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Washington, D.C. 20433
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Office of Director-General
Operations Evaluation June 30, 1995

MEMORANDUM TO THE EXECUTIVE DIRECTORS AND THE PRESIDENT

SUBJECT: Performance Audit Report on Malawi
Health Project (Credit 13S1-MAI)
Second Family Health Project (Credit 1768-MA I)

Attached is the Performance Audit Report (PAR) on the Malawi Health project
(Credit 1351-MAI, approved in FY83) and the Second Family Health project (Credit 1768-
MAI, approved in FY87) prepared by the Operations Evaluation Department.

This report presents an audit of the first two IDA credits provided to Malawi
for its health and population programs. The first (Credit 1351) focused on strengthening the
planning and administrative capacity of the sector, reducing costs of pharmaceutical
procurement and distribution, and introducing a family planning program. While continuing
some of these activities, the second project (Credit 1768) aimed at a substantial expansion of
the primary health care system (also supported in the first project) and introduced population
and health related activities (e.g., literacy, nutrition and women's programs) in non-health
sectors.

Implementation of the first project took six years rather than the planned two
because of shortages of skilled personnel and materials, inadequate counterpart funding and
poor administrative procedures. Although most planned activities were eventually completed,
the primary goals-strengthening planning and administrative capacity and reducing
pharmaceutical costs-were not satisfactorily achieved. Hence, the project outcome is rated as
unsatisfactory. Institutional development is rated as negligible, and sustainability as uncertain.
Implicitly, the Project Completion Report (PCR) agrees with the second two ratings, but
suggests that the project outcome was satisfactory.

Implementation of the second project was satisfactory and most physical goals
were achieved. Since expansion of the primary health system was a major part of this project,
the outcome is rated as satisfactory; but institutional development is rated as negligible and
sustainability as uncertain. These ratings are consistent with the findings of the PCR.

The audit attributes the weak institutional development performance of these
projects to shortages of skilled manpower, largely the result of budgetary shortages and poor
pay scales, plus the generally poor performance of credit financed technical assistance. The
audit concludes that if the performance of Malawi's health sector is to improve, greater
allocations from the recurrent budget are essential, accompanied by improvements in efficiency
and further capital investment.

Attachment

This document has a restricted distribution and may be used by recipients only in the performance of their official
duties. Its contents may not otherwise be disclosed without World Bank authorization.
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Preface

This is a Performance Audit Report (PAR) of the Government of Malawi's first two health
projects. They were supported by two Bank credits, Credit 1351-MAI for SDR 6.3 million (US$ 6.8
million equivalent) approved on April 21, 1983 and Credit 1768-MAI for SDR 8.7 million (US$ 11.0
million equivalent) approved on March 24, 1987.

The first credit closed on December 31, 1988, four years behind schedule. The last
disbursement was on July 31, 1989 and the sum of SDR 37,824 was cancelled. The second credit was
closed as scheduled on June 30, 1993. The last disbursement was on November 19, 1993 and the sum
of SDR 2,233 was cancelled.

This PAR is based on the Staff Appraisal Reports, the Credit Agreements, supervision reports,
project files and government documents. Additional information was obtained through discussions
with Bank staff, bilateral and other donors, government officials and others associated with the
projects, medical personnel and project beneficiaries, the latter groups being contacted during a visit to
Malawi in November 1994.

Sections 2 and 3 review the basic facts about these projects and, with minor exceptions
confirm the findings of the PCRs. Section 4 takes up several issues not covered in the PCRs and goes
into others in more depth. Similarities and differences in ratings and lessons are discussed in Section
5.

Following standard OED procedures, copies of the draft PAR were sent to the Borrower for
comments on April 14, 1995. Comments received are attached as Annex 1.
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Basic Data Sheet

HEALTH PROJECT (CREDIT 1351-MAI)

Key Project Data (Amounts in US$ million)

Appraisal Actual Actual as % of
estimate appraisal estimate

Project Costs 8.7 n.a. -
Credit Amount 6.8 6.20 91
Cancellation 0.0 0.04 0.06
Disbursed 6.8 7.49 110
Institutional Performance Negligible

Cumulative Estimated and Actual Disbursements (SDR million)

FY84 FY85 FY86 FY87 FY88 FY89 FY90

Appraisal Estimate 1,650 4,800 6,300 - - - -
Actual 119 1,914 2,446 2,780 3,810 5,916 6,262
Actual as % of Appraisal 7 40 39 44 60 94 99

Date of Final Disbursement July 31, 1989
a. As of July 31, 1989, SDR 37,823.59 was cancelled.
Last application: No. 157 for K 521,892.4 dated July 31, 1989.

Project Dates

Item Planned Date Revised Date Actual Date

Health Sector Mission 10/1980
Identification Mission 09/1981

(Initial project
discussion with IDA)

05/17-22/82
Preparation Mission 09/21/81 09/21/81 09/21/81
Appraisal Mission 07/07/82 07/07/82 07/07/82
Credit Negotiations 03/15/83 03/15/83 03/15/83
Board Approval 04/26/83 04/26/83 04/26/83
Credit Signature 05/20/83 05/20/83 05/20/83
Credit Effectiveness 07/01/83 08/22/83 08/22/83
Project Completion 06/30/85 06/30/88
Credit Closing 12/31/85 12/31/86 12/31/88

12/31/87
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Staff Inputs (staff weeks)

FY80 FY81 FY82 FY83 FY84 FY85 FY86 FY87 FY88 FY89 FY90 FY94 TOTAL

Preappraisal 49.6 55.0 104.7

Appraisal 49.3 49.3

Negotiation 7.7 7.7

Supervision .5 31.2 19.5 3.9 13.4 12.1 6.4 12.5 .1 99.6

Other .5 .8 2.6 5.4 9.3

Total .5 50.4 57.6 62.9 31.2 19.5 3.9 13.4 12.1 6.4 12.5 .1 270.6

Mission Data

Mission Time Participants" Staff weeks Performance status'

Health Sector

Mission 10/80
Appraisal 07/82

F M DI OS"
Supervision 1 09/83 2(A,PH) 2.0 1 1 - 1
Supervision 2 12/83 2(A,A) 2.0 1 1 - 1
Supervision 3 02/84 4(E,M,P,PH) 7.0 1 2 1 2
Supervision 4 06/84 4(A,H,P,PH) 7.0 1 1 1 2
Supervision 5 10/84 4(HP,M,P,PH) 4.0° 1 1 1 2
Supervision 6 04/85 3(A,HP,PH) 3.0° 1 1 1 2
Supervision 7 06/86 4(A,E,MS,PH) 2.0° 1 1 1 2
Supervision 8 09/86 3(A,E,MS) 4.0° 1 1 1 2
Supervision 9 04/87 2(A,E) 2.0° 1 1 1 2
Supervision 10 08/87 1(E) 1.0° 1 1 1 2d
Supervision 11 11/87 3(A,E,PH) 2.0 1 1 1 2
Supervision 12 03/88 3(A,E,PH) 2.0' 1 1 1 1
Supervision 13 10/88 3(A,E,PH) 1.5' 1 1 1 1
Supervision 14 03/89 3(A,E,PH) 1.5' 1 1 1 1

TOTAL 45.0

Proj. Completion 11/89 2(A<E) 4 - - - -

a. A = Architect; E = Economist; H = Health Advisor; HP = Health Planning Specialist; M = MCH/FP Specialist; MS =

Management Specialist; P = Pharmaceutic Specialist; PH = Public Health Specialist.
b. F = Available Funds; M = Project Management; DI = Development Impact; OS = Overall Status.
c. The Health Project was supervised together with the preparation/supervision of the Second Family Health Project.
d. No Form 590 on record.
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Basic Data Sheet

SECOND FAMILY HEALTH PROJECT (Credit 1768-MAI)

Key Project Data (Amounts in US$ million)

Appraisal Actual Actual as % of
estimate appraisal estimate

Project Costs 24.9 25.1 100.8

Credit Amount 11.0 11,6 105.4

Cancellation 0.0 0.0

Disbursed 11.0 11.6 105.4

Institutional Performance Negligible

Cumulative Estimated and Actual Disbursements (SDR million)

FY88 FY89 FY90 FY91 FY92 FY93

Cumulative Estimate at 0.66 2.97 6.05 8.69 10.45 11.02
Appraisal

Estimate as % of the Loan 11 27 55 79 95 100

Cumulative Actual 1.528 5.053 7.577 10.315 11.104 11.595

Actual as % of the Loan 13 44 65 89 96 100

Date of Last Disbursement June 9, 1993

Project Dates

Step Planned Actual

Identification 06/22-29/85 06/22-29/85
Preparation 09/19-30/85 09/19-30/85
Appraisal 01/86 12/02-20/85
Post appraisal 06/09-17/86 06/09-17/86
Negotiations 09/86 02/02-06/87
Board Approval 11/86 03/24/87
Signing Date 05/07/87 05/07/87
Credit Effectiveness 06/15/87 06/15/87
Completion Date 12/31/93 12/31/93
Closing Date 06/30/93 06/30/93
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Staff Inputs (staff weeks)

FY83 FY84 FY85 FY86 FY87 FY88 FY89 FY90 FY91 FY92 FY93 FY94 TOTAL

Preappraisal 8.6 3.4 34.3 46.3

Appraisal 55.0 30.1 .5 85.6

Negotiation 8.2 8.2

Supervision .6 5.1 14.1 10.4 11.5 19.6 9.0 13.9 21.2 105.3

Other .2 .4 5.5 12.8 18.9

Total .2 8.6 3.8 95.4 56.3 14.1 10.4 12.0 19.6 9.0 13.9 21.2 264.3

Mission Data

Mission Time Participantsa Staff weeks Performance status'

Identification 06/85 2 (Ph,E) 2.3
Preparation 08/85 6 (Ph, Pop,E, 10.3

IEC, Arc,
Demo)

Appraisal 12/85 6 (2 Ph, E, Arc. 15
IEC, Res)

Post Appraisal 06/86 5 (Ph, Arc, 3.2
IEC,E, Res)

