocate and support other partners to discharge their accountabilities and responsibilities.

7.3.1
Roles and responsibilities

The IMCI policy demands a multi-sectoral approach with a common set of roles and responsibilities applying to all partners. Specifically partners should:
1. Articulate their mandate and action plan for the implementation of ACSD components 1, 2 and 3, including resource mobilisation.
2. Support health promotion and education related to all the elements in the Malawi minimum package of high impact interventions.
3. Provide policy, programmatic and administrative guidance and support to the relevant components according to their specific mandate.

4. Ensure participation in community dialogue.
5. Communicate the CSDC decisions to and from all levels of their organisational and management structure.

Figure 20: Institutional Framework for the implementation of ACSD in Malawi
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7.3.2
Partner-specific roles and responsibilities

1]
The Ministry of Health

The Ministry of Health will provide overall leadership for managing implementation of the Strategic Plan for ACSD in Malawi through its administrative structure from the headquarters to the community level. This leadership role will be supported by policy and programmatic contributions from other Sections/Units in the Ministry. 
In particular MoH shall:

(i) Chair and provide the secretariat for CSDC and TWG;
(ii) Take a leading role in policy formulation/review implementation, monitoring and coordination of ACSD;
(iii) Procure and supply drugs, supplies and equipment for case management or referral;
(iv) Coordinate expansion plans for human resources, facilities, logistics, resources, taking into consideration other departmental plans: malaria, EPI, nutrition, etc.;
(v) Facilitate signing of service agreements between CHAM and District Health Offices;
(vi) Establish management, monitoring and supervision structure for the Plan;
(vii) Mobilise and allocate resources for child health and development interventions; and
(viii) Continually provide policy oversight and guidance for implementation of the Plan.

The Ministry of Health will be in-charge of coordinating this Strategic Plan and will collaborate with CHAM, the private sector, research and training institutions, and NGOs as appropriate. The IMCI Unit will serve as secretariat to the multi-sector Child Survival and Development (CSD) Committee and Technical Working Group (TWG).

2]
Ministry of Women and Child Development

As a member of the CSDC, TWG and multi-sectoral training, supervision, monitoring and evaluation teams, MoWCD shall:
(i) Ensure that communities are mobilised to adopt positive health behaviours that contribute to the survival growth and development of the child;
(ii) Promote parental and adult literacy;
(iii) Facilitate provision of community-based emergency transport systems;
(iv) Enhance community dialogue in general to facilitate understanding, utilisation and adherence to treatment and counselling; 

(v) Facilitate utilisation of community structures to consolidate and promote key care practices;
(vi) Maintain a data base of NGOs/FBOs/CBOs by district; and
(vii) Advocate on the importance of ECD to national development.
3]
Ministry of Agriculture and Food Security

As a member of the CSDC, TWG and multi-sectoral training, supervision, monitoring and evaluation teams, MoAFS shall:
(i) Ensure that there is food security, dietary diversification, sanitation, processing, preservation, storage and utilisation of nutritious foods in households.

4]
Ministry of Irrigation and Water Development

As a member of the CSDC, TWG and multi-sectoral training, supervision, monitoring and evaluation teams, MoIWD shall:
(i) Ensure that communities are mobilised to demand improved sanitation facilities, and access to safe water and to adopt safe hygiene practices.
5]
Ministry of Education, Science and Technology
As a member of the CSDC, TWG and multi-sectoral training, supervision, monitoring and evaluation teams, MoEST shall:
(i) Mobilise and empower children in schools to adopt positive health behaviours.

6]
Office of the President and Cabinet – Department of Nutrition, HIV/AIDS

As a member of the CSDC, TWG and multi-sectoral training, supervision, monitoring and evaluation teams, OPC Department of Nutrition, HIV/AIDS shall: 
(i) Coordinate multi-sectoral nutrition program at national level and ensure consistency, adequacy and relevance across sectors; and
(ii) Promote food security, dietary diversification, sanitation, processing, preservation, storage and utilisation of nutritious foods in households and communities in relation to the minimum package of high impact interventions.

7]
Decentralised arrangement

The translation of the multi-sector response to action at district and community levels shall be through the District Executive Committees (DECs), Area Development Committees (ADCs) and Village Development Committees (VDCs). The District Commissioner shall be responsible for the multi-sectoral implementation of IMCI, with a secretariat composed of the DHO and District Social Welfare Officer for leadership and programmatic support for all the components. The DEC shall be responsible for operational decisions for IMCI implementation in the district. The District Technical Working Group (DTWG) shall provide technical guidance and coordination for planning, implementation, monitoring and supervision, taking advantage of other existing sectoral TWGs. 

The responsibility of coordinating and directing the implementation of IMCI activities at community level will rest in the VDC. Existing community structures that may play a facilitator role in IMCI shall be determined by VDC and used to facilitate implementation of the key care practices. 

8]
Local Assemblies

(i) Provide leadership in the making of operational decisions for the implementation of IMCI at district level.

(ii) Ensure equitable resource allocation and holistic implementation of IMCI throughout the district in line with the national policy direction and guidelines.

(iii) Monitor progress of IMCI implementation with respect to the mandates of various government ministries and partners.

(iv) Work with ADCs and VDCs to ensure their functionality and support to IMCI.

9]
CHAM

(i) Member of TWG for training, supervision, monitoring and evaluation team.

(ii) Speed up the signing of service agreements with the District Health Offices.
(iii) Ensure that the pre-service training curriculum contains components of IMCI.

10]
NGOs /FBOs /CBOs 

(i) Represented in the CSDC and TWG by parent government ministry/department.
(ii) Identify partners to implement the Malawi minimum IMCI package.

(iii) Ensure that their interventions are approved and supported by their parent ministry.

(iv) Provide technical support for monitoring and evaluation at district and sub-district level.

(v) Ensure sustainability of initiatives beyond the period of donor support.

11]
United Nations Agencies

A]
UN Agencies (UNICEF, WHO, UNFPA) 
UNICEF will be the vice-chair for CSDC. All members of the UN family will:
(i) Be members of TWG and multi-sectoral team for training, supervision, monitoring and evaluation.
(ii) Mobilise resources to support implementation of the National Strategic Plan.
(iii) Provide programmatic and technical support to the Government of Malawi in the appropriate sector.
(iv) Provide support for equipment, supplies and other commodities.
(v) Support surveys, operations research and evaluations related to IMCI.
D]
Bilateral agencies and other donor partners

(i) Represented in the TWG.
(ii) Resource mobilisation to scale up IMCI to reach universal coverage.
(iii) Ensure that the three components are supported concurrently.
8.0
MONITORING and EVALUATION

This section defines the monitoring and evaluation (M&E) mechanism and structures that will be used in implementation of the Strategic Plan. Because of the multi-sectoral nature of the response, there is need for one monitoring and evaluation framework that regularly allows for timely collection of data on maternal, newborn and child health; epidemiology, including morbidity; mortality and their causes; and programme performance indicators. 
8.1
Basis for Monitoring and Evaluation
Regular monitoring of a standard set of indicators on progress and outcome results is important for purposes of timely, accurate and comparable data at all levels, in order to understand the scale and outcomes of implementation; and how such information can be used for evidence-based decisions.

The purpose of this section is therefore to guide in developing and strengthening the M&E system and direct how data and information will be gathered and used in monitoring and evaluating implementation of the Strategic Plan. Monitoring and evaluation will be done at three levels:

1. Local monitoring to improve services management; 
2. Monitoring coverage to strengthen health systems; and
3. Real time monitoring and evaluation of impact.

There is a need to conduct real time monitoring of availability of essential commodities, accessibility, initial utilisation, continuous utilisation and effective coverage of the high-impact interventions for maternal, newborn and child health. This M&E framework has been developed to guide the collection, analysis, use and provision of information that enables tracking of progress made in child survival and development, in order to make informed decisions, including mid-stream adjustments in strategies, resources use/mobilisation, etc. The specific objectives for the M&E framework are:
1. To strengthen M&E capacity of all levels and sectors involved in implementation and coordination of this strategic plan in timely and quality collection, analysis, utilisation and reporting, including dissemination of data on child survival and development.

2. To guide the development/strengthening of a national data base on child survival and development, and accurate tracking of the same in a structured and coordinated flow of routinely collected data/information among players at all levels.

3. To facilitate and enhance efficient and appropriate use of resources at all levels of implementation of the National Strategic Plan, by tracking resource disbursements and utilisation at all levels to ensure results-oriented performance and best use of resources.

4. To enhance the national, regional and international data collection and reporting requirements on child survival and development (e.g. MDGs, etc.).
8.2
Mechanism for M&E

Effective monitoring and evaluation is important in the strategy, to ensure progress towards achieving the MDGs through increased coverage of high impact interventions. A set of high-priority indicators and operational targets is proposed that will be objectively measured (Annex II) and used for monitoring and evaluation purposes. This framework provides indicators to measure inputs, outputs, outcomes and impact of implementing the high-impact, low-cost interventions for child survival and development. The inputs, processes and outputs will be assessed as part of performance M&E (using reports from sectors/departments, services statistics, etc); while outcomes and impact will be assessed in terms of effectiveness M&E and by use of population level surveys such as DHS, MICS, incidence studies, etc.
Monitoring of the implementation of child survival and development programmes will be done through:

· Monthly programme activity reports by sector ministries and departments, NGOs, CBOs, private sector organisations, etc. working on child survival and development. The information will be collected using existing data capture tools and reporting mechanisms at each level.
· Quarterly programme reports by health facilities providing details on services provided and outputs of programmes specific to child survival and development. They will be collected using a routine system and processed through the Health Management Information System.
· Financial Management Report will be provided by implementers of the various programmes to assist in compiling reports on financial monitoring and to provide a link to programme activity reports.
To accelerate child survival and development, the coverage of a selected set of high impact interventions will be monitored per locality at operational level:

· Availability of essential commodities;
· Access to services, with special attention to vulnerable, marginalised or under-served populations;
· Initial and continued utilisation of services, defaulters tracing, etc; and
· Quality of service being provided.
Evaluation of the programme on child survival and development will be achieved through:

1. Malawi Demographic and Health Survey (DHS), a population level survey to be conducted by the Statistics Bureau.
2. Multiple Indicator Cluster Surveys (MICS), also to be done by the Statistics Bureau. 
3. Special surveys and studies to be conducted by implementers and other partners as operations research to address areas of interest in implementation of the Plan.

8.3
Structure for M&E

At the national level, there will be a central repository (database) located at IMCI Secretariat linked to the HMIS Unit. This will be linked to M&E subsystems in different Departments within the Ministry of Health, in child-focused units in related line ministries, and in civil society and faith-based organisations through routine reporting mechanisms. All partners involved in implementation of the Strategic Plan shall report on progress in their specific areas within existing reporting lines and coordination frameworks created to oversee implementation of the Strategic Plan. Capacities for monitoring and evaluation will be strengthened at all levels. 
The TWG for child survival and development will work closely with the HMIS to:

1. Strengthen M&E functions for the Strategic Plan, with particular focus on data collection at community level through the village health register and at facility level;
2. Develop an M&E implementation plan and an Operational Manual for the Strategic Plan, and ensure evidence-based planning with M&E information for district implementation plans and district development plans;
3. Build capacities of the sub-systems;
4. Mobilise resources to support the M&E functions;
5. Analyse and prepare appropriately packaged national M&E reports;
6. Utilise the M&E and related research reports to guide decision making; and 

7. Ensure quality control in M&E.
8.3.1
Role of partners

Partner institutions, such as line ministries, development partners, CSOs and private sectors who are implementing, funding or coordinating ACSD interventions, will report through relevant monitoring system on their activities and outputs. They will:

· Monitor and evaluate their activities;
· Use and where appropriate, build capacities of existing system for M&E;
· Utilise data collected for own decision making; and
· Submit reports to the coordinating entity.

8.3.2
Coordination of M&E in a decentralised context

The basis for M&E at all levels is to use the data/information for programming, planning, resources mobilisation/allocation and advocacy.

A]
Community level

Most programmes will be implemented at this level. Therefore, implementers must collect data and use it to monitor trends in supply of inputs, routine activities and progress made to make regular adjustments in the programme. The coordinating entity at each level (village, traditional authority) will collect data from its implementing partners and use it for resource allocation, decision-making and priority setting.

Village level

All key sectors involved in implementation of this Strategic Plan will meet at village level every month to monitor progress of their work at community level (VHC/VDC). Reports from these meetings are submitted to the Traditional Authority within which the village is located. TAs will ensure that appropriate remedial actions are taken for any bottlenecks identified at village level.

Traditional Authority (TA) level

Stakeholders at the Traditional Authority level will meet on a quarterly basis to review progress within their areas, based on an agreed set of indicators to be monitored and reported on in this area. Each TA in turn compiles reports and submits to the District level, within the area it falls.

B]
District level

Each District will receive reports from their TA, and will convene bi-annual District Joint Review Meetings to analyse district performance and progress in implementing the Strategic Plan. Districts will submit their bi-annual joint review meeting reports to the national level. 

C]
National level
At the national level, the Ministry of Health will convene multi-sectoral review meetings of key national level partners and selected representatives from the District. The purpose of these meetings is to identify early enough any problems in implementation and take appropriate and timely remedial actions, and to disseminate best practices to be adopted in areas that are not performing well. Annual Joint Review Meetings for all stakeholders in child survival and development will be convened. 
These meetings will act as a peer review forum for assessing progress to achieving targets set in child survival and development, as well as identifying barriers and making proposals for remedy.

The National Technical Working Group on Accelerating Child Survival and Development will develop a research agenda in collaboration with district health office and training and research institutions, especially as they relate to coverage, quality, utilisation and compliance with the high impact interventions. The operations research agenda will be based on analysis of monitoring, supervision and evaluations, taking advantage of the district databanks, wherever they exist. 
The IMCI unit and partners will be supported to assess and document their experiences and use the lessons during re-planning and for advocacy purpose. The IMCI Unit shall prepare routine progress reports on a quarterly and bi-annual basis.

Each level may conduct: 1) community-based participatory assessment and analysis; 2) population-based monitoring to assess progress and constraints; and 3) facility-based monitoring including use of MCH audits. Support for action-oriented research will be important to fill any gap. There is a need to link effective coverage, quality of care and impact results to achievement of national targets, MDGs and other reporting obligations for accountability at all levels.

9.0
COSTING AND FINANCING THE STRATEGY

This Strategic Plan for Accelerated Child Survival and Development will cost USD 3.57 billion for five years for all involved sectors. This is equivalent to USD 50.62 per capita per year for all sectors. As shown in Table 6, average per capita costs by sector are: USD 38.65 for health & nutrition, USD 4.98 for ECD & child protection and USD 2.00 for young child education, USD 2.90 for agriculture and USD 2.08 for water and sanitation. The per capita investment will increase from USD 36.40 in 2008 to USD 61.00 in 2012. 

Table 6: Costs per year and per sector in USD  
[image: image12]
The costs for the delivery of high impact interventions include essential commodities used exclusively for the concerned high impact intervention; human resources; trainings; transport and logistics; infrastructure and equipment; supervision, monitoring and evaluation; and communication for behaviour change. Major costs are estimated for the two categories of infrastructure and equipment, and essential commodities. 

The costs for the essential commodities are presented per high impact intervention in Table 7. Availability of essential commodities at the required quantities is the first condition to achieving universal coverage of the high impact interventions. However, essential commodities alone will not achieve the objectives, as the system to deliver the interventions is equally important. The system costs are dependent production functions. High impact interventions are delivered in a package and therefore system costs are shared between the high impact interventions. Thus, it is impossible to present system costs per high impact intervention.

Moreover, some high impact interventions, such as ECD for children under 3 in the home, exclusive breastfeeding, and complementary feeding, do not require an essential commodity that can be costed. Those high impact interventions are therefore omitted from Table 7. The costs to deliver those interventions depend on system costs and are shared with other interventions. 

Table 7: Annual targets and costs for essential commodities per high impact intervention *)
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*) Only commodities exclusively used for uptake of high impact interventions. For system costs to deliver the high impact interventions, refer to table 6.

Table 7: Annual targets and costs for essential commodities per high impact intervention (continued) *)
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*) Only commodities exclusively used for uptake of high impact interventions. For system costs to deliver the high impact interventions, refer to table 6.

Table 7: Annual targets and costs for essential commodities per high impact intervention (continued) *)
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*) Only commodities exclusively used for uptake of high impact interventions. For system costs to deliver the high impact interventions, refer to table 6.

9.1
Marginal costs for health and nutrition related interventions 
The marginal costs for health and nutrition related interventions and their impact on mortality are presented in figure 21.
Figure 21: Marginal costs and impact per service delivery mode:
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Table 8: Incremental costs per delivery strategy for health and nutrition interventions
	
	
	
	
	 '000 US$ 

	Service delivery mode
	2008
	2009
	2010
	2011
	2012
	III-Total

	1. Family oriented
	14,886
	20,511
	25,912
	30,499
	35,474
	127,283

	2. Outreach and Facility-based preventive services
	18,569
	22,667
	27,022
	31,363
	35,752
	135,373

	3. Individual oriented clinical
	114,048
	142,522
	241,026
	318,156
	396,615
	1,212,367

	District management
	792
	1,070
	1,348
	1,626
	1,904
	6,739

	Provincial management
	2,350
	3,110
	3,871
	4,631
	5,392
	19,353

	Technical support
	301
	386
	470
	555
	639
	2,352

	Grand Total
	150,946
	190,265
	299,649
	386,830
	475,776
	1,503,466

	
	 $ 10.4 
	 $13.1 
	 $ 20.6 
	 $ 26.6 
	 $ 32.7 
	 $ 20.6 


Figure 22: Breakdown of health and nutrition incremental budget
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A detailed breakdown of the budget for water and sanitation, iodised salt, early childhood development, education and agriculture is shown in annex 4.

9.2
Costing methodology and assumptions

The interventions in this strategic plan have been costed taking into consideration the complexity of the different sectors. Health and nutrition interventions were costed using the Marginal Budgeting of Bottlenecks (MBB) tool. This tool analyses the health system, taking into consideration the epidemiological profile, human resources, and the local cost of ingredients (see section 2.4). It analyses the bottlenecks in delivery of high impact intervention packages as defined by the ACSD policy, using five determinants of coverage: availability of essential commodities and human resources; geographical access; initial utilisation; continuous utilisation (adequate coverage); and effective coverage. A drop in subsequent indicators implies a bottleneck in the health system. A panel of experts defined the causes of those bottlenecks and the strategies to overcome them. The extent of possible bottleneck reduction to achieve increased coverage of the high impact interventions was also estimated.
In the present plan, most bottlenecks are to be reduced by 50 to 80 percent. Regarding the particular constraints faced in the delivery of clinical services, revolutionary strategies are planned to achieve universal coverage of PMTCT services, skilled delivery, B-EmONC and C-EmONC services. Large investment costs are to be made in infrastructure and human resource as well as essential commodities in order to achieve the objectives. 

Incremental costs that are needed to achieve the new frontiers are estimated together with the expected impact on maternal and child survival. Total costs are estimated by adding marginal costs to baseline costs that are estimated using zero coverage as the baseline. 
The costs of the health and nutrition related interventions take into consideration  present staff norms and existing staff, access to health services, required essential commodities, current epidemiological profile and demographical data. Local unit costs are used and complemented by global costs as appropriate. The intervention package was defined based on the epidemiological profile, and target coverage was estimated using the bottleneck reduction as described above. 
Activity-based costing has been applied in agriculture, early childhood development, water, iodised salt and education interventions in order to come up with a costed strategic plan. The costing for these intervention areas takes into consideration all requirements for achieving set targets by 2012, including essential commodities, human resources, capacity building, infrastructure and equipment, communication for behaviour change, operational cost in delivery of outputs, coordination at all levels, and monitoring and evaluation. 
The agriculture kit required to achieve sustainable food security under the agriculture intervention contains maize seed, vegetable seed, fruit tree seedling and small livestock. The provision is based on 40 per cent coverage in the first year of implementation and increasing up to 60 per cent of total smallholder farmers by 2012. Given the high vacancy rates (45 per cent) for staff in the agriculture sector, the plan also suggests the recruitment and training of additional AEDOs.

Under the improved access to safe water interventions, the total cost takes into consideration that 30 per cent of water points are broken and thus in need of major and minor rehabilitation (MICS 2006). There is also a 6 per cent attrition factor for each year up to 2012. It should be noted that the cost for protecting a shallow well and springs has been assumed equivalent to the cost of drilling a new borehole. 

Access to early learning and stimulation through ECD centres is at 26 per cent denying the majority of the children opportunities for play and exploration in their early years. There is need to invest in both infrastructure and human capacity development in order to reach the target of 60 per cent. Determination of the number of CBCCs to be constructed is derived from the total population of 3-5 year olds on the assumption that each CBCC should accommodate a maximum of 50 children aged 3-5 years. The total estimated cost per CBCC is USD20,000. The main cost of early learning and stimulation is the construction of new CBCCs. 
The costed items on child protection are mainly related to the establishment of a coordination and reporting structure and for human development. The number of child protection workers is based on the assumption that each child protection worker serves a population of 5,000 people and that every group village level requires one Child Protection Committee. 

The education intervention targets transition from pre-schools to primary schools for 5–8 year old children. The number of classroom blocks and teachers is based on a teacher: pupil ratio of 1:60.

9.3 
Financing the strategy

The total expenditure on Child Health and Reproductive Health services in Malawi in 2004/05 was estimated at MK 7,466,562,062.00. Of this amount, 50 per cent is financed from donors and 30 per cent is financed by government. The rest (20 per cent) comes from private sources, including out-of-pocket.

The total cost of the strategic plan is MK 499,555,659,826. Various sectors will have to prioritise budgets for high impact interventions as stipulated in the plan. Gaps will be identified and additional funds will be mobilised to achieve the targets.

9.4
Fiscal space
On the basis of key macroeconomic variables, an assessment of the fiscal space was made, to determine the additional resources required to finance the ACSD Strategy. The key determinants of fiscal space considered include the Gross Domestic Product, Revenue Generation capacity by Government, donor support including grants, loans and budget support and the proportion of resources allocated to the health sector.

Due to the absence of official Government projections of these key macroeconomic variables, assumptions were made on the expected changes in the variables over time in order to determine the additional fiscal space scenarios over the three year period. The baseline figures are based on current actual values of the variables. 

The first fiscal space scenario assumes that the macroeconomic variables remain at current levels i.e. GDP is projected to grow at 2.6 per cent and inflation rate is at 5 per cent, while the exchange rate stabilises at current levels. It further assumes that additional resources to the tune of US$ 2 million would be secured. 

Based on these assumptions, additional fiscal space has been estimated for the five years. Table 10 below shows the additional fiscal space under scenario III. Given the low fiscal space under this scenario, additional fiscal space equivalent to US10 per capita will be created in year one. This will increase progressively to USD12.4 in the second year, USD15 per capita in the third year, and reaching USD20 in the fifth year.
This shows that the fiscal space to be created over the plan period falls short of the financing requirements of the strategy. Hence there is a need to mobilise additional resources for the implementation of the strategy.

Table 10: Fiscal space 

	
	 
	 
	 Scenario III 
	 

	
	Scenario III 2008
	Scenario III 2009
	Scenario III 2010
	Scenario III 2011
	Scenario III 2012

	In percentage
	 
	 
	 
	 
	 

	Low fiscal space 
	103%
	102%
	133%
	145%
	153%

	Medium Fiscal Space 
	99%
	96%
	122%
	134%
	142%

	High Fiscal Space 
	98%
	94%
	118%
	129%
	136%

	In '000 US$
	 
	 
	 
	 
	 

	Low fiscal space 
	146,197
	186,680
	225,205
	266,831
	311,815

	Medium Fiscal Space 
	151,721
	199,140
	245,644
	288,450
	334,715

	High Fiscal Space 
	153,366
	203,298
	253,066
	299,408
	349,888

	In per capita US$
	 
	 
	 
	 
	 

	Low fiscal space 
	10.0
	12.4
	15.0
	17.7
	20.7

	Medium Fiscal Space 
	10.4
	13.2
	16.3
	19.2
	22.3

	High Fiscal Space 
	10.5
	13.5
	16.8
	19.9
	23.3
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CONCLUSION
The Government of Malawi has declared its commitment to improving child survival and development in various national policy documents that have been translated into this National Strategic Plan for Accelerated Child Survival and Development. The document represents the nation’s dreams and aspirations for improving the lives of children in Malawi by focusing on selected target conditions that commonly cause childhood morbidity and mortality. The strategic plan focuses on accelerated implementation to achieve universal coverage of high-impact, low-cost interventions for maternal, newborn and child survival and development through a combination of service-delivery modes at community and health-facility levels. The emphasis is on family-oriented, community-based services, with complementary back-up services of clinical care.