Implementation 11/86 3 (IEC, Arc, E) 3
Mission
Launch 04/87 2 (Arc, E) 1.6

G P M F

Supervision 1 11/87 3 (E, Ph, Arc) 2.1 1 2 2 nr
Supervision 2 03/88 3 (E, Ph, Arc) 1.8 2 2 1 nr
Supervision 3 10/88 3 (E, Ph, Imp) 2.1 2 2 1 nr
Supervision 4 03/89 3 (E, Ph, Arc) 2.8 1 1 1 1
Supervision 5 10/89 2 (Ph, Arc) 1.1 1 1 2 1
Supervision 6 03/90 2 (Ph, E) 2.0 1 1 1 1
Supervision 7 06/90 2 (Arc, E), 2.8 1 2 1 1
Supervision 8 10/90 2 (E, Arc) 2.0 1 1 1 1
Supervision 9 03/91 2 (E, Ph) 1.6 1 2 1 1
Supervision 10 06/91 3 (E,Ph, Imp) 3.2 1 1 1 1
Supervision 11 12/91 2 (E,Ph) 2.6 1 1 2 1
Supervision 12 06/92 2 (Ph, Pop) 2.8 2 3 2 2
Supervision 13 03/93 2 (Ph, Pop) 0.7 2 3 2 2

a. Arc = Architect; Demo Demographer; E = Economist; IEC = Information Education and Communication specialist; Imp =
Implementation Specialist; Ph = Public Health Specialist; Pop = Population Specialist; Res = Research Assistant.
b. G = General Status; P = Procurement; M = Management; F = Availability of Local Funds; nr = not rated.
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Evaluation Summary

Objectives

1. This is a Project Audit Report for the first two health projects that the Bank has
supported in Malawi (Credits 1351-MAI and 1768-MAI), the goal of which was to improve
the capacity of the health system to reduce mortality, morbidity and fertility rates.

2. The first project, approved in 1983, was to cover only two years and be focused on
strengthening the planning and administrative capacity of the Ministry of Health and the
development of a national health plan. The rationale behind this orientation was that such a
plan was necessary before deciding on major investments and that, because of the grave
financial problems of that time, the Government could not afford any project that significantly
increased its recurrent budget requirements. In addition, the project assisted in the
establishment of a Community Health Sciences Unit (CHSU) to collect and analyze
epidemiological data, assisted the Central Medical Stores (CMS) improve its procedures and
cut its costs, extended the primary health care system which had been piloted in a few
locations to the whole of three districts, and introduced a child spacing (CS) and maternal and
child health (MCH) program. While some of these components would increase recurrent
budget requirements, the CMS component was expected to result in sufficient savings to more
than offset these increases.

3. The second project was derived from the national plan produced in conjunction with
the first project plus a newly completed population sector report. The first of its two parts
supported a more substantial expansion of the primary health care (PHC) system, technical
assistance to strengthen the management, manpower and support systems of the Ministry of
Health (MOH), additional support for the CS and MCH programs, and provision for the
establishment of a Project Implementation Unit. The second part (approximately one eighth of
total project costs) was to support population-and health-related activities in non-health
sectors-so-called multisectoral activities-which included: functional literacy, nutrition and
women's programs; a nation-wide Information, Education and Communications (IEC)
program; and youth programs aimed at introducing integrated family health messages.

Implementation Experience

4. The first project was extended three times and eventually took six years rather than the
planned two years to complete. The primary factors explaining these delays were shortages of
skilled personnel, materials and budgetary resources, a situation exacerbated by the
Mozambican war, inflow of refugees, and deteriorating economic conditions during the
implementation period, plus poor administrative procedures which to some extent were
symptoms of the personnel shortages. In the end, however, most planned activities were
completed and most covenants complied with. Shortfalls, while few in number were important
and help explain the weak performance of this project: in particular, key personnel and
counterparts to work with consultants were often not appointed or appointed only with
substantial delays, a number of consultants failed to perform up to expectations, and several
important studies and a few items of construction associated with the CMS were not completed
(or had to be redone because of design errors).
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5. While Bank supervision missions identified these problems as they emerged,
supervision reports provided ratings that were overly optimistic; and after the first two years,
attention was devoted to development of the second project. The result was less forceful
supervision than was warranted given the shortfalls experienced by this project.

6. The second project fared better in the sense that nearly all planned activities were
completed within the originally specified time period. Counterpart funds were adequate and
timely and most covenants were complied with. Once again, however, there were important
shortfalls in staff appointments; and several studies, including in this case a mid-term review,
were not undertaken. In addition, the overall coordination committee did not meet, which may
have accounted for lack of coordination of the multisectoral activities.

7. Bank supervision was supportive and timely and ratings were somewhat more realistic.
But here again, the Bank failed to strongly voice concerns about shortfalls and seemed at times
more concerned with development of the third project than with the effective implementation
of this one.

Project Results

8. Health Status. While Bank documents suggest that the health status has not improved
over the last decade despite the substantial external resources invested in this sector by the
Bank and other donors, the audit argues that the data are too weak to support this or any other
contention. Moreover, even if this contention were correct, donor inputs and in particular,
these two Bank supported projects, may have offset a deterioration that was likely to have
occurred in their absence.

9. Extension of Health Delivery System. But whatever the impact of Bank and other
donor inputs on the overall health status, these inputs must have had significant positive effects
on the individuals directly affected. Interviews with users and staff of primary health centers
plus other materials suggest that the extension of the health system provided care of a quality
that recipients were satisfied with and had two major effects: first, they significantly reduced
travel time for people living on the periphery of catchment areas, and second, they appear to
have raised expectations and effective demand for health care which should lead to better
practices-for example, a larger fraction of births taking place in clinics with the assistance of
a trained nurse and more children being brought in for immunizations and checkups on a
regular basis.

10. Family Planning. Considering the pro-natalist stance of the Government prior to 1993
and the fact that importation and sale of modern contraceptives were illegal until 1982, Malawi
has come a long way during the course of these two projects. This is one issue that the Bank
did forcefully press on, and with good effect.

11. Government policy is now openly supportive of family planning. Among other things,
non-medical personnel are being allowed to distribute contraceptives subject to certain
guidelines, services are available at least once per week in all hospitals and more than half of
Government health centers, and non-governmental organizations are being encouraged to
become involved in this field. Since the early 1980s, the contraceptive prevalence rate appears
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to have risen from close to zero to seven percent in 1992, as sign that these measures are
beginning to have at least some positive effects.

12. While all to the good, Family Planning (FP) experts interviewed by this mission point
out that most changes in Government policy so far have only been permissive, not actively
promotional. They see few signs of a shift towards a more active policy and fear that progress
from this point forward will be much slower if such a policy shift does not occur.

13. Efforts to Strengthen Health Planning and Manpower Development Capacity.
Technical assistance provided to both the Planning Unit and the Manpower Development Unit
of the MOH had little lasting effect on the capacity of these units. Everything went wrong: a
number of consultants performed poorly, counterparts to work with consultants were not
appointed in a timely fashion, and staff turnover diluted the value of the training and
fellowships provided by the projects.

14. The effort to develop a national health plan is a case in point. A plan of good quality
was eventually produced but not by the expatriate team called in to produce it; that team's
output was considered unsatisfactory and the Ministry eventually produced its own plan. But
the capacity and sense of ownership created by this experience has not been sustained because
of staff turnover. Today, the Planning Unit is in no better shape to produce such a plan itself
than it was 12 years ago, and it is thinking of calling in another expatriate team of advisors to
produce the next National Health Plan. The text also points out several organizational issues
that have caused problems, for example, the assignment of statistical and manpower planning
functions to organizations independent on the planning unit.

15. The CHSU was established but has never functioned well, in part because of shortages
of budget and failure to fill a number of important staff positions, both signs of lack of
significant support from the MOH, but also because of organizational problems.

16. The Pharmaceutical Component. The decentralization of medical stores planned by
the project was eventually accomplished and has significantly decreased time required to
deliver drugs to more remote areas. But there is no evidence that this and other planned
actions have resulted in significant cost savings, an anticipated outcome of the project.

17. The multisectoral activities do not appear as yet to have accomplished much, although
most planned activities have been executed. Efforts to introduce health and FP messages into
literacy, home economics, and other women's programs have been limited by shortage of
funds to support these programs. While nearly all the planned youth programs were initiated,
they ceased when the Malawi Young Pioneers, a semi-political organization responsible for
their implementation, was closed down in 1993. Many of the IEC activities got off to a slow
start because of the need for training before they could be implemented. No evaluation of
their impact is available.

Findings and Lessons

18. While most of the activities planned under the two projects eventually were
implemented, they have failed to achieve much lasting improvement in the capacity of the
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health system. The principal exceptions to this are the extension of the health system into
underserved areas and the introduction of a family planning program. Other achievements are
less important or ephemeral. For example, while a national health plan was developed, the
capacity to undertake health planning was not significantly improved. Accordingly, the
outcome of the first project is rated as unsatisfactory although the PCR appears to rate it as
satisfactory, while the outcome of the second project, which contained a much larger
construction component and was not subject to delays in implementation, is rated as
satisfactory in this report as well as in the PCR. However, the institutional development
efforts had negligible impacts, an observation that is consistent with PCR findings.

19. Sustainability of the gains made is more difficult to judge. On the one side, the
Government's recurrent budget remains under extreme pressure so that if it were not for donor
inputs, the primary health care system might collapse. On the other, these inputs, plus the
decentralization measures so far undertaken and the recent elections have generated
expectations on the part of the rural population that are putting pressure on the Government to
allocate more funds to the health sector and to the rural areas. In these circumstances, this
audit rates the sustainability of both projects as uncertain, in agreement with the second PCR,
but not the completion report for Health I.

20. In terms of lessons, these projects are excellent examples of the need for greater focus
on Government ownership, implementation and supervision. Other issues pertain to personnel
problems, recurrent cost problems, technical assistance and general project orientation.

21. Many of Malawi's problems stem from shortages and high turnover of personnel. The
Bank's remedy for these personnel problems has been to provide training and fellowships and
to insist on covenants that certain critical posts will be filled. But the MOH does not have
adequate control over the situation to take fully effective action. Frequently, it does not have
the budget or the authorization to fill a post or to pay sufficiently high wages to attract and
keep good people. The Bank must deal with issues lying outside as well as inside the sector if
it is to effectively help the MOH solve its manpower problems.