The challenge for the Government of Malawi and all its strategic partners in child survival and development is to accompany the strategy with tactical excellence that moves the strategy into the implementation phase with the same passion, commitment and energy, as that which was brought into the planning phase. 
It is hoped that this Strategic Plan will continue to be the source of personal, institutional and related sector discipline and guidance to all actors in child survival and development as Malawi realises its dream of keeping all children in Malawi healthy and free from all common childhood illnesses so as to survive, grow and develop to their full potential.
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Annex I: Monitoring framework

	 
	 
	 
	 
	 
	 
	 

	 
	MORBIDITY AND MORTALITY
 
	 
	Baseline 
	Source
	 

	 
	Under-five mortality rate
	 
	118/1000
	MICS/DHS
	 

	 
	Infant mortality rate
	 
	69/1000
	MICS/DHS
	 

	 
	Neonatal mortality rate
	 
	31/1000
	MICS/DHS
	 

	 
	Proportion of children 0-59 months of age stunted (below - - 2 SD height-for-age) - stunting prevalence
	 
	46%
	MICS/DHS
	 

	 
	Proportion of children 0-59 months of age wasted (below - 2 SD weight-for-height) - wasting prevalence
	 
	3%
	MICS/DHS
	 

	 
	Proportion of children 0-59 months of age with underweight (below - 2 SD weight-for-age) - underweight prevalence
	 
	19%
	MICS/DHS
	 

	 
	Maternal mortality ratio
	 
	984/100.000
	MICS/DHS
	 

	 
	Contraceptive prevalence rate (CPR)
	 
	42%
	MICS/DHS
	 

	 
	Condom use at last high-risk sex (15 – 24 women/men)
	 
	39.6%/59.6%
	MICS/DHS
	 

	 
	 
	 
	 
	 
	 
	 


	
	
	
	
	
	
	

	 
	Intervention
	Indicators
	 
	Baseline
	Source
	 

	 
	1. Preventive interventions
	 
	 
	 
	 
	 

	 
	1a. Community based preventive interventions
	 
	 
	 
	 

	 
	Use of safe drinking water
	% of people living in households using improved sources of drinking water
	 
	74%
	MICS/DHS
	 

	 
	Use of sanitary latrine
	% of people living in households with improved sanitation facilities 
	 
	46%
	MICS/DHS
	 

	 
	Handwashing at 4 critical moments
	% of caregivers washing hands at 4 critical times
	 
	4%
	Survey
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Early learning and stimulation for child development in CBCC
	% of CBCCs constructed in relation to need
	 
	 
	Survey/ construction reports
	 

	 
	
	% of trained caregivers available in relation to need
	 
	 
	Survey/ programme report
	 

	
	
	% of CBCCs registered and fulfilling service standard norms
	
	
	Survey/ programme report
	

	 
	
	% of children 3-5 years attending day care centre at least once a week preceding the survey, by social economic status
	 
	17%
	Survey
	 

	
	
	% of children enrolled for primary school with at least one year ECD centre (CBCC), by social economic status
	
	
	Survey/ programme report
	

	
	
	% of children in need receiving special education programmes (speech problems, dyslexia, )
	
	
	Survey/ programme report
	

	 
	
	% of children of primary school age currently attending primary or secondary school
	 
	 
	Survey
	 

	
	
	% of mothers who completed primary education
	
	
	Survey
	

	 
	Early learning and stimulation for child development in the home
	% of caregivers making and providing play materials for stimulation at household level
	 
	
	Survey
	 

	
	
	% of children under 2 years old receiving early learning and stimulation at household level
	
	 
	Survey
	

	
	
	% of parents having assessed their children for possible delay in cognitive and social emotional development 
	
	
	Survey
	

	
	
	% of children with cognitive and social emotional development referred to appropriate institution
	
	
	Survey
	

	 
	Protection of children from neglect and abuse
	% of under-5 children protected from neglect and abuse by Children’s Rights Committee
	 
	 
	Survey
	 

	
	
	% of births registered by school entry age
	
	0%
	Survey/programme data
	

	
	
	% of under-five children engaged in child labour
	
	29%
	Survey
	

	 
	
	Number of community child protection workers functional and number of districts covered by child protection networks
	 
	 
	Programme report
	 

	 
	
	Number of vulnerable children of all ages provided with psychosocial care through functioning children's corners
	 
	 
	Programme report
	 

	 
	
	% of caregivers who can identify the 4 forms of child abuse and their related signs and symptoms
	 
	 
	Survey
	 

	 
	
	% of caregivers who have witnessed child abuse and/or neglect and have taken action to stop it.
	 
	 
	Survey
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Agriculture kit for diet diversification
	% households that received agriculture kit for diet diversification
	 
	0%
	Survey
	 

	 
	 
	 
	 
	 
	 
	 

	 
	Use of iodised salt
	% of households using adequately iodised salt (15 ppm)
	 
	49%
	Survey
	 

	 
	Early breastfeeding and temperature management
	% of newborns initiated on breastmilk within the first hour of birth 
	 
	70%
	Survey
	 

	 
	Universal extra community-based care of LBW infants
	% of LBW infants receiving extra care 
	 
	16%
	Survey
	 

	 
	Exclusive breastfeeding for children up to 6 months
	% of children ever breastfed
	 
	98%
	MICS/DHS
	 

	 
	
	% of villages with health/nutrition promoter/community based volunteers
	 
	85%
	Survey/VHC reports
	 

	 
	
	% of children less than 2 months exclusively breastfed
	 
	75%
	MICS/DHS
	 

	 
	
	% of children less than 3 months exclusively breastfed
	 
	59%
	MICS/DHS
	 

	 
	
	% of children exclusively breastfed for 6 months
	 
	56%
	MICS/DHS
	 

	 
	Continued breastfeeding for children 6-24months
	% of children aged 20-23 months still breast breastfeeding.
	 
	70%
	MICS/DHS
	 

	 
	Complementary feeding for children
	% of children aged 6-59 months who received 5 or more feeds in the last 24 hours
	 
	49%
	Survey
	 

	 
	Complementary appropriate food for pregnant and lactating women
	% of pregnant women receiving supplementary food (likuni phala)
	 
	60%
	Survey, programme report
	 

	 
	Therapeutic feeding for severely malnourished children
	% of malnourished children under five receiving therapeutic feeding
	 
	40%
	Survey, programme report
	 

	 
	Insecticide treated mosquito net for under five children and pregnant women
	% of ITNs available in relation to need per household
	 
	44%
	Programme report, stock records
	 

	 
	
	% of population living within 5 km of HF or near outreach site that distribute ITNs
	 
	44%
	Microplan monitoring report
	 

	 
	
	% of households having at least one bed net
	 
	44%
	MICS/DHS
	 

	 
	
	% U5 children who slept under mosquito nets last night
	 
	31%
	MICS/DHS
	 

	 
	
	% U5 children sleeping under insecticide treated bed net previous night
	 
	25%
	MICS/DHS
	 

	 
	
	% of pregnant women using insecticide treated net previous night
	 
	25%
	MICS/DHS
	 

	 
	 
	 
	 
	 
	 
	 


	
	
	
	
	
	
	

	 
	Intervention
	Indicators
	 
	Baseline
	Source
	 

	 
	1b. Outreach and facility-based preventive interventions
	 
	 
	 
	 
	 

	 
	Family planning (FP)
	% of health centres without interruption in stock of contraceptives for the last 6 months
	 
	80%
	Programme report, stock records
	 

	 
	
	% of nurse midwives available in relation to need
	 
	60%
	RH report
	 

	 
	
	% of villages having received regular outreach to provide family planning service or villages located within a fixed distance (e.g. 5 km) or travel time (e.g. 1h) of a given location (community) 
	 
	60%
	Microplan monitoring report
	 

	 
	
	% of women of reproductive age ever using any FP method 
	 
	50%
	MICS/DHS
	 

	 
	
	% of women of reproductive age currently using any modern FP method
	 
	26%
	MICS/DHS
	 

	 
	
	% of women of reproductive age continuously using any modern FP method for the last 2 years
	 
	20%
	MICS/DHS
	 

	
	
	% of women age 15-19 who are mothers (teenage pregnancies)
	
	26%
	DHS
	

	 
	Antenatal care (ANC)
	% of health centres without interruption in stock of iron folate for the last 6 months at community delivery points
	 
	90%
	Programme report, stock records
	 

	 
	
	% of trained nurse/midwives available in relation to need 
	 
	60%
	Programme report
	 

	 
	
	% of villages having received regular outreach to provide ANC or located within 5 km distance or travel time (e.g. 1h) of a static health facility
	 
	60%
	Microplan monitoring report
	 

	 
	
	% of pregnant women who received ANC 1+
	 
	95%
	Programme report
	 

	 
	
	% of pregnant women who received ANC 4+
	 
	57%
	Programme report/ MICS/DHS
	 

	 
	
	% of women who received ANC1 in first trimester during their pregnancy
	 
	8%
	Programme report/ MICS/DHS
	 

	 
	Tetanus immunisation
	% of pregnant women who received at least 2 doses of tetanus immunisation (TT2+)
	 
	84%
	Programme report/ MICS/DHS
	 

	 
	Deworming in pregnancy
	% of pregnant women who received deworming
	 
	0%
	Programme report/ MICS/DHS
	 

	 
	Detection and management of syphilis in pregnancy
	% of pregnant women with syphilis screened and treated with antibiotics
	 
	20%
	Programme report
	 

	 
	Prevention and treatment of iron deficiency anaemia in pregnancy
	% of pregnant women receiving iron supplementation
	 
	80%
	Programme report/ MICS/DHS
	 

	 
	Intermittent presumptive treatment (IPT) for pregnant women
	% of pregnant women who received 2 doses of IPT during last pregnancy
	 
	47%
	Programme report/ MICS/DHS
	 

	 
	PMTCT (testing and counselling, AZT + sd NVP and infant feeding counselling)
	% of health facilities providing ANC services with sufficient stocks of HIV tests over the last 6 months
	 
	30%
	Programme report, stock records
	 

	 
	
	% of health facilities with at least 2 trained nurse midwives
	 
	39%
	Programme report
	 

	 
	
	% of health facilities providing PMTCT services
	 
	39%
	Programme report
	 

	 
	
	% of pregnant women counselled and tested for HIV 
	 
	21%
	Programme report/ MICS/DHS
	 

	 
	
	% of HIV+ pregnant women given Nevirapine in the 3rd trimester
	 
	10%
	Programme report/ MICS/DHS
	 

	 
	
	% of mother/baby pairs given ARV for PMTCT (baby born to HIV+ mothers)
	 
	6%
	Programme report/ MICS/DHS
	 

	 
	Condom Use
	% of women who used a condom during last sex with non marital, non cohabiting partner
	 
	40%
	MICS/DHS
	 

	 
	Cotrimoxazole prophylaxis for HIV + mothers
	% of eligible HIV+ pregnant women receiving cotrimoxazole prophylaxis 
	 
	0%
	Programme report/ MICS/DHS
	 

	 
	Cotrimoxazole prophylaxis for children of HIV+ mothers
	% of children born to HIV+ mothers receiving cotrimoxazole preventive therapy
	 
	6%
	Programme report/ MICS/DHS
	 

	 
	Pentavalent (DPT-HiB-Hepatitis) immunisation
	% of health facilities with sufficient stocks of vaccines and injection material
	 
	90%
	Programme data, stock records
	 

	 
	
	% of health facilities with functioning vaccine fridge
	 
	 
	Programme data
	 

	 
	
	% of health surveillance assistants available in relation to need
	 
	90%
	RH report
	 

	 
	
	% of population having physical access to immunisation services at least 6 times a year (outreach or facility)
	 
	90%
	Microplan monitoring report
	 

	 
	
	% of children who received 1 dose of pentavalent vaccine
	 
	96%
	Programme report/ MICS/DHS
	 

	 
	
	% of children who received 3 doses of pentavalent vaccine
	 
	85%
	Programme report/ MICS/DHS
	 

	 
	
	% of children aged 12-23 months who received all recommended antigens as per schedule
	 
	71%
	MICS/DHS
	 

	 
	Measles immunisation
	% of children who received measles vaccination
	 
	84%
	Programme report/ MICS/DHS
	 

	 
	BCG immunisation
	% of children who received BCG vaccination
	 
	94%
	Programme report/ MICS/DHS
	 

	 
	OPV immunisation
	% of children who received 4 doses of polio vaccination
	 
	80%
	Programme report/ MICS/DHS
	 

	 
	Vitamin A supplementation
	% of children aged 6-59 months who received at least vitamin A supplement within the last 6 months
	 
	80%
	Programme report/ MICS/DHS
	 

	 
	Post-partum vitamin A supplementation
	% of pregnant women who received vitamin A within 2 months after birth
	 
	0%
	Programme report/ MICS/DHS
	 

	 
	Deworming of children
	% of children aged 12-59 months who received deworming in the last six months
	 
	10%
	Programme report/ MICS/DHS
	 

	 
	2. Clinical individual oriented services (in the community and in health facilities)
	 
	 
	 
	 

	 
	Oral rehydration therapy (ORT)
	% of households (HHs) able to provide home fluids (corresponds to % HH below poverty line)
	 
	60%
	Survey
	 

	 
	
	% of HHs having access to home-based fluids 
	 
	60%
	Survey
	 

	 
	
	% of diarrhoea cases among under-five children offered ORS or more fluids
	 
	70%
	Survey
	 

	 
	
	% of diarrhoea cases among children under five offered ORS or more fluid after every diarrhoea bout
	 
	70%
	Survey
	 

	 
	
	% of diarrhoea cases offered more fluid, ORS and more food
	 
	47%
	Survey
	 

	 
	Prompt malaria treatment of children with anti-malarial
	% caregivers who know at least 2 of the warning signs for seeking immediate medical care
	 
	 
	Survey
	 

	 
	
	% of children under five with fever receiving antimalarial within 24 hours after onset of fever
	 
	27%
	MICS/DHS
	 

	 
	Prompt malaria treatment of pregnant women with anti-malarial
	% of pregnant women with fever receiving antimalarial within 24 hours after onset of fever
	 
	33%
	Survey
	 

	 
	Management of complicated malaria (2nd line drug)
	% of children with complicated malaria treated with (2nd line drug)
	 
	50%
	Programme report/ Survey
	 

	 
	Prompt treatment of suspected pneumonia in children under five with antibiotic
	% of health facilities with sufficient stocks of cotrimoxazole and anti-malarial drugs
	 
	60%
	Programme data, stock records
	 

	 
	
	% of health centres staffed according to national norm
	 
	40%
	RH report
	 

	 
	
	% of families living within 5 km from a health facility 
	 
	55%
	Programme report/ microplan
	 

	 
	
	% of ARI and fever cases seeking treatment from a health facility/provider
	 
	20%
	MICS/DHS
	 

	 
	
	% of ARI and fever cases complying to the treatment 
	 
	18%
	MICS/DHS
	 

	 
	
	% of children with breathing difficulty and cough receiving antibiotics within 24 hours after onset of illness
	 
	15%
	MICS/DHS
	 

	 
	Prompt treatment of suspected pneumonia in newborns with antibiotics
	% of newborns with breathing difficulty and cough receiving antibiotics within 24 hours after onset of illness
	 
	0%
	MICS/DHS
	 

	 
	Antibiotics for diarrhoea and enteric fevers
	% of bloody diarrhoea cases treated with antibiotics
	 