22. Lying behind these personnel problems is lack of budgetary resources. This is the
fundamental problem with the health sector in Malawi-in the 1970s and early 1980s because
of the low priority given to the sector and later because of the worsening economic and
revenue situation. Improvements in efficiency, while sorely needed, will not be sufficient. In
this situation, nor will the provision of investment funds be sufficient; help in meeting
recurrent expenditures is also required. What is needed is a package of inputs, capital plus
recurrent, that is adequate to the task; otherwise, the task should be scaled back. The Bank
could have helped with this problem had it been, at that time, more flexible in its rules about
recurrent cost financing.

23. A surprisingly large number of foreign advisors funded by these projects turned in
disappointing performances. A common factor in these cases was that they worked more or
less in isolation from those who ostensibly needed their inputs. Several recommendations for
dealing with this situation are discussed in the text.



13

24. Finally, the report suggests that these projects erred too much on the side of specifying
and attempting to achieve process objectives (training certain numbers of persons, establishing
certain numbers of clinics, etc.) rather than health status objectives (immunization rates,
contraceptive prevalence rates, and over longer periods, morbidity, mortality and fertility
rates). This was in keeping with the thinking of that time which, fortunately, is now changing.
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1. Background

1.1 Malawi is a densely populated, land-locked country with a modest and narrow resource
base that makes it highly vulnerable to external shocks such as changes in world prices,
weather conditions and disruptions in transport across its boarders. Despite these
circumstances, for almost two decades after independence in 1964, it experienced reasonably
good economic growth. Since the early 1980s, however, the country was faced with a series
of economic problems that included deterioration in terms of trade, two oil crises, disruptions
in transport routes through, and an influx of refugees from, Mozambique, a series of droughts
and several reversals in economic policy. These problems, plus rapid population growth which
averaged 3.2 percent per year during the 1980s, have resulted in a Gross National Product
(GNP) per capita ($210 in 1992) that is lower today than it was in 1980. Throughout this
period budgetary resources for recurrent expenditures of public services have been very limited
and development budgets have been funded largely by donors.

1.2 The average life expectancy at birth is 44 years, a result among other things of very
high infant, child and maternal mortality rates. While data are very poor, the incidence of
such diseases as malaria, pneumonia, tuberculosis, cholera, gastroenteritis, measles and
HIV/AIDs-related diseases appear to be very high by African standards. The severity of these
diseases have been made worse by an environment conducive to the growth of parasitic
disease vectors, poor nutrition, unsanitary sources of water, and a weak public health system.

1.3 The weakness of the public health system, in turn, results in large part from lack of
trained personnel, inadequate budgets, weak financial control systems, internal inefficiencies
and misallocations (excessively favoring curative over preventive and urban over rural, and
overcrowding of essentially free public facilities compared to more costly private facilities).'
In 1980 when discussion of the first health project began, half the technical posts of the
Ministry of Health (MOH) were vacant, over half the districts lacked medical officers, there
was one physician per 53,000 population, and the return rate for medical students sent abroad
was roughly 20 percent (according to the Staff Appraisal Report for Health I). Also at that
time, only four percent of Malawi's very low GNP per capita was devoted to health. Slightly
over half of these expenditures were by Government institutions. In recent years about
US$5.50 per capita has been spent on health when, according to the 1993 World Development
Report, a minimum package of basic health services appropriate for poor countries is estimated
to cost about US$12 per capita.

1.4 Prior to 1980, the Bank's involvement in the health sector was limited to small
components in eight agricultural projects, amounting in total to about US$4 million. In early
1980, after the Bank announced its willingness to lend for free-standing health projects, the
Government of Malawi asked the Bank to consider providing assistance to its health sector.
Since then the International Development Association (IDA) has provided assistance for three
projects: US$6.2 million for the First Health Project (approved April 1983, completed June
1988). US$11.6 million for the Second Family Health Project (approved March 1987,

1. The SAR for Health I describes private facilities as underutilized. But one of the reasons people are willing to pay to go to these
facilities is because they are less crowded.
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completed December 1993) and US$55.5 million for the Population, Health and Nutrition
Sector Credit (approved on May 31, 1991, estimated completion December 30, 1996).
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2. Health Project (Health 1)

Design and Objectives

2.1 The Government's initial suggestion was for a sizeable construction project to expand
training facilities, replace or upgrade rural health centers and provide staff living quarters.
The Bank responded favorably but suggested that a health sector review be undertaken as a
first step. A Bank mission for this purpose, which visited Malawi in the fall of 1980,
concluded that, in addition to serious financial constraints facing the sector, there were four
main clusters of problems: weaknesses in administrative support for health services, serious
shortages of staff at all levels, failure of Government to make effective use of the private
sector, especially mission-run facilities, and negligible planning. The mission identified
several areas that might be suitable for Bank group assistance-improvement and expansion of
the paramedical training program, provision of service facilities and housing in remote areas,
assistance to improve performance of the Central Medical Stores and institute drug quality
control procedures, and measures to improve transport and communications and strengthen
health education activities. But it recommended that such support be provided only in the
context of a plan for the overall development of the sector which at the time did not exist.

2.2 In October 1981, a Health Identification Mission visited the country to discuss the
health sector review and a possible project. At this point, the MOH proposed Bank assistance
for four areas: training at all levels, primary health care development, supply and distribution
of drugs, and strengthening of the administration, with decentralization as the first step. With
a few exceptions, the Government's proposals coincided closely with the conclusions of the
health sector review. Accordingly, the mission concurred and recommended Project
Preparation Facility (PPF) financing to help prepare a project along these lines.

2.3 Shortly thereafter, grave financial problems led the Ministry of Finance (MOF) to
request all ministries to withhold project proposals, including requests for PPF. Hence, when
a project preparation mission reached Malawi in February, 1982, it found that no preparatory
work had been undertaken. The Government's financial problems, plus concerns about
implementation capacity, led the mission to propose that the project be scaled down to .involve
mainly system improvement, the centerpiece of which would be the development of a national
health plan, with substantial system expansion being deferred to a second project. These
problems also led the mission to be especially concerned about the recurrent cost implications
of its recommendations. In the end, it .proposed a $5 million project to be implemented over
two years and designed to have little or no net impact on the recurrent budget. The project
was appraised in July 1982 and negotiated in March 1983.

2.4 In its final form, the project had five objectives with a component devoted to each.

a) Improving MOH capacity to plan and administer its programs (ten percent of
total costs at appraisal). This was to be accomplished through technical
assistance and training to establish a permanent planning, evaluation and
monitoring capability and to improve financial management, accounting and
service statistics systems. A principal output of this component was to be a
draft national health plan backed up by a series of studies of, among other
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things, organization of the public and private health system, manpower
planning, health information retrieval and analysis systems, budgeting and
accounting procedures, and options for health financing. This component also
included support for studies on infant and child mortality, on possible linkages
between traditional and modem health sectors and on ways to improve the low
level of utilization of private hospitals.

This work was to be undertaken by the Planning Unit of the MOH which
would receive 43 months of consultant services and 12 months of overseas
fellowships for its staff. Assurances were obtained during negotiations that
four consultants-a health planner, an epidemiologist, a financial analyst and a
manpower planning expert-would be employed by the Government by
September 30, 1983.

b) Establishing a Community Health Sciences Unit (CHSU) (13 percent of total
costs at appraisal), which would collect and analyze epidemiological data and
include necessary laboratory services. This was considered essential because
lack of such information was constraining the ability to plan, monitor and
evaluate. This component was to renovate and extend an existing building to
house the unit and to provide housing, equipment and vehicles, fellowships
and consultant assistance (funded in part by the United Nations Development
Programme (UNDP) and the World Health Organization (WHO)). A staff of
six persons were to be recruited and trained for this Unit. Two years was
expected to be needed to establish the facilities and train staff. From January
1985, four consultants would be provided by WHO with UNDP funding for
two years to assist in establishing work programs and routines.

c) Assisting the Central Medical Stores (CMS) improve efficiency in
pharmaceutical procurement and distribution (33 percent of total costs at
appraisal). This component involved, among other things, improvement of
procedures, in-service training, establishment of two regional centers for
manufacture and distribution and development of CMS into an independent
cost center. Two pharmaceutical consultants were to be employed by the
Government by September 30, 1983 and some assistance was to be provided
by the core consulting team assigned to the planning unit. This component
was expected to result in a substantial financial saving in operating costs which
would more than offset the modest increases in recurrent costs resulting from
other components of this project.

d) Developing a Primary Health Care System for three districts (26 percent of
total costs at appraisal). This component was meant to be the first phase of an
effort to expand a primary health care (PHC) system throughout Malawi.
This system, which had been developed and applied on a pilot basis by the
MOH, was evaluated by a WHO/UNICEF mission in January 1982. The work
plan developed by that mission became the basis of this component. In
essence, it involved extending the system to the whole of three districts in
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which the pilot programs were implemented and adding monitoring and
evaluation activities.

e) Introduction of Child Spacing (CS) services into Malawi's Maternal and Child
Health (MCH) program (13 percent of total costs at appraisal). In November
1982, the Banda Government, which had been pronatalist, approved a paper
prepared by the MOH outlining a plan to introduce child spacing activities in
its MCH program. The Bank strongly encouraged this activity and attempted
to ensure that the program would not flounder on legal or practical
impediments. The component provided for the renovation and equipping of
antenatal facilities at the Zomba General Hospital and 15 district hospitals, for
the training of staff, and for a family formation study to investigate the causes
of high fertility and infant mortality rates and help determine future priorities
for the MCH program.

2.5 The MOH was given overall responsibility for project implementation, with
components assigned to different offices. A coordinating committee chaired by the Principal
Secretary was supposed to meet quarterly to ensure smooth implementation.

2.6 Total project cost was estimated to be US$8.7 million, US$6.8 million to come from
the IDA, US$0.6 million from cofinanciers and the remainder from the Government. Actual
project costs are estimated to be US$6.9 million less than planned because of devaluation and
underestimation of the Government's contribution.2

2.7 In general, the focus and goals of this project were appropriate for Malawi at the time.
But despite the fact that it was significantly scaled down from its initial conception, it still
proved to be excessively optimistic about what could be accomplished in a brief period with
limited inputs. More than two years should have been allowed for implementation; more time
and care should have been taken developing the CHSU and pharmaceutical components before
starting implementation; and more consulting time should have been allowed for the long list
of tasks assigned to the Planning Unit given dearth of background information with which to
work. Other design flaws are noted below in discussing individual components.

Implementation

2.8 The PCR correctly summarizes the main variances between planned and actual
implementation. The most serious variance was the lengthy delays experienced almost across
the board: in civil works, in program development of the CHSU and the pharmaceutical
components, and in preparation of the national health plan. In 1985 when the project was
originally scheduled to end, only 40 percent of the credit had been disbursed. It took another
three years to reach 60 percent and two years beyond that to reach 99 percent (the credit was
closed and the remaining funds, SDR 37,824, were cancelled on July 31, 1989). In the end,
after three extensions, the project took six years rather than the planned two years, to be
completed.

2. This is only a rough estimate because the Government did not keep complete records of its own contributions to the project.
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2.9 The factors accounting for these delays varied by component but in general resulted
from shortages of skilled personnel and materials (made much worse by the advent of the
Mozambique war and the sharp deterioration in economic conditions during the
implementation period), failure of a number of Technical Assistance (TA) sub-components to
perform as planned, and poor administrative procedures which to some extent were symptoms
of the personnel shortages 3. The following component-by-component review provides more
details.

a) Improving MOH capacity to plan and administer its programs. The contract
for the core consulting team was signed in November 1983 and the team
leader arrived shortly thereafter. In February 1984, the team proposed changes
in the terms of reference, the term of the contract and substitution of personnel
originally identified for specific tasks-changes with which both the
Government and the Bank disagreed. In April, the consultants prepared a
working document for the plan which the subsequent supervision mission
found to be of extremely poor quality. In May, the contractor agreed with
Government to replace several team members and to send someone at its own
expense to clean up the work done so far. In October, after the team leader
announced his intention to leave the country before all work was completed,
the MOH suspended disbursements and in November reached agreement with
the contractor to terminate the contract. A final draft of the National Plan was
sent by the contractor to the MOH by the end of January 1985. At this point
the MOH planning staff, with some consultant advice, began work on a
substantial revision which was completed in December 1985.

While this work proved to be arduous, in the end both the National Health
Planning Committee and Bank supervision staff judged the final version of the
plan to be of good quality, and it formed the basis for the development of the
Second Health Project. Time was lost and fewer background papers of usable
quality were prepared than planned; but the net result of this experience was a
national plan of reasonable quality which was clearly owned by the
Government. Unfortunately, this experience in learning-by-doing did not
result in a sustained improvement in planning capacity because of subsequent
staff turnover (see below).4

b) Establishing a Community Health Sciences Unit (CHSU). While the civil
works portion of this component progressed slowly for the reasons identified
in paragraph 2.9, the training subcomponent made steady progress. However,
difficulties in finding an acceptable head for the CHSU and its epidemiological

3. For example, the MOH failed at times to provide adequate architectural briefs to the MOWS and the MOWS was slow in preparing
detailed design and tender documents. In both cases, shortages of architects and other technical staff was an important causal factor.
Another example involves shifts in priorities which resulted in the neglect of other components: during the first two years key staff
focused on resolving problems caused by failure of the core consulting team to produce an acceptable national health plan; thereafter,
the staff focused on preparation of a second health project. Other examples are provided in the next section on results.

4. The PCR suggests that a permanent capacity was established. But it was written prior to the time that staff turn-over became
endemic.
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unit, in retaining staff returning from overseas training, and in obtaining
technical assistance from the UNDP resulted in delays in startup activities even
after civil works were completed. A baseline epidemiological survey which
was to be completed during the course of this project was transferred to the
second health project. At the time the PCR was written, in December, 1990,
this agency had not yet begun to function properly, in large part because of
failure to create posts for and recruit a senior epidemiologist, a microbiologist
and laboratory technicians.

c) Assisting the Central Medical Stores (CMS) improve efficiency in
pharmaceutical procurement and distribution. In addition to the construction
delays common to other components, this component was delayed because of
MOH's dissatisfaction with the work of the initial pharmaceutical consultants,
lack of availability of housing built for the CMS but occupied by non project
personnel, protracted disputes between contractors and the Ministry of Works
and Supplies (MOWS) over building design and failure to create staff posts in
a timely fashion. At the time the PCR was written, outstanding issues
included staff housing, the possibility that the drug manufacturing plant in
Lilongwe would have to be redesigned and reconstructed, the need to develop
appropriate computer, inventory and distribution systems, and the recruitment
of qualified personnel.

d) Expansion of the Primary Health Care System. This component came close to
fully meeting its objective of extending the PHC program into all villages in
three districts where the program had been previously piloted, and it was
completed ahead of schedule. As of December 1990, however, sustainability
was in question. The national coordinator of the National PHC Committee
was the only person in MOH attending to PHC matters; he had no support
staff, no funds for field visits, no vehicles and no funds to effectively stimulate
community-based programs (PCR, para 18). In addition, at the time of project
completion, a number of centers that had been physically completed could not
be opened because of lack of staff or water.

In retrospect, the three PHC training centers constructed under this component
were unnecessary. Because of delays in construction, training was completed
elsewhere and these buildings have never been used for training. In addition,
the Government (correctly) decided that any additional training would take
place in the communities rather than in classrooms. As a result, the training
units have not been properly staffed, supplied and maintained.

e) Introduction of Child Spacing (CS). Surprisingly, this component proved to be
a bright spot. During project preparation, it was not even clear that this
initiative would be approved by the pro-natalist Government of that time.
Once it was approved and services began to come on stream, demand for
services grew beyond expectations. Construction and training programs were
completed ahead of schedule and the training program exceeded original
targets. The principal bottleneck to more rapid progress was unanticipated
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shortages of contraceptives, which donors were unable to overcome quickly.
Each supervision report flagged this problem. The Bank offered to provide
injectables for one year until they were forthcoming from the United Nations
Fund for Population Activities (UNFPA). Other factors that constrained
progress included shortages of nurses qualified in child spacing, lack of in-
service training and infrequent supervision of clinical services-all, at least to
some extent, problems of unanticipated growth in demand.

Borrower Compliance with Credit Agreement

2.10 Compliance with the credit agreements was mixed. In general, appropriate procedures
were followed. But key personnel and counterparts to work with consultants were often not
appointed or appointed only with substantial delays, audit reports were delinquent for every
fiscal year during the project period, and records of project progress and non IDA expenditures
were incomplete or lacking.

Bank Supervision

2.11 Supervision reports indicate a good understanding of the problems encountered by this
project. But performance ratings did not reflect the seriousness of these problems.
Considering the management difficulties, staff shortages and implementation delays
experienced, it is surprising to find ratings of one for project management and development
impact and one (at the beginning and end of the project) and two but "improving" during the
remainder of the project, for overall status. Part of the problem may have been the fact that
three task managers were involved in this project. In addition, after the first two years,
attention during missions with supervision responsibility turned toward preparation of the
second and then later the third health project. It is quite likely, as the PCR notes, that more
forceful supervision could have contributed to earlier solutions to the problems of this project.



23

3. Second Family Health Project (Health 11)

Design and Objectives

3.1 Following completion of an acceptable draft of the National Health Plan and a
Population Sector Review, the MOH developed a proposal to obtain financing for the first half
of the 1986-1995 plan period. The plan called for a reorganization and strengthening of the
health system to prepare for its decentralization, substantial manpower development at all
levels including the creation of a medical school in Malawi, expansion of the family health
program (previously called the primary health program), expansion of the child spacing
activities within that program, and efforts to involve non health sectors in the promotion of
population and health messages. To cope with the recurrent cost implications of this program,
which would be substantial, the MOH envisioned the introduction of additional cost recovery
measures and studies to find ways to improve efficiency of both public and private health
facilities.

3.2 The Bank, while approving the general thrust of the MOH proposal, agreed to provide
funding for only the first three years, the main reason being to set aside for more detailed
study two activities that would have commenced after the third year: the development of a
medical school and a regional hospital for the north. The Bank also requested, among other
things, rethinking of the initial proposal for the reorganization of the MOH before
negotiations.

3.3 As it finally emerged, the project consisted of two parts, Part A to be implemented by
the MOH and Part B to be implemented by various agencies coordinated by the Department of
Economic Planning and Development (EP&D). Part A (81 percent of appraisal base cost)
included four components:

a) Strengthening management, manpower and support systems through technical
assistance, training, studies (including baseline and evaluation studies left over
from the first project and a study on the potential of health insurance),
construction of pharmaceutical depots in district hospitals and training
facilities, and provision of computers for MOH and hospital budget
management.

b) Expanding the PHC system from 9 to 15 districts by providing training,
equipment and supplies for village health committees, constructing and
equipping 19 new health centers, upgrading six existing health sub-centers, and
replacing one existing district hospital.

c) Support for the MCH and CS programs through technical assistance, training,
provision of vehicles, equipment and construction (surgical contraceptive units
in eight district hospitals and several new or replaced urban health centers).

d) Support for a Project Implementation Unit for Part A.
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Part B (19 percent of appraisal base cost) consisted of

e) Functional literacy, nutrition and women's programs under the Ministry of
Community Services (MOCS) which included construction and equipping of a
regional training center;

f) Youth programs under the Department of Youth, to introduce family health
messages; and

g) Development of nationwide Information, Education and Communications (IEC)
programs for population and health activities under the Information
Department.

3.4 Thus, this second project was similar to the first except that it contained a larger
construction element, greater specificity in some areas (eg., family planning), and support for
multi-sectoral activities. It does not, however, include support for the CHSU and the CMS
components which were left unfinished at the end of the first project. The PCR and the files
give no hint as to why support for these institutions was not continued. Interviews suggest
that the Bank became disillusioned with the CHSU and decided to cut its losses because it was
not accomplishing what it was supposed to and had lost its support in the MOH when new
management came in. No explanation could be found for the decision to cease support for the
CMS, a substantial (one third of base costs) component of the first project.

3.5 Total project cost was estimated at appraisal to be US$ 24.9 million, US$ 11.0 million
to come from IDA, US$ 1.9 million from the Government, and the remainder from five
cofinanciers. Actual costs totalled US$25.1 million after some shifts in contributions by
various donors.