	25%
	Programme data
	 

	 
	Vitamin A - Treatment for measles
	% of children with measles treated with vitamin A
	 
	75%
	Programme data
	 

	 
	Antibiotics for opportunistic infections
	% of AIDS cases treated for opportunist infections
	 
	0%
	Programme data
	 

	 
	ART for children with AIDS
	% of eligible children receiving ART
	 
	11%
	Programme data/ MICS/DHS
	 

	 
	ART for pregnant women with AIDS
	% of eligible pregnant women receiving ART
	 
	 
	Programme data/ MICS/DHS
	 

	 
	Skilled delivery care
	% of health centres with foetoscope, BP app. and artery forceps in stock
	 
	82%
	Programme report
	 

	 
	
	% of nurse midwives available in relation to need
	 
	60%
	RH report
	 

	 
	
	% of population with access to a facility providing skilled delivery services within 5km
	 
	55%
	Microplan
	 

	 
	
	% of deliveries assisted by nurses, midwives, doctors or clinicians
	 
	56%
	Programme data/ MICS/DHS
	 

	 
	
	% of mothers who delivered and newborns receiving PNC within 2 days of delivery
	 
	21%
	Programme data/ MICS/DHS
	 

	 
	
	% of deliveries assisted by personnel trained in life saving skills
	 
	12%
	Programme data/ Survey
	 

	 
	Resuscitation of asphyctic newborns at birth
	% of newborns who received neonatal resuscitation services
	 
	30%
	Programme data/ Survey
	 

	 
	Antibiotics for Preterm/Prelabour Rupture of Membrane (P/PROM)
	% of P/PROM cases receiving antibiotics
	 
	30%
	Programme data/ Survey
	 

	 
	Detection and management of (pre)eclampsia (Mg Sulphate)
	% of (pre) eclampsia cases receiving Magnesium Sulphate from a skilled health worker
	 
	80%
	Programme data/ Survey
	 

	 
	Management of neonatal infections at PHC level
	% of neonatal sepsis receiving antibiotic from a skilled health worker
	 
	40%
	Programme data/ Survey
	 

	 
	Basic emergency obstetric and neonatal care (B-EmONC)
	% of B-EmONC facilities with all equipments and supplies
	 
	10%
	Programme report
	 

	 
	
	% of rural hospitals having clinician, nurse and midwife providing B-EONC
	 
	50%
	RH report
	 

	 
	
	% of population with access to B-EmONC facility (1: 100,000 population)
	 
	40%
	Programme report
	 

	 
	
	% of all expected complicated deliveries (15% of all deliveries) that took place in B-EmONC facilities
	 
	18%
	Programme data/ MICS/DHS
	 

	 
	
	% of complicated pregnancies treated in quality EmONC facility (B-EmOMC or C-EmONC)
	 
	2%
	Programme data/ Survey
	 

	 
	Clinical management of neonatal jaundice
	% of neonates with jaundice treated in hospital (first or second line) 
	 
	75%
	Programme data/ Survey
	 

	 
	Management of severely sick children (referral IMCI)
	% of very sick children treated in hospital (first or second line)
	 
	11%
	Programme data/ Survey
	 

	 
	Management of first line ART failures
	% of first line ART failures receiving adequate second line ART regimen
	 
	1%
	Programme data/ Survey
	 

	 
	 
	 
	 
	 
	 
	 

	 
	 3.4 Clinical second referral illness management
	 
	 
	 
	 

	 
	Comprehensive emergency obstetric care (C-EmONC)
	% of C-EmONC facilities without interruption in stock of safe blood and antibiotics 
	 
	68%
	Programme report
	 

	 
	
	% of C-EmONC facilities having at least 1 physician or C-EmONC trained clinical officer, 1 anaesthetist, 1 skilled nurse/clinical officer and 1 lab technician
	 
	72%
	RH report
	 

	 
	
	% of population living in districts where the C-EmONC norm is reached 
	 
	100%
	Programme report
	 

	 
	
	% of women who received C-Section in C-EmONC facility as a percentage of women in need of C-Sections
	 
	56%
	Programme data/ MICS/DHS
	 

	 
	
	Women who received C-Sections within 2 hours of referral as a percentage of the number of women who needed C-Sections
	 
	12%
	Programme data/ Survey
	 

	 
	Management of neonatal infections at primary referral level
	% of neonates with infection that received antibiotics 
	 
	30%
	Programme data/ Survey
	 

	 
	Universal Emergency neonatal care (asphyxia aftercare, management of serious infections, management of the VLBW infant)
	% of VLBW infants that received universal emergency neonatal care
	 
	30%
	Programme data/ Survey
	 

	 
	Other emergency acute care
	% of acute, non-obstetric emergencies managed correctly at second line referral facilities 
	 
	30%
	Programme data/ Survey
	 

	 
	Management of 2nd line ART failures
	% of complicated AIDS cases managed in second line referral facilities
	 
	50%
	Programme data/ Survey
	 

	 
	 

	 
	 
	 
	 
	 

	 
	Process indicators - cross sectional
	 
	 
	 
	 

	
	Planning and coordination
	Number CDSD meetings held per year
	
	
	Minutes
	

	
	
	Number of TWG meetings held (national and district level) per year
	
	
	Minutes
	

	
	
	Number of DIPs that are results based using ACSD strategy 
	
	
	DIPs
	

	
	
	Number of facilities having an up-to date micro plan for integrated service delivery of High Impact Interventions
	
	
	Micro plans, district reports
	

	 
	Health worker performance
	% of children who were assessed for all key dangers signs
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of children assessed for all main symptoms (diarrhoea, cough/difficult breathing, fever)
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of sick children (with vaccination card) needing vaccination, vaccinated or referred for vaccination
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of sick children with a history of diarrhoea assessed for dehydration by using skin pinch
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of sick children with a history ARI assessed for fast breathing
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of children with a history of diarrhoea who received appropriate treatment according to the diagnosis and national treatment guidelines
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of children with a history of malaria who received appropriate treatment according to the diagnosis and national treatment guidelines
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of children with a history of cough who received appropriate treatment according to the diagnosis and national treatment guidelines
	 
	 
	Survey, Supervisory visit
	 

	 
	
	% of sick children whose caretaker was given at least one message on when to return
	 
	 
	Survey, Supervisory visit
	 

	 
	Training and supervision
	Number of health workers trained in each year in IMCI/high-impact interventions
	 
	 
	Training report, 
	 

	 
	
	% of health facilities that received at least one supervisory visit in the last 6 months which included observation of clinical skills
	 
	 
	Supervision Report, Survey
	 

	 
	
	% of community health workers who received two supervisory visits from the health centre in a year.
	 
	 
	Supervision Report, Survey
	 

	 
	 
	 
	 
	 
	 
	 


Annex II: High impact interventions and indicators: targets per year

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Intervention
	Indicators
	 
	Baseline 
	Annual targets
	 

	 
	
	
	
	
	2008
	2009
	2010
	2011
	2012
	 

	 
	1. Preventive interventions
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1a. Community based preventive interventions
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Use of safe drinking water
	% of people living in households using improved sources of drinking water
	 
	74%
	75%
	76%
	78%
	79%
	80%
	 

	 
	Use of sanitary latrine
	% of people living in households with improved sanitation facilities 
	 
	46%
	55%
	64%
	72%
	81%
	90%
	 

	 
	Handwashing at 4 critical moments
	% of caregivers washing hands at 4 critical times
	 
	4%
	15%
	26%
	38%
	49%
	60%
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Early child learning and development in CBCCs
	% of children 3-5 years attending day care centre at least once a week preceding the survey
	 
	17%
	26%
	34%
	43%
	51%
	60%
	 

	 
	Early child learning and development in the home
	% of children (0-3 years) receiving early stimulation at home
	 
	 
	12%
	24%
	36%
	48%
	60%
	 

	 
	Protection of children from neglect and abuse
	% of caregivers identifying four forms of child abuse related signs and symptoms
	 
	 
	12%
	24%
	36%
	48%
	60%
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Agriculture kit for diet diversification
	% of households that received agriculture kit for diet diversification
	 
	0%
	14%
	28%
	42%
	56%
	70%
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Use of iodised salt
	% of households using adequately iodised salt (15 ppm)
	 
	49%
	57%
	65%
	74%
	82%
	90%
	 

	 
	Early breastfeeding and temperature management
	% of newborns initiated on breastmilk within the first hour of birth 
	 
	70%
	72%
	74%
	76%
	78%
	80%
	 

	 
	Universal extra community-based care of LBW infants
	% of LBW infants receiving extra care 
	 
	16%
	23%
	30%
	36%
	43%
	50%
	 

	 
	Exclusive breastfeeding for children up to 6 months
	% of children exclusively breastfed for 6 months
	 
	56%
	61%
	66%
	71%
	76%
	80%
	 

	 
	Continued breastfeeding for children 6-24months
	% of children aged 20-23 months still breastfeeding.
	 
	70%
	72%
	74%
	76%
	78%
	80%
	 

	 
	Complementary feeding for children
	% of children aged 6-59 months who received 5 or more feeds in the last 24 hours
	 
	49%
	56%
	62%
	68%
	74%
	80%
	 

	 
	Complementary appropriate food for pregnant and lactating women
	% of pregnant women receiving supplementary food (likuni phala)
	 
	60%
	66%
	72%
	78%
	84%
	90%
	 

	 
	Therapeutic feeding for severely malnourished children
	% of malnourished children under five receiving therapeutic feeding
	 
	40%
	48%
	56%
	64%
	72%
	80%
	 

	 
	Insecticide treated mosquito net for under five children and pregnant women
	% of U5 children and pregnant women sleeping under insecticide treated bed nets
	 
	25%
	36%
	47%
	58%
	69%
	80%
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	1b. Outreach and facility-based preventive interventions
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Family planning (FP)
	% of women of reproductive age continuously using any modern FP methods for the last 2 years
	 
	20%
	24%
	28%
	32%
	36%
	40%
	 

	 
	Antenatal care (ANC)
	% of women who received ANC1 in first trimester during their pregnancy
	 
	8%
	15%
	22%
	29%
	36%
	43%
	 

	 
	Tetanus immunisation
	% of pregnant women who received at least 2 doses of tetanus immunisation (TT2+)
	 
	84%
	86%
	87%
	88%
	89%
	90%
	 

	 
	Deworming in pregnancy
	% of pregnant women that received deworming
	 
	0%
	18%
	36%
	54%
	72%
	90%
	 

	 
	Detection and management of syphilis in pregnancy
	% of pregnant women with syphilis screened and treated with antibiotics
	 
	20%
	28%
	36%
	44%
	52%
	60%
	 

	 
	Prevention and treatment of iron deficiency anaemia in pregnancy
	% of pregnant women with anaemia receiving Iron supplementation
	 
	80%
	82%
	84%
	86%
	88%
	90%
	 

	 
	Intermittent Presumptive Treatment (IPT) for pregnant women
	% of pregnant women who received 2 doses of IPT during last pregnancy
	 
	47%
	55%
	64%
	73%
	81%
	90%
	 

	 
	PMTCT (testing and counselling, AZT + sd NVP and infant feeding counselling)
	% of mother/baby pairs given ARV for PMTCT (where baby is born to HIV+ mother)
	 
	6%
	21%
	35%
	50%
	65%
	80%
	 

	 
	Condom Use
	% of women who used a condom during last sex with non marital, non cohabiting partner
	 
	40%
	45%
	50%
	55%
	60%
	65%
	 

	 
	Cotrimoxazole prophylaxis for HIV + mothers
	% of eligible HIV+ pregnant women receiving cotrimoxazole prophylaxis 
	 
	0%
	13%
	26%
	39%
	52%
	65%
	 

	 
	Cotrimoxazole prophylaxis for children of HIV + mothers
	% of children born to HIV + mothers receiving cotrimoxazole preventive therapy
	 
	6%
	18%
	30%
	41%
	53%
	65%
	 

	 
	Measles immunisation
	% of children who received measles vaccination
	 
	84%
	84%
	84%
	84%
	84%
	84%
	 

	 
	BCG immunisation
	% of children who received BCG vaccination
	 
	94%
	94%
	94%
	94%
	94%
	94%
	 

	 
	OPV immunisation
	% of children who received 4 doses of polio vaccination
	 
	80%
	80%
	80%
	80%
	80%
	80%
	 

	 
	Pentavalent (DPT-HiB-Hepatitis) immunisation
	% children who received three doses of pentavalent
	 
	85%
	85%
	85%
	85%
	85%
	85%
	 

	 
	Vitamin A supplementation
	% children aged 6-59 months who received at least vitamin A supplement within the last 6 months
	 
	80%
	80%
	80%
	80%
	80%
	80%
	 

	 
	Post-partum vitamin A supplementation
	% pregnant women who received vitamin A within 2 months after birth
	 
	0%
	16%
	32%
	48%
	64%
	80%
	 

	 
	Deworming of children
	% of children aged 12-59 months who received deworming in the last six months
	 
	10%
	24%
	38%
	52%
	66%
	80%
	 

	 
	2. Clinical individual oriented services (in the community and in health facilities)
	 
	 
	 
	 
	 
	 

	 
	Oral rehydration therapy
	% of diarrhoea cases offered more fluid, ORS and more food
	 
	47%
	55%
	62%
	70%
	77%
	85%
	 

	 
	Prompt malaria treatment of children with anti-malarial
	% of children under five with fever receiving antimalarial within 24 hours after onset of fever
	 