Implementation

3.6 Implementation went much more smoothly than in the first project. Disbursements
more or less followed the planned schedule (except for currency fluctuations) and only SDR
2,233 was cancelled. The project was closed (6/30/93) and completed (12/31/93) on schedule.
Once again, however, many of the problems that existed are directly or indirectly related to
shortages of skilled manpower.

a) Strengthening Management, Manpower and Support Systems. The
Government's Complement and Grading Review Committee developed a
detailed reorganization plan for the MOH which was eventually approved and
implementation initiated. Among other things, Regional Health Teams were
established, a plan to introduce cost reduction measures at MOH and in the
hospitals was developed, and the Planning Unit was reorganized and expanded.
Unfortunately, lack of personnel at the periphery and resistance to loss of
control at headquarters slowed down implementation#f the decentralization
plan, the new Planning Unit was always short of personnel (because of rapid
turnover, study leaves and expanded work program), and the cost reduction
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measures were not fully implemented. Overall, these efforts resulted in quite
modest improvements.

The Zomba School of Nursing was completed and a Manpower Development
Unit was created; but the regional training centers were never built because of
cost overruns, and the manpower planning analysis was not satisfactorily
completed (see below). In addition, a number of key studies including some
left over from the first project failed to be completed or were deferred to the
Population Health and Nutrition (PHN) sector credit.

b) Expanding PHC System. The physical expansion was completed as scheduled,
though with some price overruns because of cost increases. However, 9 of the
19 health centers were inoperative at the time the PCR was written because of
lack of staff or water. All centers are now operative but some still have
staffing or water problems (See Chapter 4.6).

c) MCH and CS. With some shifting around of funds from different projects, the
planned physical expansion took place. However, a manual for MCH health
workers was not produced and integration of CS into MCH was slow due to,
shortage of staff to produce training materials and undertake training. Thanks
to assistance from UNFPA and the United States Agency for Industrial
Development (USAID), availability of contraceptives improved. But because
parallel financing by KFW failed to materialize, the surgical contraceptive
units in hospitals were not constructed, and the construction of the urban
health units were shifted to the PHN Sector Credit because of shortages of
funds.

d) Support for the Project Implementation Unit (PIU). The PIU was successfully
established and an effective project coordinator recruited. This undoubtedly
contributed to the improved performance of this project compared to the first.
Even here, however-and despite the fact that the project provided salary
support for senior positions in this unit-there were staffing problems.'

e) Multisectoral Activities. This set of sub-components suffered from weak
coordination between the MOH and the other ministries. Nevertheless most of
the planned activities were undertaken.

Borrower Compliance with the Credit Agreement

3.7 Most covenants were complied with and counterpart funds were adequate and timely.
However, the overall coordination committee never met, accounts and audit reports were not
always timely and up to standard, agreed to staff appointments were often delayed, and some
studies and a mid-term review failed to be undertaken. These shortcomings contributed to
some of the problems experienced by this project.

5. As noted in the PCR, the procurement officer was never appointed, the accountant position was vacant for two years, and the
architect's post was only filled for a total of 26 months prior to the closing of this project.
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Bank Supervision

3.8 Overall, supervision was supportive and timely and supervision ratings were somewhat
more realistic than in the first project. However, as was the case in that project, the Bank
failed to strongly voice concerns about shortfalls from credit agreements and seemed at times
to be more concerned with the development of the third project than with the effective
implementation of this one.
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4. Project Results and Achievements

4.1 What of a longer term nature have these projects achieved? This section reviews the
little evidence that is available to answer this question, focusing on topics of special interest
for future operations.

Health Status

4.2 A common perception in the donor community at the present time is that there has
been little if any improvement in the health status of the Malawian population over the last
decade, despite the substantial external resources invested in the sector. This is frequently
interpreted as meaning that the resources invested in the sector have yielded very few benefits,
in large part because of weak management of the health system. Both the statement and the
interpretation are open to question.

4.3 First, there are no time series of comparable data on which to judge what is happening
to the health status of the population over time. There is one survey-the Demographic and
Health Survey (DHS) of 1992-that includes estimates of health indicators believed to be of
reasonable quality. But there is generally only one or at most two earlier observations on
similar variables and they are of dubious quality and comparability. The figures in Table 4.1,
reproduced from the July 1994 Midterm Review of the PHN Sector Credit, are typical of what
is available. While the 1992 figures are from the DHS, the earlier figures are from sources
that were impossible to track down and study. The only thing clear about them is that the
estimates of the maternal mortality rate are far too low-certainly the first of the estimates but
probably also the DHS estimate as well. We conclude that it is not possible to establish any
trend at all from available data.

4.4 Since the density of health delivery points has increased and the Expanded Program of
Immunization (EPI) has achieved high levels of coverage over the last decade, some
improvements in health status should have occurred. But they may have been offset by the
health impacts of a deterioration in economic and agricultural conditions plus a growing
number of new diseases (drug resistant malaria, HIV/AIDs and other sexually transmitted
diseases) over that period of time. Available data do not help to determine what the net effect
has been.

4.5 Second, even if one could say with confidence that there has been no improvement in
health status, low productivity of investments in the health sector is only one possible
explanation. Another is that these investments are too small to make a significant difference
in the overall situation.' Yet another is that they have offset what would have been a
disastrous situation in their absence. The final possibility is that these investments and the
institutional and policy changes accompanying them (for example, decentralization measures)
are laying the groundwork for significant improvements that will only show up later. This
review concludes that each of these interpretations has some merit depending on the subsectorg

6. As noted above, even with donor inputs, only roughly US$5.50 per capita is spent on health in Malawi, far below the US$12
believed to be minimally necessary. Moreover, the importance of economic conditions and new disease vectors should not be
underestimated.
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Table 4.1: Selected Health Indicators

Indicator Project start At mid term

Infant Mortality Rate (per 1000) 150 134

Maternal Mortality Rate (per 100000) 170 620a

Total Fertility Rate (per 1000) 7.8 6.7

Contraceptive Prevalence Rate (per 1000) 3 7

Crude Birth Rate (per 1000) 54 47

Crude Death rate (per 1000) 20 20

HIV Positive cases not available Approx. 10%
a. If the project start figure is accurate, this worsening of the maternal mortalhty (DHS) could be a result of a combination of
factors including the drought and HIV/AIDS.
Sources: Staff Appraisal Report and Demographic and Health Survey 1992

Extension of the Health Delivery System into the Countryside.

4.6 Whatever the overall impact of Bank and other donor inputs, there is little doubt of
their positive effects on the people served by individual facilities established with these funds.
This was very evident from interviews of clients and staff at two health centers visited by the
audit mission and two officials from the MOH. Both centers were in very remote areas, some
15-20 km. from the nearest paved road and at least ten km. from the nearest alternative
facility.

4.7 One, an MCH center at Kafukula, which was added next to an existing dispensary
operated by the local government, was completed in 1984 with funds from Health I. The
other, the Choma Health Center, is a full-service center with ten beds (six for maternity cases);
it was completed in 1990 with funds from Health II. Its buildings, which compare favorably
with many urban health centers, looks a bit strange sitting nearly by themselves in the bush.

4.8 Because of staff shortages, Kafukula did not start operating for three years and Choma
for two years after construction was completed. Neither have a full complement of staff even
today. Neither has running water: although they were both outfitted with indoor plumbing, a
holding tank, a borehole and a handpump, pipes to connect the borehole with the tank and the
main building were never installed. Neither facility has electricity or transport equipment
(pharmaceutical being kept cool in a kerosine refrigerator). If an ambulance is needed, a call
is placed to the district hospital over an hour and a half away in good weather. Kafukula has
a telephone operated by a solar panel, but the nearest phone to Choma is several kilometers
away. Drugs are in short supply: Choma had been without many used on a daily
basis-including Fansidar for malaria-for two weeks (a partial shipment arrived during the
mission's visit).

4.9 These problems are quite typical. More than half the centers constructed with funds
from the two IDA credits opened late because of shortages of staff and had-in many cases
still have-similar water problems. Even the Mzimba District Hospital, a 200-bed facility
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constructed with funds from Health II, has serious water problems. Until the nearby river
dried up in the recent drought, staff carried water from there to supplement the intermittent
supply piped from the town. Two years ago, the Hospital requested a bore hole; it was drilled
in August 1994 but as of November the well was not yet completed and operational.

4.10 Despite these problems, clients and villagers interviewed at both sites were generally
pleased with the quality of care they received, their main complaint (in the few cases that any
was expressed) being periodic shortages of supplies and personnel. These centers appear to
have had two major effects on the people interviewed. First, they significantly reduced travel
time for those living near the periphery of the catchment area; this has led them to make
somewhat greater use of medical facilities. And second, they appear to have raised
expectations and effective demand for health care. Among other things, more women now
expect to give birth in a clinic with the assistance of a trained nurse and to bring their children
in for immunizations and to be weighted for several months after birth. These are small
changes, but very significant in the lives of the people experiencing them.

Family Planning

4.11 Considering how long it has taken in some African countries to change policies and
get a significant family planning program going, Malawi has made substantial progress since
1982 when then-President Banda agreed to permit the development of a child spacing
program. Since then, and particularly during the last three years, a number of positive events
can be pointed to. First, there have been significant changes at the policy level: from
permitting these activities to publicly speaking out in favor of them-and in the process all but
dropping the term child spacing in favor of family planning-and from allowing only trained
doctors to prescribe pills to permitting traditional birth attendants and workers in the
community-based distribution (CBD) program to provide pills even before attending a training
program provided they abide by a fairly liberal CBD checklist in doing so. Second,
contraceptives are no longer in short supply (thanks to donors, mainly USAID and UNFPA)
and services of trained personnel are available in all hospitals and more than half of
government health centers at least one day per week. This was confirmed by the field visits
undertaken by this mission. Third, a number of agencies have been established to promote
family planning and expand service provision independently of the MOH; they provide a
legitimate base of operations which did not exist before for individuals interested in playing an
active role. Fourth, the 1992 DHS indicates widespread awareness of family planning and,
coupled with earlier estimates, a respectable increase in contraceptive prevalence rates-from
close to zero at the beginning of Health I to about three percent at the end of that project and
seven percent in 1992. These are very promising first steps.