	27%
	38%
	48%
	59%
	69%
	80%
	 

	 
	Prompt malaria treatment of pregnant women with anti-malarial
	% of pregnant women with fever receiving antimalarial within 24 hours after onset of fever
	 
	33%
	42%
	52%
	61%
	71%
	80%
	 

	 
	Management of complicated malaria (2nd line drug)
	% of children with complicated malaria treated with (2nd line drug)
	 
	50%
	56%
	62%
	68%
	74%
	80%
	 

	 
	Prompt treatment of suspected pneumonia in children under five with antibiotic
	% children with breathing difficulty and cough receiving antibiotics within 24 hours after onset of illness
	 
	15%
	28%
	41%
	54%
	67%
	80%
	 

	 
	Prompt treatment of suspected pneumonia in newborns with antibiotics
	% of newborns with breathing difficulty and cough receiving antibiotics within 24 hours after onset of illness
	 
	0%
	16%
	32%
	48%
	64%
	80%
	 

	 
	Antibiotics for diarrhoea and enteric fevers
	% of diarrhoea and enteric fever cases treated with antibiotics
	 
	25%
	36%
	47%
	58%
	69%
	80%
	 

	 
	Vitamin A - Treatment for measles
	% of children with measles treated with vitamin A
	 
	75%
	76%
	77%
	78%
	79%
	80%
	 

	 
	Antibiotics for opportunistic infections
	% of AIDS cases treated for opportunist infections
	 
	0%
	10%
	20%
	30%
	40%
	50%
	 

	 
	ART for children with AIDS
	% of eligible children receiving ART
	 
	11%
	25%
	39%
	53%
	66%
	80%
	 

	 
	ART for pregnant women with AIDS
	% of eligible pregnant women receiving ART
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Skilled delivery care
	% of deliveries assisted by personnel trained in life saving skills
	 
	12%
	26%
	40%
	54%
	67%
	81%
	 

	 
	Resuscitation of asphyctic newborns at birth
	% of newborns that received neonatal resuscitation services
	 
	30%
	40%
	50%
	61%
	71%
	81%
	 

	 
	Antibiotics for preterm/prelabour rupture of membranes (P/PROM)
	% of P/PROM cases receiving antibiotics
	 
	30%
	40%
	50%
	61%
	71%
	81%
	 

	 
	Detection and management of (pre)eclampsia (Mg Sulphate)
	% of (pre) eclampsia cases receiving Magnesium Sulphate from a skilled health worker
	 
	80%
	80%
	80%
	81%
	81%
	81%
	 

	 
	Management of neonatal infections at PHC level
	% of neonatal sepsis receiving antibiotic from a skilled health worker
	 
	40%
	48%
	56%
	65%
	73%
	81%
	 

	 
	Basic emergency obstetric and neonatal care (B-EmONC)
	% of complicated pregnancies treated in quality EmONC facility (B-EmOMC or C-EmONC)
	 
	2%
	17%
	33%
	49%
	65%
	81%
	 

	 
	Clinical management of neonatal jaundice
	% of neonates with jaundice treated in hospital (first or second line) 
	 
	75%
	76%
	77%
	78%
	79%
	80%
	 

	 
	Management of severely sick children (referral IMCI)
	% of very sick children treated in hospital (first or second line)
	 
	11%
	17%
	23%
	28%
	34%
	40%
	 

	 
	Management of first line ART failures
	% of first line ART failures receiving adequate second line ART regimen
	 
	1%
	9%
	17%
	24%
	32%
	40%
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 3.4 Clinical second referral illness management
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Comprehensive emergency obstetric care (C-EmONC)
	Women who received C-Sections within 2 hours of referral as a percentage of the number of women who needed C-Sections
	 
	12%
	25%
	39%
	53%
	67%
	81%
	 

	 
	Management of neonatal infections at primary referral level
	% of neonates with infection that received antibiotics 
	 
	30%
	40%
	50%
	60%
	71%
	81%
	 

	 
	Universal Emergency neonatal care (asphyxia aftercare, management of serious infections, management of the VLBW infant)
	% of VLBW infants that received universal emergency neonatal care
	 
	30%
	40%
	50%
	60%
	71%
	81%
	 

	 
	Other emergency acute care
	% of acute, non-obstetric emergencies managed correctly at second line referral facilities 
	 
	30%
	40%
	50%
	60%
	71%
	81%
	 

	 
	Management of 2nd line ART failures
	% of complicated AIDS cases managed in second line referral facilities
	 
	50%
	56%
	62%
	68%
	75%
	81%
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


Annex III: Incremental costs by budget category and investment/recurrent code for health and nutrition related interventions

	Budget by major categories
	2008
	2009
	2010
	2011
	2012
	III-Total

	Malaria drugs
	 
	1,854
	3,261
	4,221
	4,510
	4,799
	18,647

	
	Investment
	
	
	
	
	
	

	
	Recurrent
	1,854
	3,261
	4,221
	4,510
	4,799
	18,647

	
	
	
	
	
	
	
	

	Insecticide treated nets
	7,802
	7,802
	7,802
	7,802
	7,802
	39,009

	
	Investment
	7,802
	7,802
	7,802
	7,802
	7,802
	39,009

	
	Recurrent
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	HIV/AIDS and TB drugs and supplies
	7,806
	12,726
	17,646
	22,565
	27,485
	88,228

	
	Investment
	2,886
	2,886
	2,886
	2,886
	2,886
	14,430

	
	Recurrent
	4,920
	9,840
	14,760
	19,679
	24,599
	73,798

	
	
	
	
	
	
	
	

	Other drugs and supplies
	7,620
	13,207
	18,794
	24,330
	30,020
	93,972

	
	Investment
	1,938
	1,842
	1,746
	1,599
	1,606
	8,730

	
	Recurrent
	5,683
	11,366
	17,048
	22,731
	28,414
	85,242

	
	
	
	
	
	
	
	

	Transportation 
	 
	3,861
	5,679
	7,452
	9,098
	10,792
	36,881

	
	Investment
	2,389
	2,853
	3,316
	3,779
	4,242
	16,579

	
	Recurrent
	1,471
	2,826
	4,136
	5,319
	6,549
	20,302

	
	
	
	
	
	
	
	

	Health facilities and equipment
	82,303
	92,632
	154,788
	201,373
	249,111
	780,206

	
	Investment
	75,274
	78,430
	131,756
	168,358
	204,961
	658,779

	
	Recurrent
	7,028
	14,202
	23,032
	33,015
	44,150
	121,427

	
	
	
	
	
	
	
	

	Human resources (salaries, incentives, allowances, etc.)
	28,784
	38,131
	65,604
	87,035
	108,466
	328,019

	
	Investment
	19,437
	19,437
	37,564
	49,648
	61,732
	187,818

	
	Recurrent
	9,347
	18,694
	28,040
	37,387
	46,734
	140,201

	
	
	
	
	
	
	
	

	Promotion + demand creation (for family, community and clinical care)
	3,737
	7,474
	11,475
	15,653
	20,007
	58,346

	
	Investment
	
	
	
	
	
	

	
	Recurrent
	3,737
	7,474
	11,475
	15,653
	20,007
	58,346

	
	
	
	
	
	
	
	

	Pre-service training
	4,955
	5,174
	5,394
	5,613
	5,832
	26,969

	
	Investment
	4,736
	4,736
	4,736
	4,736
	4,736
	23,679

	
	Recurrent
	219
	439
	658
	877
	1,097
	3,290

	
	
	
	
	
	
	
	

	Classical vaccines
	 
	47
	94
	142
	189
	236
	709

	
	Investment
	
	
	
	
	
	

	
	Recurrent
	47
	94
	142
	189
	236
	709

	
	
	
	
	
	
	
	

	Food supplements
	 
	218
	412
	1,029
	1,854
	2,912
	6,426

	
	Investment
	24
	24
	98
	146
	195
	488

	
	Recurrent
	194
	388
	931
	1,708
	2,717
	5,938

	
	
	
	
	
	
	
	

	Monitoring, evaluation, technical and institutional support
	1,958
	3,672
	5,302
	6,808
	8,314
	26,054

	
	Investment
	161
	161
	161
	161
	161
	804

	
	Recurrent
	1,797
	3,511
	5,141
	6,647
	8,154
	25,250

	
	
	
	
	
	
	
	

	Grand Total
	 
	150,946
	190,265
	299,649
	386,830
	475,776
	1,503,466


Annex IV Detailed budget for Water and Sanitation, Early Childhood Development, Iodised salt, Agriculture and Education 
Detailed budget for water and Sanitation
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Annex IV

Detailed budget for Early Childhood Development
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Annex IV

Detailed budget for Iodised salt, Agriculture and Education 

Total budget for Water and Sanitation, Iodised salt, Early Childhood Development, Education and Agriculture
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MDG4 goal: 78/1000





The MICS showed that since 2000, mortality rates among infants and under-five children has declined in most districts thus contributing to an overall decline at the national level. In Lilongwe, however, infant and child mortality rates increased, and in Kasungu and Mulanje, the infant mortality rate was higher in 2006 than 2004. Seven in every 10 of these child deaths in Malawi are due to neonatal causes, malaria, diarrhoea, pneumonia, anaemia and/or malnutrition, acting singly or in concert. About 70 per cent of the high neonatal deaths (31/1,000 live births) occur within the first seven days and are linked to poor maternal and newborn care. The majority occur at home (50 per cent) as a result of severe infections (29 per cent), asphyxia (23 per cent), tetanus (7 per cent) and diarrhoea (3 per cent). 
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Figure 7: Micronutrient Deficiencies (2001)
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Measles vaccination catch-up campaign





Measles vaccination follow-up campaign





Measles vaccination follow-up campaign





Figure 10: Coverage of maternal and newborn interventions (DHS 2004)








Figure 14: CTC sites in Malawi (WFP 2007)
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Figure 15: Response strategies for ending child hunger and under-nutrition





h)	Early childhood development (ECD)


The EFA Dakar Declaration (2000) has fed into several national policies and implementation strategies including: 


The ECD policy (2003; 2006) and the draft ECD Strategic Framework (2007) which responds to EFA goal 1; 


The national adult literacy programme and implementation framework which responds to EFA goal 4;


The National Technical and Vocational Education and training program (TEVET) which responds to EFA goal 3 by ensuring that the needs of all young people and adults are met through equitable access to appropriate learning and life skills programmes;


The Girls Education Attainment Accelerated Programme, which responds to EFA goals 2 and 5;  and


The National Education Sector Plan (NESP) and Policy Investment Frame work (PIF), which respond to EFA goals 1,2,3,5 and 6.





Since adoption of the ECD Policy in 2003, the Government of Malawi has promoted early learning and stimulation throughout the country. To date, there are 12,000 community-based childcare centres (CBCCs) nationwide providing care and support to children under five, including orphaned and vulnerable children. In 8 selected districts, only 4 per cent of required number of CBCCs exist (norm of one CBCC per 50 children aged between 3 and 4 years) (see figure 12). 





Only about 31 per cent of the CBCCs have their own building, while the remainder use existing public spaces such as churches, schools, private homes, trees or under-five clinics. Of this 31 per cent with their own building, only 35.5 per cent have permanent structures. 








� EMBED Excel.Chart.8 \s ���





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





 





KEY





:





 





SH





 





Secretary for Health





 





DPHS 





 





Director Preventive Health service





 





IMCI





 





Integrated Management of Childhood Illness





 





DHO





 





District Health Office





 





HSAs 





 





Health Surveillance 





Assistants





 





NGO





 





Non Governmental 





Organization





 





CMS





 





Central Medical Stores





 





TWG    Technical Working Group





 





MoH RU  MoH Health Sciences Research Unit





 





RH





U 





Reproductive Health Unit





 





HIVU 





 





HIV Unit





 





DEC





 





District Executive Committee





 





AEC





 





Area Development Committee





 





VDC





 





Village Development Committee





 





C





HAM





 





Christian Health Association of Malawi





 





CSD





 





Child Su





r





vival and Development





 





 





 





Liaison / Consultative reporting





 





 





Direct Reporting





 





 





NGO





/FBOs





 





SH





 





DHO





 





Training and research 
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DPHS





 





HC
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M
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S
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(HSAs)





 





 





IMCI Unit





 





MoH (RHU, HMIS, HIV, 





IDSR





, NMCP, ARI, 





Nutrition, EPI, HEU)





 





TWG





 





CHAM 





 





Private sector





 





DEC





 





AEC





 





VDC





 





CAREGIVERS, FAMILIES AND HOUSEHOLDS





 





MoH; MoWCD; MoAFS; MoIWD; MoEST; OPC (Nutrition, HIV/AIDS); Local Assemblies; UN agencies (WHO, UNICEF)





CBO – community based organizations


FBO – Faith based organizations





DC





Health and Nutrition





2008





2009





2010





2011





2012





Total





Essential commodities *)





186,191,623





        





 





203,742,071





         





 





221,806,702





        





 





238,992,730





        





 





256,988,771





          





 





1,107,717,896





              





 





Human Resources





31,110,535





          





 





40,855,492





           





 





50,672,088





          





 





60,536,443





          





 





70,448,558





            





 





253,623,115





                 





 





Training





6,364,280





            





 





6,769,490





             





 





7,091,619





            





 





7,274,858





            





 





7,467,610





              





 





34,967,856





                   





 





Transport and logistics





6,836,657





            





 





8,480,337





             





 





10,007,398





          





 





11,359,529





          





 





12,711,660





            





 





49,395,581





                   





 





Infrastructure and equipment





144,743,532





        





 





155,080,363





         