4.12 But family planning experts interviewed by this mission painted a much less optimistic
picture. According to them, most changes at the policy level are permissive or mildly
promotional. There has been little followup in the form of orders, significant increases in staff
or changes in incentives to encourage promotion of family planning by village health workers
who are inherently conservative and unlikely to take any initiative on their own. In addition,
there are reasons to be concerned about the sustainability of the contraceptive prevalence rates
(CPR). So far, these rates reflect new users. There is anecdotal evidence suggesting that the
number of persons actually using the contraceptives is substantially less than that implied by
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data on distribution of contraceptives. These issues need careful empirical investigation. If
they prove to be important, something more than further expansion of the present distribution
system will be required to continue the rate of progress experienced so far.

Efforts to Strengthen Health and Health Manpower Planning

4.13 Since the beginning of Health I, efforts to strengthen the Ministry's planning capacity
have involved the establishment of a Planning Unit initially with two posts but later with six,
the establishment of a Manpower Development Unit with three posts, and the provision of
fellowships and training, equipment and technical assistance. Both the Bank and USAID have
supported these efforts, the Bank primarily concerned with the Planning Unit and USAID with
the Manpower Development Unit. To date these efforts have not been successful in
establishing the kind of planning and analysis capacity originally envisioned. The only
significant document produced has been the National Health Plan for 1986-1995; while in the
end it was produced by MOH staff rather than expatriate advisors, because of staff turnover,
the MOH is hardly better prepared to produce a new health plan today than it was ten years
ago. The main problems have been difficulties in recruiting, training and keeping staff,
inadequate technical assistance, and flawed organizational arrangements.

4.14 Staffing. The Planning Unit was initially staffed by two professional health planners
already employed by the MOH. Of the four persons recruited for the new positions, only one
has actually done any work in the Unit.7 In 1988, the two senior planners, were relieved of
their posts for political reasons. To fill in, three staff members of the Ministry of Economic
Planning were seconded to the MOH. One of the three left for graduate work overseas; the
other two left for training and have only recently returned. After the change in government
last May, one of the two original planners returned to his post as head of the Unit; he is trying
to recruit additional people. The Manpower Development Unit, established in 1990, has only
recently filled the three posts allotted to it.

4.15 Technical assistance has not helped much. As noted above the Ministry rejected the
draft of the National Health Plan provided by the original team of four consultants assigned to
the Planning Unit. In September 1985, a supervision mission reported that the Ministry
rejected a consultant's recommendations for revision of its financial and accounting systems
and requested a new consultant. The same experience was repeated with a consultant for the
pharmaceutical component. In each case Bank staff agreed with the judgements and actions of
the Ministry. A final example pertains to the report of a consultant (funded by USAID) to the
Manpower Development Unit recruited for a two-year period to produce a manpower
development plan. The report proved to be more of a situation analysis than a plan and is
currently being redone by the head of the Unit. The MOH did not appoint anyone to work
with the consultant and did nothing to draw the work into its operations.

4.16 While each of incidents had its unique problems, there is one common thread. In all
cases, the individuals worked in isolation without frequent in-depth meetings with MOH
officials. Also, in none of these cases did the consultants leave much behind other than their

7. All were sent for overseas training. Of the first three to return, two took up other positions. The last one sent has not yet
completed his training.
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reports: training was not considered a significant part of their tasks and counterparts were
rarely appointed.

4.17 Organizational issues. As originally contemplated, the Planning Unit, in addition to its
planning and analysis functions, was supposed to have responsibility for the Ministry's
statistical work, manpower planning, monitoring of health sector resource allocations, and
management of donor-funded projects. However, most of these functions were hived off to
other units-important statistical functions to the CHSU, manpower planning to the Manpower
Development Unit and management of the IDA projects to a Project Implementation
Unit-each reporting to a different line manager.

4.18 Several things could be done to improve the situation. (1) Statistical functions and
manpower planning could be brought back into the Planning Unit. This would consolidate
staff who are spread too thinly just now into something approaching a critical mass and would
facilitate coordination amongst these interrelated functions. (2) The Planning Unit could be
raised a notch or two in the hierarchy and given some discretionary authority over its budget
and work program.! This would improve its capacity to do its job, improve morale and make
it easier to recruit and retain good personnel. (3) A charge (in local currency) could be made
against the budget of each agency receiving technical assistance. This could induce agencies
to think more carefully about whether they need such help, induce them to select consultants
with more care and encourage more thought about how to make best use of such assistance.'

Community Health and Services Unit (CHSU)

4.19 This institution has not functioned as planned since its inception. The health
information system (HIS) is producing very little of value at the current time and is at least
two years behind in entering data coming to it from the districts. Few of the studies and
program planning activities envisioned at its inception have been undertaken. Indeed, a
baseline study included in Health I was deferred to Health II and then to the third project, the
PHN Sector Credit. Laboratory facilities are impressive compared to that of many other
African countries, but little is going on there except what is sometimes requested by the
various disease control programs. The CHSU was supposed to provide training in sample
survey methods to regional and district level personnel but has not done so for lack of staff
and budget. Most of the activity is going on in disease control units supported by foreign
assistance, but they tend to be erratic given shifts in donor priorities; and there is little or no
coordination between these programs.

4.20 Some of the organization's problems stem from the original design of the CHSU. Its
organizational chart-even its name-is puzzling. Typically, an epidemiological unit includes
a reference laboratory, a program office (for program planning, monitoring and evaluation),
and a disease surveillance unit. In addition to these elements, this organization includes
responsibility for the whole HIS plus disease control units with line responsibility for program

8. At the present time, it has no budget for field work. Yet without a solid factual base on which to build and argue the case,
planning exercises will be little more than that-exercises, not to be taken too seriously.

9. For a more complete discussion of this point, see Chapter 4 in Ridker, 1994, especially the section starting on page 85.
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implementation. While it is awkward and untidy to combine line and analytical
responsibilities, that arrangement might be made to work. But the HIS, which consists of far
more than disease monitoring, should be associated with-ideally, under the direction of-the
unit responsible for health planning. Nothing in Bank files explains why the organization was
established in this way and it was not possible to find out during the course of the mission.

4.21 In addition, the health surveillance system is far too centralized. One of the main
reasons for being more than two years behind is that all data are entered by hand at
headquarters, instead of being entered and subjected to analysis for local purposes at the
district hospital level.'"

4.22 But the CHSU's most immediate problems are shortages of staff and operating
budgets, and excessive centralization and control of its functions by the MOH. Few posts
have actually been established and many are filled with persons occupying established posts
elsewhere in Government. Budget decisions are made in MOH with little prior discussion with
CHSU staff. The laboratory has no budget of its own; it has been operating solely on transfers
from various disease control programs when they need help. Vehicles (provided by Health I)
are in very short supply, having been taken by the MOH when they arrived before the CHSU
became operational, and then never returned.

4.23 The Japanese Government has recently agreed to provide substantial assistance in the
form of equipment, technical assistance and budgetary support. This will ease the
organization's most pressing problems for a time, at least. For the longer term, there is a need
for an in-depth assessment of this organization and its role in the health system.

Pharmaceuticals

4.24 The goal of this component of Health I was to improve the supply and distribution of
pharmaceuticals and medical supplies in the country. This was to be accomplished primarily
by improving the operating efficiency of CMS which is responsible for the procurement and
distribution of 80 percent of all medical supplies (close to 100 percent of what is available
outside the major urban centers). The implicit assumption behind this approach was that the
overall budget for medical supplies would be adequate if it were used efficiently. Indeed,
early papers in Bank files indicate that substantial budgetary savings could be achieved so that
on net Health I would not result in any increase in recurrent health expenditures (see para.
2.4). These assumptions proved to be excessively optimistic, an indication that this
component, like the epidemiological component (CHSU), had not been adequately thought out
prior to implementation.

4.25 Efficiency improvements were to be achieved by three broad sets of measures:
decentralization of facilities so as to reduce transportation costs and inventory requirements,
development of facilities for local manufacture and processing of simpler compounds, and
improvements in a variety of software elements (inventory control, accounting and pricing
procedures, etc.).

10. The CHSU has recently taken a step in the right direction by decentralizing data entry to the regional level and has started
providing some feedback from the regional to the district level.
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4.26 While substantial delays were involved, the decentralization planned in the project
(adding two regional depots) has been achieved. There is no evidence that this has resulted in
significant reductions in transport costs or inventory requirements, but there are signs that it
has substantially reduced the time required to deliver medical supplies to more remote
areas-in one example cited, from three days to eight hours. Even so, problems remain. The
housing constructed under the project has still not been turned over to the CMS staff; and
flaws in the original design of some facilities-known about at least as far back as
1988-have required reconstruction which has not yet been completed.

4.27 Substantial cost savings should be involved in undertaking certain processes
domestically-producing intravenous fluids and compounding and packaging of medicines
from bulk supplies, for example. While some equipment was procured under Health I, the
decision was made to contract out such activities to the private sector-a wise decision, but
one that has apparently caused substantial delays and problems in its own right. Only in the
last few months has a private firm secured the financing from local banks to establish facilities
for production of intravenous fluids. A contract to a foreign firm which agreed to establish
some local facilities is being questioned because the terms may end up costing the Government
more, not less, than international procurement.

4.28 Most of the efforts to improve software elements have not yet paid off. Many started
later than anticipated and are still in process of being implemented; others have not developed
as planned. One of the more important elements was the plan to establish the CMS as a
distinct self-accounting unit with appropriate business practices and organizational status.
Health I encouraged some partial moves in this direction in 1984 when the drug budget was
shifted from the CMS to the hospitals (which are responsible for distribution to health centers),
and which then used the budget to purchase from the CMS. The CMS was provided with a
fund for its purchases, which was supposed to be replenished by sales to the hospitals.
However, the prices CMS could charge hospitals was controlled by the Government, the CMS
remained under Government civil service regulations, and it maintained its near monopoly
position in the country.

4.29 Since then, tight Government budgets and unwillingness to adjust prices for inflation
have put increasing pressure on the CMS. While this may have led to some efficiency
improvements, that is not very evident; the primary result has been the accumulation of
overdrafts, periodic shortages of critical supplies and bail-out operations by one or another
donor. The devaluations of 1994 have created the most severe shortages experienced since
independence. In April 1994, the kwacha budget for drugs was sufficient to purchase $10
million worth of supplies. By June, that budget could purchase less than half that amount.