 





235,001,030





        





 





293,411,776





        





 





352,961,779





          





 





1,181,198,480





              





 





Supervision, Monitoring and Evaluation





1,964,124





            





 





3,253,899





             





 





4,543,675





            





 





5,833,450





            





 





7,123,226





              





 





22,718,373





                   





 





Communication for behaviour change





7,900,836





            





 





11,451,109





           





 





15,001,382





          





 





18,551,655





          





 





22,101,928





            





 





75,006,910





                   





 





Total Health and Nutrition





385,111,586





        





 





429,632,760





         





 





544,123,893





        





 





635,960,440





        





 





729,803,532





          





 





2,724,628,211





              





 





Health and Nutrition per capita





29.20





                   





 





31.52





                    





 





38.63





                   





 





43.70





                   





 





48.54





                     





 





Water and Sanitation





Essential commodities *)





25,151,986





          





 





26,021,167





           





 





26,940,780





          





 





27,886,604





          





 





28,865,825





            





 





134,866,362





                 





 





Human Resources





71,862





                 





 





120,428





                





 





145,180





               





 





169,456





               





 





193,732





                 





 





700,658





                        





 





Training





633,419





               





 





688,726





                





 





944,742





               





 





1,221,759





            





 





1,534,284





              





 





5,022,930





                     





 





Transport and logistics





-





                      





 





-





                       





 





-





                      





 





-





                      





 





-





                         





 





-





                                





 





Infrastructure and equipment





-





                      





 





-





                       





 





-





                      





 





-





                      





 





-





                         





 





-





                                





 





Supervision, Monitoring and Evaluation





529,764





               





 





549,654





                





 





574,105





               





 





599,505





               





 





626,300





                 





 





2,879,327





                     





 





Communication for behaviour change





630,912





               





 





652,368





                





 





674,544





               





 





697,440





               





 





721,152





                 





 





3,376,416





                     





 





Total Water and Sanitation





27,017,943





          





 





28,032,343





           





 





29,279,350





          





 





30,574,765





          





 





31,941,293





            





 





146,845,693





                 





 





Water and Sanitation per capita





2.05





                     





 





2.06





                      





 





2.08





                     





 





2.10





                     





 





2.12





                       





 





Agriculture





Essential commodities *)





185,516





               





 





102,147,498





         





 





29,946,606





          





 





31,797,418





          





 





33,725,486





            





 





197,802,524





                 





 





Human Resources





-





                      





 





-





                       





 





-





                      





 





-





                      





 





-





                         





 





-





                                





 





Training





3,897,276





            





 





441,671





                





 





479,327





               





 





518,699





               





 





560,218





                 





 





5,897,191





                     





 





Transport and logistics





Infrastructure and equipment





Supervision, Monitoring and Evaluation





1,296





                   





 





3,715





                    





 





6,048





                   





 





6,048





                   





 





6,048





                     





 





23,155





                          





 





Communication for behaviour change





141,800





               





 





141,800





                





 





141,800





               





 





141,800





               





 





141,800





                 





 





709,000





                        





 





Total Agriculture





4,225,887





            





 





102,734,685





         





 





30,573,781





          





 





32,463,965





          





 





34,433,552





            





 





204,431,870





                 





 





Agriculture per capita





0.32





                     





 





7.54





                      





 





2.17





                     





 





2.23





                     





 





2.29





                       





 





Early Childhood Development and child protection





Essential commodities *)





361,054





               





 





382,844





                





 





404,689





               





 





426,475





               





 





447,995





                 





 





2,023,057





                     





 





Human Resources





292,136





               





 





450,169





                





 





614,910





               





 





786,334





               





 





964,327





                 





 





3,107,874





                     





 





Training





10,917,067





          





 





16,188,328





           





 





21,604,085





          





 





27,283,874





          





 





33,185,188





            





 





109,178,541





                 





 





Transport and logistics





67,331





                 





 





96,686





                  





 





126,041





               





 





155,396





               





 





184,751





                 





 





630,205





                        





 





Infrastructure and equipment





38,214,355





          





 





40,677,693





           





 





42,438,436





          





 





44,192,669





          





 





45,917,576





            





 





211,440,729





                 





 





Supervision, Monitoring and Evaluation





1,319,088





            





 





1,715,727





             





 





2,129,165





            





 





2,559,274





            





 





3,005,674





              





 





10,728,928





                   





 





Communication for behaviour change





2,707,698





            





 





2,761,583





             





 





2,815,411





            





 





2,868,960





            





 





2,923,383





              





 





14,077,033





                   





 





Total ECD and child protection





53,878,728





          





 





62,273,029





           





 





70,132,737





          





 





78,272,981





          





 





86,628,893





            





 





351,186,368





                 





 





ECD per capita





4.09





                     





 





4.57





                      





 





4.98





                     





 





5.38





                     





 





5.76





                       





 





Education





Essential commodities *)





-





                      





 





-





                       





 





-





                      





 





-





                      





 





-





                         





 





-





                                





 





Human Resources





-





                      





 





25,540,800





           





 





25,540,800





          





 





25,540,800





          





 





25,540,800





            





 





102,163,200





                 





 





Training





5,798,000





            





 





1,065,750





             





 





1,065,750





            





 





1,065,750





            





 





1,065,750





              





 





10,061,000





                   





 





Transport and logistics





-





                      





 





-





                       





 





-





                      





 





-





                      





 





-





                         





 





-





                                





 





Infrastructure and equipment





3,316,456





            





 





3,926,065





             





 





4,535,674





            





 





5,145,283





            





 





5,754,892





              





 





22,678,370





                   





 





Supervision, Monitoring and Evaluation





451,200





               





 





701,600





                





 





952,000





               





 





1,202,400





            





 





1,452,800





              





 





4,760,000





                     





 





Communication for behaviour change





300,000





               





 





300,000





                





 





300,000





               





 





300,000





               





 





300,000





                 





 





1,500,000





                     





 





Total Education





9,865,656





            





 





31,534,215





           





 





32,394,224





          





 





33,254,233





          





 





34,114,242





            





 





141,162,570





                 





 





Education per capita





0.75





                     





 





2.31





                      





 





2.30





                     





 





2.29





                     





 





2.27





                       





 





Total all sectors





480,099,800





     





 





654,207,031





      





 





706,503,985





     





 





810,526,384





     





 





916,921,513





       





 





3,568,254,713





          





 





per capita





36.41





                





 





48.00





                 





 





50.16





                





 





55.69





                





 





60.99





                  





 





Projected population (NSO)





13,187,632





13,630,164





14,085,345





14,553,011





15,033,724





*) Essential commodities for uptake of HII, as specified in table 7





2008





2009





2010





2011





2012





                   2008 





                   2009 





                   2010 





                   2011 





                   2012 





 Total 





1. Preventive interventions





1a. Community based preventive interventions





Use of safe drinking water





% people living in households using 





improved sources of drinking water





74%





75%





76%





78%





79%





80%





21,309,402





   





 





21,927,768





   





 





22,571,910





   





 





23,242,263





   





 





23,939,388





   





 





112,990,731





     





 





Use sanitary latrine





% people living in households with 





improved sanitation facilities 





46%





55%





64%





72%





81%





90%





3,811,304





     





 





4,086,775





     





 





4,362,246





     





 





4,637,717





     





 





4,913,189





     





 





21,811,231





       





 





Handwashing at 4 critical moments





% of caregivers washing hands at 4 





critical times





4%





15%





26%





38%





49%





60%





31,280





          





 





6,624





            





 





6,624





            





 





6,624





            





 





13,248





          





 





64,400





              





 





Early child learning and development 





in CBCCC





% children 3-5 years attending day 





care centre at leat once a week 





preceding the survey





17%





26%





34%





43%





51%





60%





397,003





        





 





414,885





        





 





432,830





        





 





450,706





        





 





468,279





        





 





2,163,704





         





 





Protect children from neglect and 





abuse





% caregivers identifying four forms of 





child abuse related signs and 





symptoms





12%





24%





36%





48%





60%





14,140





          





 





20,304





          





 





26,469





          





 





32,633





          





 





38,798





          





 





132,343





            





 





Agriculture kit for diet diversification





% households that received agriculture 





kit for diet diversification





0%





14%





28%





42%





56%





70%





25,314





          





 





25,314





          





 





25,314





          





 





25,314





          





 





25,314





          





 





126,571





            





 





Use of Iodized salt





% of households using adequately 





iodized salt (15 ppm)





49%





57%





65%





74%





82%





90%





105





               





 





108





               





 





112





               





 





116





               





 





119





               





 





560





                   





 





Complementary appropriate food for 





pregnant and lactating women





% of pregnant women receiving 





supplementary food (likuni phala)





60%





66%





72%





78%





84%





90%





77,601





          





 





155,201





        





 





232,802





        





 





310,403





        





 





388,003





        





 





1,164,010





         





 





Therapeutic feeding for severely 





malnourished children





% malnourished children under five 





receiving therapeutic feeding





40%





48%





56%





64%





72%





80%





39,780,372





   





 





46,014,227





   





 





52,572,687





   





 





58,901,590





   





 





65,696,238





   





 





262,965,114





     





 





Insecticide treated mosquito net for 





under five children and pregnant 





women





% U5 children and PW sleeping under 





insecticide treated bed nets





25%





36%





47%





58%





69%





80%





14,433,324





   





 





14,433,324





   





 





14,433,324





   





 





14,433,324





   





 





14,433,324





   





 





72,166,622





       





 





1b. Outreach and facility-based preventive interventions





Family Planning





% women of reproductive age 





continuously using any  modern FP 





methods for the last 2 years





25%





28%





31%





34%





37%





40%





4,029,735





     





 





4,079,921





     





 





4,130,106





     





 





4,180,292





     





 





4,230,477





     





 





20,650,531





       





 





Deworming in pregnancy





% Pregnant women that received 





deworming





0%





18%





36%





54%





72%





90%





98,113





          





 





196,225





        





 





294,338





        





 





392,450





        





 





490,563





        





 





1,471,689





         





 





Detection and management of 





syphilis in pregnancy





% Pregnant women with syphilis 





screened and treated with antibiotics





20%





28%





36%





44%





52%





60%





392,042





        





 





392,042





        





 





392,042





        





 





392,042





        





 





392,042





        





 





1,960,211





         





 





Prevention and treatment of iron 





deficiency anemia in pregnancy





% Pregnant women with anemia 





receiving Iron supplementation





80%





82%





84%





86%





88%





90%





9,177,095





     





 





9,173,095





     





 





9,173,095





     





 





9,173,095





     





 





9,173,095





     





 





45,865,473





       





 





Intermittent Presemptive Treatment 





(IPT) for pregnant women





% Pregnant women who received 2 





doses of IPT during last pregnancy





47%





55%





64%





73%





81%





90%





631,302





        





 





631,302





        





 





631,302





        





 





631,302





        





 





631,302





        





 





3,156,510





         





 





PMTCT (testing and counseling, AZT 





+ sd NVP and infant feeding 





counseling)





% mother/baby pairs given ARV for 





PMTCT born to HIV+ mothers





6%





21%





35%





50%





65%





80%





1,366,633





     





 





2,126,135





     





 





2,885,636





     





 





3,645,138





     





 





4,404,639





     





 





14,428,181





       





 





Condom Use





% of women who used a condom 





during last sex with non marital, non 





cohabiting partner





40%





45%





50%





55%





60%





65%





2,458,259





     





 





2,458,362





     





 





2,458,466





     





 





2,458,570





     





 





2,458,673





     





 





12,292,331





       





 





Total costs of essential commodities for High Impact Interventions in USD *)





Annual targets





Intervention





Indicators





Baseline 











2008





2009





2010





2011





2012





                   2008 





                   2009 





                   2010 





                   2011 





                   2012 





 Total 





Cotrimoxazole prophylaxis for HIV + 





mothers





% eligible HIV+ pregnant women 





receiving cotrimoxazole prophylaxis 





0%





13%





26%





39%





52%





65%





405,740





        





 





811,481





        





 





1,217,221





     





 





1,622,962





     





 





2,028,702





     





 





6,086,107





         





 





Cotrimoxazole prophylaxis for 





children of HIV + mothers





% of children born to HIV + mothers 





receiving cotrimoxazol preventive 





therapy





6%





18%





30%





41%





53%





65%





688,940





        





 





1,035,086





     





 





1,381,231





     





 





1,727,377





     





 





2,073,523





     





 





6,906,157





         





 





Measles immunization





% of children that received measles 





vaccination





84%





84%





84%





84%





84%





84%





362,978





        





 





376,689





        





 





390,401





        





 





404,113





        





 





417,824





        





 





1,952,005





         





 





BCG immunization





% of children that received BCG 





vaccination





94%





94%





94%





94%





94%





94%





236,164





        





 





236,164





        





 





236,164





        





 





236,164





        





 





236,164





        





 





1,180,819





         





 





OPV immunization





% of children that received 4 doses of 





polio vaccination





80%





80%





80%





80%





80%





80%





686,291





        





 





686,291





        





 





686,291





        





 





686,291





        





 





686,291





        





 





3,431,454





         





 





Pentavalent (DPT-HiB-Hepatitis) 





immunization





% children that received three doses of 





pentavalent





85%





85%





85%





85%





85%





85%





11,041,927





   





 





11,041,927





   





 





11,041,927





   





 





11,041,927





   





 





11,041,927





   





 





55,209,637





       





 





Vitamin A - supplementation





% children aged 6-59 months who 





received at least vitamin A supplement 





within the last 6 months





80%





80%





80%





80%





80%





80%





3,789,701





     





 





3,789,701





     





 





3,789,701





     





 





3,789,701





     





 





3,789,701





     





 





18,948,503





       





 





Post-partum Vitamin A 





Supplementation





% pregnant women that received 





Vitamin A within 2 months after birth





0%





16%





32%





48%





64%





80%





45,912





          





 





91,824





          





 





137,736





        





 





183,648





        





 





229,560





        





 





688,681





            





 





Deworming of children





% of children aged 12-59 months who 





received deworming in the last six 





months





10%





24%





38%





52%





66%





80%





2.  Clinical individual oriented services (in the community and in health facilities)





Oral Rehydration Therapy





% diarrhea cases offered more fluid, 





ORS and more food





47%





55%





62%





70%





77%





85%





1,892,958





     





 





2,060,923





     





 





2,228,887





     





 





2,396,851





     





 





2,564,816





     





 





11,144,435





       





 





Prompt malaria treatment of children 





with anti-malarial





% children under five with fever 





receiving antimalarial within 24 hours 





after onset of fever





27%





38%





48%





59%





69%





80%





19,115,889





   





 





20,354,528





   





 





21,145,909





   





 





21,214,836





   





 





21,438,465





   





 





103,269,627





     





 





Prompt malaria treatment of pregnant 





women with anti-malarial





% pregnant women with fever 





receiving antimalarial within 24 hours 





after onset of fever





33%





42%





52%





61%





71%





80%





5,631,844





     





 





5,677,346





     





 





5,722,848





     





 





5,768,350





     





 





5,813,853





     





 





28,614,241





       





 





Management of complicated malaria 





(2nd line drug)





% children with complicated malaria 





treated with  (2nd line drug)





50%





56%





62%





68%





74%





80%





250,910





        





 





270,737





        





 





290,564





        





 





310,390





        





 





330,217





        





 





1,452,818





         





 





Prompt treatement of suspected 





pneumonia in children under five with 





antibiotic





% children with breathing difficulty and 





cough receiving antibiotics within 24 





hours after onset of illness





29%





39%





49%





60%





70%





80%





659,175





        





 





732,803





        





 





806,430





        





 





880,057





        





 





953,685





        





 





4,032,150





         





 





Prompt treatment of suspected  





pneumonia in newborns with 





antibiotics





% newborn with breathing difficulty and 





cough receiving antibiotics within 24 





hours after onset of illness





0%





16%





32%





48%





64%





80%





9





                   





 





16





                 





 





41





                 





 





72





                 





 





109





               





 





248





                   





 





Antibiotics for diarrhea and enteric 





fevers





Antibiotics for diarrhea and enteric 





fevers





25%





36%





47%





58%





69%





80%





175,060





        





 





210,815





        





 





246,569





        





 





282,324





        





 





318,079





        





 





1,232,846





         





 





Vitamin A - Treatment for measles





% children with measles treated  with 





Vit A





75%





76%





77%





78%





79%





80%





14,304





          





 





14,304





          





 





14,304





          





 





14,304





          





 





14,304





          





 





71,520





              





 





Antibiotics for opportunistic infections





% AIDS cases treated for opportunist 





infections





0%





10%





20%





30%





40%





50%





680,904





        





 





1,361,807





     





 





2,042,711





     





 





2,723,615





     





 





3,404,519





     





 





10,213,556





       





 





ART for children with AIDS





% eligible children receiving ART





11%





25%





39%





53%





66%





80%





1,383,922





     





 





1,994,012





     





 





2,635,599





     





 





3,298,184





     





 





3,981,765





     





 





13,293,482





       





 





ART for pregnant women with AIDS





% of eligible pregnant women 





receiving ART





935,072





        





 





1,867,815





     





 





3,033,314





     





 





4,353,983





     





 





5,829,822





     





 





16,020,005





       





 





Skilled delivery care





% deliveries assisted by personnel 





trained in life saving skills





12%





26%





40%





54%





67%





81%





6,340,043





     





 





7,668,829





     





 





9,366,179





     





 





10,960,763





   





 





12,568,741





   





 





46,904,555





       





 





Resuscitation of asphyctic newborns 





at birth





% newborns that received neonatal 





resuscitation services





30%





40%





50%





61%





71%





81%





30,647





          





 





40,803





          





 





50,958





          





 





61,113





          





 





71,269





          





 





254,790





            





 





Total costs of essential commodities for High Impact Interventions in USD *)





Annual targets





Intervention





Indicators





Baseline 











2008





2009





2010





2011





2012





                   2008 





                   2009 





                   2010 





                   2011 





                   2012 





 Total 





Antibiotics for Preterm/Prelabour 





Rupture of Membrane (P/PROM)





% PRM receiving antibiotics





30%





40%





50%





61%





71%





81%





87,529





          





 





94,664





          





 





101,799





        





 





108,934





        





 





116,069





        





 





508,995





            





 





Detection and management of 





(pre)ecclampsia (Mg Sulphate)





% (pre) eclampsia cases receiving 





Mag Sulf from a skilled health worker





80%





80%





80%





81%





81%





81%





53,110





          





 





53,158





          





 





53,207





          





 





53,255





          





 





53,303





          





 





266,033





            





 





Management of neonatal infections at 





PHC level





% neonatal sepsis receiving antibiotic 





from a skilled health worker





40%





48%





56%





65%





73%





81%





13,534





          





 





13,534





          





 





13,534





          





 





13,534





          





 





13,534





          





 





67,668





              





 





Basic emergency obstetric and 





neonatal care (B-EmONC)





% complicated pregnancy treated in 





quality EmONC facility (B-EmOMC or 





C-EmONC)





2%





17%





33%





49%





65%





81%





1,058,356





     





 





1,470,448





     





 





1,882,541





     





 





2,294,634





     





 





2,706,727





     





 





9,412,706





         





 





Clinical management of neonatal 





jaundice





% neonates with jaundice treated in  





hospital (first or second line) 





75%





76%





77%





78%





79%





80%





446,380





        





 





446,380





        





 





446,380





        





 





446,380





        





 





446,380





        





 





2,231,902





         





 





Management of severely sick children 





(referral IMCI)





% very sick children treated in hospital 





(first or second line)





11%





17%





23%





28%





34%





40%





Management of first line ART failures





% first line ART failures receiving 





adequate second line ART regimen





1%





9%





17%





24%





32%





40%





4,645,427





     





 





6,404,873





     





 





8,164,320





     





 





9,923,766





     





 





11,683,213





   





 





40,821,598





       





 





  3.4 Clinical second referral illness management





Comprehensive emergency obstetric 





care (C-EmONC)





Women who received C-Sections 





within 2 hours of referral as a 





percentage of the number of women 





who needed C-Sections





12%





25%





39%





53%





67%





81%





5,944,273





     





 





7,821,206





     





 





9,698,138





     





 





11,575,071





   





 





13,452,003





   





 





48,490,690





       





 





Management of neonatal infections at 





primary referral level





% of neonates with infection that 





received antibiotics 





30%





40%





50%





60%





71%





81%





1,122





            





 





2,170





            





 





3,218





            





 





4,265





            





 





5,313





            





 





16,088





              





 





Universal Emergency neonatal care 





(asphyxia aftercare, management of 





serious infections, management of 





the VLBW infant)





% of VLBW infants that received 





universal emergency neonatal care





30%





40%





50%





60%





71%





81%





66,430





          





 





132,860





        





 





199,291





        





 





265,721





        





 





332,151





        





 





996,453





            





 





Management of 2nd line ART failures





% complicated AIDS cases managed 





in second line referral facilities





50%





56%





62%





68%





75%





81%





46,040,295





   





 





46,040,295





   





 





46,040,295





   





 





46,040,295





   





 





46,040,295





   





 





230,201,476





     





 





Total costs of essential commodities for High Impact Interventions in USD *)





Annual targets





Intervention





Indicators





Baseline 











Intervention





Indicator





2008





2009





2010





2011





2012





2008





2009





2010





2011





2012





Use of safe drinking water





% people living in households using 





improved sources of drinking water





Improved access to safe drinking water 





through new waterpoints (shallow wells and 





springs are assumed as included 





US$4300/wpt)





Number of new boreholes to be drilled





            4,335 





             4,449 





            4,568 





         4,692 





         4,821 





          4,300 





        18,639,282 





           19,130,788 





        19,643,017 





          20,176,336 





           20,731,083 





                98,320,506 





Minor rehabilitation of brokendown boreholes





Number of borehole to be rehabilitated





          10,710 





           11,247 





          11,805 





       12,385 





       12,989 





               72 





             771,154 





                809,750 





             849,935 





               891,734 





                935,218 





                  4,257,790 





Major rehabilitation of broken down boreholes





Number of borehole to be rehabilitated





            1,190 





             1,250 





            1,312 





         1,376 





         1,443 





          1,250 





          1,487,565 





             1,562,017 





          1,639,534 





            1,720,166 





             1,804,047 





                  8,213,329 





Recruitment and training of Water Monitoring 





Assistants





Number of additional Water Monitoring 





Assistants recruited





               205 





                344 





               415 





            484 





            554 





             350 





               71,862 





                120,428 





             145,180 





               169,456 





                193,732 





                     700,658 





Orient HSAs and WMA on safe water 





management (





30 participants per session





)





Number of orientation sessions





               174 





                178 





               236 





            294 





            352 





          2,140 





             371,313 





                381,211 





             505,026 





               628,743 





                752,818 





                  2,639,111 





Procure H2S water testing kits required (





10% 





of households tested 3 times a year





)





Number of H2S kits procured





        791,258 





         817,810 





        845,121 





     873,181 





     902,023 





              0.5 





             395,629 





                408,905 





             422,560 





               436,590 





                451,012 





                  2,114,696 





Procure Chlorine/Water Guard bottles 





200mls required for demostrations 5 bottles / 





vge





Number of chlorine bottle 200ml 





procured





          65,720 





           67,955 





          70,265 





       72,650 





       75,120 





            0.17 





               11,172 





                  11,552 





               11,945 





                 12,351 





                  12,770 





                       59,791 





Procure chlorine sachets for demonstration in 





villages 2000 sachets  per district





Number of chlorine satchets procured





          65,720 





           67,955 





          70,265 





       72,650 





       75,120 





            0.07 





            4,600.40 





               4,756.85 





            4,918.55 





              5,085.50 





               5,258.40 





                       24,620 





Total Cost for safe drinking water





        21,752,577 





           22,429,407 





        23,222,115 





          24,040,462 





           24,885,938 





              116,330,500 





Use of improved sanitary latrine





% people living in households with 





improved sanitation facilities 





                               -   





Train HSAs on doomslab casting





Number of HSAs trained





            2,740 





             3,180 





            4,825 





         6,764 





         9,000 





               72 





             197,280 





                228,960 





             347,433 





               487,005 





                648,000 





                  1,908,678 





Procure cement and reinforcement wire for 





improved latrines





Number of bags of cement purchased





        211,739 





         227,043 





        242,347 





     257,651 





     272,955 





               18 





          3,811,304 





             4,086,775 





          4,362,246 





            4,637,717 





             4,913,189 





                21,811,231 





4 day visits of an HSA to each village for 





latrine construction (casting of slab, digging 





pits, intallation)





Number of visits by HSA made





          52,576 





           54,364 





          56,212 





       58,120 





       60,096 





                 3 





             157,728 





                163,092 





             168,636 





               174,360 





                180,288 





                     844,104 





Total cost for each year on costruction of 





latrines





          4,166,312 





             4,478,827 





          4,878,315 





            5,299,083 





             5,741,477 





                24,564,013 





Hand washing at 4 critical moments





% of caregivers washing hands at 4 





critical times





                               -   





Provision of hygiene kits to CBCC's (20 litre 





bucket with lid and tap, one bar soap, one 





botle of water guard, 2 cups) 2 starter kits per 





CBCC per year





Number of hygiene kits provided to 





CBCCs





            6,800 





             1,440 





            1,440 





         1,440 





         2,880 





              4.6 





               31,280 





                    6,624 





                 6,624 





                   6,624 





                  13,248 





                       64,400 





Number of sessions for orienting CBCC Care 





givers on hand washing at 4 critical moments 





(30 particiapnts per session) 





Number of orentation sessions 





               453 





                549 





               645 





            741 





            933 





             143 





               64,827 





                  78,555 





               92,283 





               106,011 





                133,467 





                     475,141 





Cost of Hygiene sessions on proper latrine 





use and hand washing at 4 critical moments 





at village level (MK5,000/vhwc)





 Number of sessions conducted 





          13,144 





           13,591 





          14,053 





       14,530 





       15,024 





               36 





             473,184 





                489,276 





             505,908 





               523,080 





                540,864 





                  2,532,312 





Total Cost for Hand washing at 4 critical 





moments





             569,291 





                574,455 





             604,815 





               635,715 





                687,579 





                  3,071,853 





M&E for water and Sanitation





             529,764 





                549,654 





             574,105 





               599,505 





                626,300 





                  2,879,327 





Total for Water Sector





   27,017,943 





      28,032,343 





   29,279,350 





     30,574,765 





     31,941,293 





        146,845,693 





TOTAL COST IN 





US$





Quantities required





 Unit cost 





US$ 





Cost in US$





Intervention





Indicator





2008





2009





2010





2011





2012





2008





2009





2010





2011





2012





Early child learning and development in 





CBCCC





Proportion of children (3-5 years) 





attending day care centre at-least once 





in the week preceding the survey





                               -   





Construct CBCC for Early Child Learning and 





Development





Number of CBCC to be constructed





            1,855 





             1,939 





            2,023 





         2,106 





         2,188 





        20,000 





        37,103,117 





           38,774,339 





        40,451,429 





          42,122,084 





           43,764,391 





              202,215,360 





Maintain CBCC (





2% maintenance cost





)