4.30 The PHN Sector Credit attempted to deal with this situation by making it a condition
of the credit that the CMS would be developed into an independent profit center. This will
not have the desired effect so long as prices are controlled and the CMS is not faced with any
serious competition for its services.
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IEC and Multisectoral Activities

4.31 The need for programs focused on information, education and promotion of good
health, child care and family planning practices is particularly great in a country like Malawi
given its low education levels. Health I appears to have supported some IEC activities but no
explicit component was identified. Under Health II, in addition to continuing these activities
in the MOH, [19 percent] of the budget was devoted to initiating programs in three other
ministries.

4.32 The Ministry of Women, Children and Social Welfare (successor to the Ministry of
Community Service) received funds to develop and introduce health and family planning
messages into functional literacy, home economics, and other women's programs. It started in
1989 with an advisor who helped develop the messages and establish a training program.
Currently there are 58 master trainers who are supposed to provide one month courses to local
promoters and trainers. These efforts are not progressing well in large part because of
shortage of funds to support the core programs." Their impact is also limited by the small
size of this program and by the fact that they do not involve men.

4.33 The Ministry of Youth, Sports and Culture was provided with funds for similar
purposes targeted at youth. While nearly all the planned activities were initiated, they ceased
when the Malawi Pioneers, which was responsible for implementation, was closed down in
early 1994. This is unfortunate since, with the spread of AIDS, the need is greater today than
in the past.

4.34 Support was provided to both the MOH and the Ministry of Information (MOI) for
IEC activities. The MOH program is focused on activities attached to the health centers; it has
been inadequately staffed and not much has been produced. The MOI program attempts to
reach a broader audience using mass communications media supplemented by extension
workers who attempt to enlist the help of village leaders. It got off to a slow start because of
the need for training and only launched its first mass media campaign in June 1993. No
evaluation has been undertaken.

Medical School

4.35 During preparation of the first credit, the MOH raised questions about funding for a
medical school. This was a non starter at the time because of the Government's financial
difficulties, but it was taken up more seriously during preparation of the second health project.
The Bank initially took the position that it could not consider such a proposal until it was
developed, costed out in more detail and compared with alternatives. After a number of
studies and discussions, the Bank finally declined to support the project. At that point, the

11. The EEC, which finances this subcomponent, provides funds only for the development of the child spacing materials, not for the
literacy or the home economics programs themselves. There is a dearth of reading materials in the literacy program (UNICEF used
to help with the production of literacy materials but has now turned to other things). Because of unhappiness with their salaries (which
are very low and sometimes not paid or paid late), literacy teachers and homecraft workers often do not show up for classes. The only
way around this problem is for donors to support the core activities as well, or for the recipients who want these activities to continue
to find some way to generate income to support them. The PHN Sector Credit is providing some funds to help develop such income
generating activities.
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Government decided to fund the project itself." In October 1986, the first class of 20
students was sent to England for their first three years of study. In 1989, this class (minus
only two people) returned to complete their last year in Malawi. Starting in September 1994,
all four years are being taught in Malawi. According to Malawian informants, the retention
rate has been over 90 percent, quality of graduates is good and costs are relatively low. Was
it a mistake on the Bank's part to have declined to assist in the funding of this enterprise?

4.36 While there were a variety of reasons for wanting such a school, the soundest
arguments pertained to retention rates, the character of the training contemplated and costs.
Malawi has one of the lowest rates of doctors per capita, one of the reasons being that only
one student in four was returning from overseas training.13 Moreover, the training received
was not appropriate for Malawian conditions. Typically there was too much emphasis on
diseases of the elderly and use of sophisticated equipment and treatment procedures, and
insufficient focus on infectious, nutritional and tropical diseases and on treatment regimes
appropriate for Malawi's regional hospitals. Finally, unit costs were expected to be much
lower. Given the low retention rate, training costs would have to be four times higher in
Malawi before it would be cost effective to send students abroad. But the per student cost of
such training would be substantially lower in Malawi because plans called for adding
marginally to an existing hospital rather than starting from scratch, less sophisticated and
expensive equipment and techniques were to be utilized, and teacher salaries, at least for
Malawians, would be less."

4.37 While the PCR and Bank files are unclear about the reasons for the decision not to
assist this enterprise, discussions with staff suggest two possible reasons. First, there was a
presumption that the Government wanted to establish a training facility patterned after
European and North American institutions. That this was not the case can be seen from the
Tripartite Study Report referenced above which served as the basis for the project approved by
the President. It appears that the Bank did not investigate the situation thoroughly enough to
determine whether its presumption was correct; but also, the Government appears not to have
done what would have been necessary to convince the Bank differently (for example, detailed,
convincing cost estimates that would have made Government intentions much clearer do not
appear to have been provided to the Bank). Second, the Bank believed that the Government
could not meet the recurrent costs of this project. But it did not explore the possibility that
donors who were then giving scholarships to Malawian students might be willing to assist with
the recurrent costs in leu of these scholarships-which is what, in effect, happened; nor did it
consider funding the recurrent costs itself, at least on a declining basis until other sources
could be found.

12. The Government has funded all capital costs and much of the recurrent costs. Some funds for scholarships for students to
undertake preclinical studies abroad and for teacher salary supplementation was received.

13. Most students went to Europe and North America. The return rate for students going to other African countries for training was
higher, but few seats have been available because of preference given to nationals.

14. See the 1986 Tripartite Study Report, A Plan for Medical Education in Malawi, with membership from Germany, Britain and
Malawi, which strongly recommended this community oriented approach.
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Bank Performance

4.38 The Bank's principal contributions to Malawi's health sector has been its assistance in
extending the health system into the underserved periphery of the country, encouraging the
rapid development of a family planning program, and applying pressure to redirect resources
in certain ways (to decentralize the system, to increase the total budget allocated to health,
increase the share going to rural areas and to primary care, and work towards greater cost
recovery and improved efficiency of operations). There is general agreement amongst donors
that these are the proper directions in which to move and that the Bank has effectively used its
influence for this purpose, making their job that much easier. The Bank is also given high
marks by donors and the Government for its insistence on proper reporting, auditing,
procurement and other procedural aspects of the aid relationship.

4.39 This praise is qualified, however, by criticisms about the Bank's style of operations:
lack of a sector specialist in the field, periodic large-scale missions that tie up Government
officials for weeks during which time other work-including the work involving other
donors-suffers, inadequate dialogue and communications with other donors, and periodic
insistence on achieving goals without adequate understanding of the difficulties involved or
provision of help in overcoming these difficulties. These are strongly-held opinions. Indeed,
the ODA has felt so strongly about the lack of a health specialist in the field that it has
provided funds to the Bank for such a position."

4.40 The Bank's role in project preparation was satisfactory in the sense that a decent sector
study was obtained prior to initiating the first project and the Bank continued to build up its
understanding of the sector so that its knowledge base for preparing the second project was
substantial. But it permitted several design errors to be incorporated into these projects which
have caused difficulties ever since. As noted above, the first project provided insufficient time
and TA resources to implement all its components and did not fully and appropriately design
the CHSU and Pharmaceutical components, while the second project did not continue
assistance to the CHSU and Pharmaceutical components despite their need for continued
support. It was probably also an error that the Bank did not assist in the funding of the
medical school or of certain recurrent costs in the health sector, although these are arguable
propositions.

4.41 The Bank's supervision activities have already been discussed.

15. In response the Bank staff associated with the country noted that this view ignores the Bank's efforts to enlist donors' assistance
in financing this and similar initiatives.
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5. Conclusions and lessons

Ratings

5.1 While most of the activities planned under two projects eventually were implemented,
they have failed to achieve much lasting improvement in the capacity of the health system.
The principal exceptions to this are the extension of the health system into underserved areas
and the introduction of a family planning program. Other achievements are less important or
ephemeral. For example, while a national health plan was developed, the capacity to
undertake health planning was not significantly improved, while the pharmaceutical component
was ultimately implemented more or less as planned, there is no evidence that costs have been
reduced, and while the planned multisectoral activities took place, there is no evidence that
they have affected attitudes or behavior. Accordingly, in contrast to the PCRs which imply
satisfactory outcome ratings for both projects, performance of the first project is rated as
unsatisfactory, while the performance of the second project, which contained a much larger
construction component and was not subject to delays in implementation, is rated as
satisfactory. However, the institutional development efforts had negligible impacts in both
projects, a judgement that is consistent with the PCR findings.

5.2 Sustainability of the gains made is more difficult to judge. On the one side, the
Government's recurrent budget remains under extreme pressure so that if it were not for donor
inputs, the primary health system might collapse. On the other, these inputs, plus the
decentralization measures so far undertaken and the recent elections have generated
expectations on the part of the rural population that are putting pressure on the Government to
allocate more funds to the health sector and to the rural areas. In these circumstances,
sustainability of both project outputs is rated as uncertain, a judgement that agrees with the
PCR for Health II but not for Health I.

Lessons

5.3 These projects are excellent examples of the concerns addressed in the Wapenhans
report, among others, the need for Government ownership, realism in assessing implementation
capacity and progress, and more attention to supervision. The Audit agrees with lessons of
this sort pointed out in the two PCRs. Other issues of relevance to the health sector in Malawi
include treatment of personnel problems, recurrent cost problems, technical assistance, and
general project orientation.

5.4 Many of Malawi's problems stem from shortages and high turnover of personnel,
especially at senior levels, though these problems often show up in other guises. For example,
plans for system improvements do not get implemented. Such implementation requires
sustained, detailed attention by senior staff with the authority to make relevant decisions. But
the few people in such positions are typically overwhelmed trying to maintain daily operations,
let alone think about system improvements. High turnover rates exacerbate the problem by
wiping out what little progress has been made. A third factor that limited sector management
capacity to make and implement decisions was the danger of doing so given the totalitarian
nature of the government in power during the first and a large part of the second project
implementation periods.
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5.5 The Bank's remedy in these two projects has been to provide training and fellowships
and to insist in covenants that certain critical posts are filled. These measures have frequently
proved to be insufficient because the MOH did not have adequate control of the situation.
Frequently, even today, it does not have the budget or the authorization to fill a post or to pay
sufficiently high wages to attract good people and keep them once they have received training.
Many of these problems lie outside the sector. Trying to solve them, as the Bank has done by
focusing on the MOH alone-for example, putting pressure on the MOH to fill posts-will not
work.