Number of CBCC to be maintained





                 -   





             1,855 





            1,939 





         2,023 





         2,106 





             400 





                       -   





                742,062 





             775,487 





               809,029 





                842,442 





                  3,169,019 





CBCC caregivers (currently 10caregivers 





per CBCC, policy to get 4 trained 





caregivers per CBCC)





          21,120 





           28,874 





          36,965 





       45,389 





       54,142 





                               -   





Train CBCC caregivers (





32 per training 





session





)





Number of training sessions





               660 





                902 





            1,155 





         1,418 





         1,692 





        10,714 





          7,071,117 





             9,667,543 





        12,376,272 





          15,196,872 





           18,127,445 





                62,439,249 





Additional caregivers to be trained each 





year (All caregivers have to be 





trained/refreshed according to the new 





manual)





            7,421 





           15,175 





          23,266 





       31,690 





       40,443 





                               -   





Training sessions for additional caregivers





Number of additional caregivers





               232 





                474 





               727 





            990 





         1,264 





        10,714 





          2,484,517 





             5,080,944 





          7,789,673 





          10,610,273 





           13,540,846 





                39,506,254 





Provision of honararia to caregivers 





(





Honararia = U$10 per month per all 





caregivers





)





Number of caregivers provided with 





honararia





          28,540 





           44,050 





          60,231 





       77,079 





       94,585 





               10 





             285,403 





                440,500 





             602,306 





               770,794 





                945,852 





                  3,044,854 





Procure CBCC teaching materials (





US100 





per CBCC





)





Number of CBCC provided with teaching 





material





            1,855 





             1,939 





            2,023 





         2,106 





         2,188 





             100 





             185,516 





                193,872 





             202,257 





               210,610 





                218,822 





                  1,011,077 





CBCC equipment





                 -   





                   -   





                  -   





               -   





               -   





                               -   





Procure CBCC kit for Early Child Learning 





and Development (One kit costs US$187)





Number of kits procured





            1,855 





             1,939 





            2,023 





         2,106 





         2,188 





             187 





             346,914 





                362,540 





             378,221 





               393,841 





                409,197 





                  1,890,714 





Procure CBCC cooking utensils and other 





equipments (





Equipments = U$214





)





Number of CBCC provided with cooking 





utensils and other equipments





            1,855 





             1,939 





            2,023 





         2,106 





         2,188 





             214 





             397,003 





                414,885 





             432,830 





               450,706 





                468,279 





                  2,163,704 





Procure set of chairs and tables for CBCC 





(One set = U$285)





Number of CBCCs provided with 





furniture





            1,855 





             1,939 





            2,023 





         2,106 





         2,188 





             285 





             528,719 





                552,534 





             576,433 





               600,240 





                623,643 





                  2,881,569 





M&E of CBCC constructions





Monitoring two times per construction





            3,710 





             3,877 





            4,045 





         4,212 





         4,376 





               50 





             185,516 





                193,872 





             202,257 





               210,610 





                218,822 





                  1,011,077 





Supervision of caregivers in CBCCs district to 





CBCC





Number of  supervisory visits to CBCC 





(each CBCC visited 8 times year by 





district)





          42,239 





           57,749 





          73,930 





       90,778 





     108,284 





               25 





          1,055,982 





             1,443,725 





          1,848,239 





            2,269,460 





             2,707,104 





                  9,324,510 





Supervision of caregivers in CBCCs central 





level to district





Number of dsitricts visited for 





supervision on ECD (4 times per year 





central level to district)





               112 





                112 





               112 





            112 





            112 





             226 





               25,314 





                  25,314 





               25,314 





                 25,314 





                  25,314 





                     126,571 





Food





                 -   





                   -   





                  -   





               -   





               -   





                               -   





MoA to provide Agriculture starter kit per 





CBCC (no CBCC have kit yet)





Number of CBCC provided with 





agriculture starter up kits





            1,855 





             1,939 





            2,023 





         2,106 





         2,188 





             100 





             185,516 





                193,872 





             202,257 





               210,610 





                218,822 





                  1,011,077 





Total cost for early child learning and 





development in CBCCC





        49,854,633 





           58,086,003 





        65,862,976 





          73,880,445 





           82,110,978 





              329,795,034 





Early child learning and development in the 





home





Proportion of children (0-3 years) 





receiving eary stimulation at home from 





caregivers





                               -   





Conduct household visits per month to 





monitor parental education (each HH visited 





once a month)





Number of visits to be made





809,233





827,194





845,137





862,987





881,128





                 3 





          2,427,698 





             2,481,583 





          2,535,411 





            2,588,960 





             2,643,383 





                12,677,033 





Conduct training  sessions for parental 





education (34 households per session)





Number training sessions for parental 





education





23,801





24,329





24,857





25,382





25,916





               32 





             761,631 





                778,536 





             795,423 





               812,223 





                829,296 





                  3,977,108 





Supervision on ECD 0-3 year 





Number of ExW supervised 





8,092





8,272





8,451





8,630





8,811





                 3 





               24,277 





                  24,816 





               25,354 





                 25,890 





                  26,434 





                     126,770 





Total early child learning and 





development in the home





          3,213,605 





             3,284,934 





          3,356,188 





            3,427,072 





             3,499,113 





                16,780,912 





Protect children from neglect and abuse





care givers identifying four forms of  





child abuse -related signs  and 





symptoms





0





0





0





0





0





                               -   





Rectruit and train Community Child 





Protection Worker





Number of CCPW recruited





296





294





294





294





294





          1,000 





             296,310 





                293,550 





             293,550 





               293,550 





                293,550 





                  1,470,510 





Pay honoraria to Child Protection Workers 





Number of CPW paid





673





967





1,260





1,554





1,848





               10 





                 6,733 





                    9,669 





               12,604 





                 15,540 





                  18,475 





                       63,021 





Procure materials for CPW (





register, 





stationery and protective clothing





)





Number of materials procured





673





967





1,260





1,554





1,848





               21 





               14,140 





                  20,304 





               26,469 





                 32,633 





                  38,798 





                     132,343 





Equipment





0





0





0





0





0





                               -   





Procure bicycles for child protection worker 





including transportation





Number of bicycles procured





673





967





1,260





1,554





1,848





             100 





               67,331 





                  96,686 





             126,041 





               155,396 





                184,751 





                     630,205 





IEC materials for Child Protection





Number of campaigns per year





2





2





2





2





2





      140,000 





             280,000 





                280,000 





             280,000 





               280,000 





                280,000 





                  1,400,000 





Child Protection Committees





0





0





0





0





0





                               -   





Conduct coordinating meetings for Child 





Protection (





Unit cost of coordinating 





meetings = US250 done quarterly





)





Number of coordinating meetings





112





112





112





112





112





             250 





               28,000 





                  28,000 





               28,000 





                 28,000 





                  28,000 





                     140,000 





Orient new Community Child Protection 





Committee





Number of committees oriented





1,012





1,226





1,164





1,237





1,314





             300 





             303,492 





                367,755 





             349,167 





               370,956 





                394,050 





                  1,785,420 





Total for protection of children from 





neglect and abuse





             996,006 





             1,095,964 





          1,115,831 





            1,176,075 





             1,237,624 





                  5,621,499 





Total for ECD





     54,064,244 





        62,466,901 





     70,334,994 





       78,483,591 





       86,847,715 





          352,197,445 





TOTAL COST IN 





US$





Quantities required





 Unit cost 





US$ 





Cost in US$





Intervention





Indicator





2008





2009





2010





2011





2012





2008





2009





2010





2011





2012





Use of Iodized salt





% Households using adequately 





iodized salt (15 ppm)





Training in iodised salt testing and monitoring 





(of all HSAs, all AEDOs, policemen, 2 per 





district), trade officers (2 per district) and 





MRA officer, teachers (2 per district) 





Number of training sessions conducted





182





208





234





260





286





          2,871 





             522,223 





                597,088 





             671,952 





               746,816 





                821,680 





                  3,359,759 





Procure iodine tets kits





Number of test kits procured





               361 





                373 





               386 





            398 





            412 





            0.29 





                    105 





                       108 





                    112 





                      116 





                       119 





                            560 





Orient lab assistants on usage of titration 





equipment





Number of training sessions conducted





                 -   





                    1 





                   2 





               -   





               -   





          4,757 





                       -   





                    4,757 





                 9,514 





                         -   





                         -   





                       14,271 





 Conduct salt monitoring supervision 





Number visits conducted





                   4 





                    4 





                   4 





                4 





                4 





          6,271 





               25,084 





                  25,084 





               25,084 





                 25,084 





                  25,084 





                     125,420 





Conduct salt coordination meetings for 





stakeholder





Number of coordination meetings per 





year





                   3 





                    3 





                   3 





                3 





                3 





          8,570 





               25,710 





                  25,710 





               25,710 





                 25,710 





                  25,710 





                     128,550 





Total cost for use of Iodized salt





        573,122 





           652,747 





        732,372 





          797,726 





          872,594 





            3,628,560 





                               -   





Agriculture kit for diet diversification





Agriculture kit for diet diversification





% household that received agriculture kit 





for diet diversification





Provide agriculture starter kits to households 





to achieve food security





Number of household to be provided 





with starter kits





0





1,019,536





297,443





315,868





335,067





             100 





0





         101,953,627 





        29,744,349 





          31,586,808 





           33,506,664 





              196,791,447 





Train AEDOs on the starter kit usage 





Number of AEDOs trained





0





1,236





1,596





1,979





2,385





               75 





                       -   





                  92,685 





             119,725 





               148,441 





                178,901 





                     539,753 





Recruit and train additional AEDOs 





Number of  AEDOs recruited and trained





2,087





191





197





202





208





          1,700 





          3,547,961 





                324,195 





             334,056 





               343,956 





                354,229 





                  4,904,396 





Train AEDOs on complementary feeding





Number of AEDOs trained





2,687





191





197





202





208





             130 





             349,315 





                  24,791 





               25,545 





                 26,303 





                  27,088 





                     453,042 





Develop and dessiminate messages on 





complementary feeding through radio, 





agriculture shows, mobile vans, etc





Number of campaigns done





2





2





2





2





2





        70,900 





             141,800 





                141,800 





             141,800 





               141,800 





                141,800 





                     709,000 





Conduct field support visits on nutrition 





activities





% of districts visited





6





17.2





28





28





28





             216 





                 1,296 





                    3,715 





                 6,048 





                   6,048 





                    6,048 





                       23,155 





Total for agriculture diet diversification





          4,040,372 





         102,540,813 





        30,371,524 





          32,253,355 





           34,214,730 





              203,420,793 





 Total for  Agriculture 





       4,040,372 





      102,540,813 





     30,371,524 





       32,253,355 





       34,214,730 





          203,420,793 





Timely Enrolment at Primary School Level





Cost of expected average  number of std 1 





class room blocks





Number of classroms constructed





                  -  





             2,504 





            2,504 





         2,504 





         2,504 





        10,200 





                        -  





           25,540,800 





        25,540,800 





          25,540,800 





           25,540,800 





              102,163,200 





Recruit teachers for Standard one class





Number of teachers recruited





            5,798 





             1,066 





            1,066 





         1,066 





         1,066 





          1,000 





          5,798,000 





             1,065,750 





          1,065,750 





            1,065,750 





             1,065,750 





                10,061,000 





Procure teaching and laerning material for 





Std 1 class





Number of teaching and learning 





material





            5,798 





             6,864 





            7,930 





         8,995 





       10,061 





             572 





          3,316,456 





             3,926,065 





          4,535,674 





            5,145,283 





             5,754,892 





                22,678,370 





Supervision and M&E





Number of supervisions of primary 





schools by district education office 8 





times a year; 4 scholls visted per day





36,096





56,128





76,160





96,192





116,224





               13 





             451,200 





                701,600 





             952,000 





            1,202,400 





             1,452,800 





                  4,760,000 





Social mobilization campaign for timely 





enrollment in primary education of children





Number of campaigns (1 per year)





1





1





1





1





1





      300,000 





             300,000 





                300,000 





             300,000 





               300,000 





                300,000 





                  1,500,000 





Total for timely Enrolment at Primary 





School Level





          9,865,656 





           31,534,215 





        32,394,224 





          33,254,233 





           34,114,242 





              141,162,570 





Total for Education





       9,865,656 





        31,534,215 





     32,394,224 





       33,254,233 





       34,114,242 





          141,162,570 





TOTAL COST IN 





US$





Quantities required





 Unit cost 





US$ 





Cost in US$








� High impact interventions are those proven to (a) reduce exposure to infection or other health condition; or (b) reduce the likelihood of exposure that leads to disease. They include both preventive and treatment approaches that reduce the likelihood that the disease or condition will lead to death (Lancet Series on Child survival, 2003)





� NSO data derived from Census in 1998


� Capacity is measured by a health centre’s ability to provide out patient services; family planning, maternity services and immunization and by a minimum number of qualified staff, including 1 medical assistant/clinical officer and 2 nurses/midwives per facility.


� This includes all categories of people who extend services to families, communities, and include: health surveillance assistants, nutrition promoters, CBDs, etc.
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Figure 19: IMR and U5MR by educational level of the mother
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