5.6 Lying behind these personnel problems is lack of budgetary resources. This is the
fundamental problem with the health sector in Malawi-in the 1970s and early 1980s because
of the low priority given to the sector and later because of the worsening economic and
revenue situation. It is true that the sector has made inefficient use of the resources it has; but
it is unrealistic to believe that sufficient economies could be achieved to significantly reduce
the need for more inputs. Indeed, in many cases additional inputs-for example, to fill senior
staff vacancies-are needed before any system improvements can be implemented.

5.7 In the case of such extreme budgetary shortages, it is not enough to provide funds for
construction, equipment, technical assistance and training. Resources to help meet recurrent
expenditures are also required. Put differently, capital and recurrent resources are to some
extent fungible. If one element is in short supply, ways will be found to use what is available
to meet the most pressing needs: funds will be diverted from maintenance and field
inspections, foreign advisors will be used for current operations, funds for training will be
sought and used mainly as salary supplements. What is needed is a package of inputs, capital
plus recurrent, that is adequate in total. This has not been the case for any sustained period.

5.8 A surprisingly large number of foreign advisors funded by these two projects turned in
disappointing performances. A common feature in these cases is the fact that the consultants
were left more or less on their own, often without active counterparts, to complete a report.
There was little interaction with the persons for whom the report was intended and little effort
made to transfer skills and knowledge. Part of the reason for this situation is, once again,
shortage of staff. But even so, it implies that lower priority was given to the consultant's
activities than was required for the task to succeed. One way to change this situation is to
establish a rule that agencies receiving technical assistance must pay something for it from
their budget (for example, a senior civil servant's salary). This would ensure that TA is not
accepted without care because it is a free good. It would also help to provide TA only for
advisory functions, that is, not to write a national health plan but to advise the person or team
with responsibility for writing the plan. This might be reinforced by providing the advisor on
a short-term mission basis, rather than locating the person in the field for an extended
period.''

5.9 Finally, these projects were excessively process- rather than results-oriented. That is,
their objectives were more to provide certain services or improve certain capacities rather than

16. These suggestions and their rationale are discussed more fully in Ronald Ridker. 1994. "The World Bank's Role in Human
Resource Development in Sub-Saharan Africa: Education, Training, and Technical Assistance." A World Bank Operations Evaluation
Study. Washington, D.C.
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to achieve specified changes in health status. This is in keeping with the general orientation of
the medical and health community of the 1970s and 1980s, which focused on meeting
perceived or effective demand rather than more basic needs. This allowed the development of
the situation observed in Malawi, where donors have invested substantial amounts of resources
in the health sector with little in terms of results to show for it. It may also help explain why
efforts to monitor changes in health status and undertake related epidemiological and other
studies were given such low priority. The projects reviewed in this report were strongly
influenced by this orientation-an orientation which, fortunately, has been changing in recent
years.

5.10 The PHN Sector Credit, particularly as it has been reoriented after the mid-term
review, is attempting to take many of these points into account. It is encouraging the
Government to increase health sector funding and introduce cost saving measures, it is
providing more funds for recurrent costs, it is somewhat more results- than process-oriented, it
has attempted to cut back on use of non-African TA and encourage use of local and African
TA, and it has not supported any long term overseas training awards (because of a belief that
the bottleneck is less a shortage of skills than a set of management practices that result in
people not being able to use their skills effectively). Unfortunately these changes have made
little difference so far because the Government has not appointed qualified Malawians to
available TA posts, despite their being interviewed, and has not changed its personnel and
posting policies.
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ANNEX 1

Telepbone: Lilongve 732 PRIVATE BAG 330
Telram: COMSEY
Telex: 44361 COMSEV NI

Fax: 732 7% LILONGWE 3
MALAWI

SECRETARY FOR WOMEN AND CHILDREN AFFAIRS
AND COMMUNITY SERVICES

Ref. No. CD4/86A 2nd June, 1995

Mr Roger-Slade,
Chief Agriculture Human Development Division

Operations Evaluation Dept.

The World Bank

1881 StreeN NW
Washington DC 20433

Dear Sir,

MALAWI HEALTH PROJECT (CREDIT 1351-MAI) SECOND FAMILY
HEALTH PROJECT (CREDIT 1768 MAI
DRAFT PERFORMANCE AUDIT REPORT

Belatedly I wish to acknowledge receipt of
the above document on which you asked for my comments. I
have the following comments to make on the documents:-

1. Very little has been said about the Child
Spacing Messages Project component may be
this is because it is a small component in
the entire project. We appreciate positive
remarks made about the performance of the
family planning activities generally on
pages 45 and 46 especially noting that
awareness raising, which is one of the
areas in which high achievements have been
recorded.

2. It is true that the main reasons for the
limited success achieved by CSM project
include shortage of teaching and learning
materials for the literacy classes.
However, it should be noted that the
govenrment is taking corrective measures

including the possibility of purchasing of
a bigger printing press under one of the
projects and the employment of permanent
literacy instructors as opposed to

voluntary ones.
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3. The issue of the size of the project as
contributing to the limited success may not
hold. One needs to look at the objectives
and coverage of the project. It should be
noted that this was a project and not a
programme and as such its coverage was
defined in the project document. The
process of implementing the projects was
such that it determined the reaching out,
as training of staff at all levels and the
process of integration took most of the
time.

4. With respect to men involvement, the HOme
Economics Programme's target audience is
women. However, the literacy programme
involves men as well and over the years due
.to the special efforts that the Ministry
has made to increased male involvement,
their rate has increase from 11% in 1991 to
14% in 1993. This we feel is positive
achievement which should be acknowledged,
considering the reasons that make the men
shy away from participating in literacy
programme.

In conclusion, I wish to bring to your
attention that the project was expected to contribute
towards behaviour change of the target group by providing
appropriate Child Spacing Messages. Change of behaviour
is a slow process especially when the backup services,
such as contraceptives are not readily available. The
Ministry's move to participate in Community Based
Distribution of contraceptives, will hopefully enhance the
impact of our I & C efforts.

Yours faithfully,

. Kalem ra



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM

DATE: December 26, 1995

TO: Mr. Arif Zulfiqar, Resident Representative for Malawi

FROM: Rog e, hief OEDD1

EXTENSION: 81293

SUBJECT: MALAWI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI)

Final Performance Audit Report

Kindly distribute the enclosed final Performance Audit Report and cover letters to
the officials concerned. A copy is also enclosed for your records.

Attachment

R.Ridker/pb
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Re: MA LA WI. Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI)

Final Performance Audit Report

Dr. W. Sengala
Chief, Health Service
Ministry of Health
Lilongwe, Malawi

Dr. W.B. Mukiwa
Principal Secretary
Ministry of Health
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Final Performance Audit Report

On April 14, 1995 we forwarded to you a copy of the draft Performance Audit
Report on the above project.

The final version of the report has now been distributed to the Bank's Board of
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Agriculture and Human Development Division

Operations Evaluation Department

Attachment



The World Bank 1818 H Street N.W. (202) 477-1234
INTERNATIONAL BANK FOR RECONSTRUCTION AND DEVELOPMENT Washington, D.C. 20433 Cable Address: INTBAFRAD
INTERNATIONAL DEVELOPMENT ASSOCIATION U.S.A. Cable Address: INDEVAS

December 26, 1995
Mr. J.L. Kalemera
Principal Secretary
Ministry of Women, Childlren's Affairs,

Community Development and Social Welfare
Lilongwe, Malawi

Dear Mr. Kalemera:

Re: MAL WI. Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1 768-MAI)
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Agriculture and Human Development Division

Operations Evaluation Department
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Final Performance Audit Report

On April 14, 1995 we forwarded to you a copy of the draft Performance Audit
Report on the above project.

The final version of the report has now been distributed to the Bank's Board of
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Yours sincerely,

Roger Slade, Chief
Agriculture and Human Development Division

Operations Evaluation Department
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Dear Dr. Mukiwa:

Re: MALA WI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI)

Final Performance Audit Report

On April 14, 1995 we forwarded to you a copy of the draft Performance Audit
Report on the above project.

The final version of the report has now been distributed to the Bank's Board of
Executive Directors and it is a pleasure to send a copy for your information.

Yours sincerely,

/^Roger Slade, Chief
Agriculture and Human Development Division

Operations Evaluation Department
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Dear Mr. Sani:

Re: MALAWI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1 768-MAI)

Final Performance Audit Report

On April 14, 1995 we forwarded to you a copy of the draft Performance Audit
Report on the above project.

The final version of the report has now been distributed to the Bank's Board of
Executive Directors and it is a pleasure to send a copy for your information.

Yours sincerely,

, Roger Slade, Chief
Agriculture and Human Development Division

Operations Evaluation Department
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Dear Mr. Kalemera:

Re: MLA WI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MA I)

Final Performance Audit Report

On April 14, 1995 we forwarded to you a copy of the draft Performance
Audit Report on the above project.

The final version of the report has now been distributed to the Bank's Board of
Executive Directors and it is a pleasure to send a copy for your information.

Yours sincerely,

Roger Slade, Chief
Agriculture and Human Development Division

Operations Evaluation Department
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SUBJECT: MALAWI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI)
Draft Performance Audit Report

1. Attached for your review and comment is the draft of the above report.

2. It would be appreciated if we could receive your comments by April 28 , 1995.
Meanwhile, we plan to send the draft report to the Borrower for comment on April 12 , 1995.
If there is any particular reason why you consider this should not go to the Borrower at that time
we would appreciate your earliest advice, with confirmation in writing.

3. Based on OED's review the performance of these projects has been rated as:

Credit 1351-MAI Credit 1768-MAI

Overall Assessment Unsatisfactory Satisfactory

Sustainability Uncertain Uncertain

Institutional Development Negligible Negligible

4. I would also be grateful if you would send us the names, titles and complete addresses
of people in the Borrower country to whom the draft report should be sent for comment.
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April 14, 1995

Mr. Sani
Project Coordinator PHN

Sector Credit
Ministry of Health
Lilongwe, Malawi

Dear Mr. Sani:

Re: MALA WI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI)

Draft Performance Audit Report

The Operations Evaluation Department is an independent department reporting to the World Bank's
Executive Directors. It reviews all projects supported by the World Bank and evaluates the extent to
which objectives were achieved, determines reasons for variations between planned and actual results, and
the general effectiveness of World Bank support. We are particularly interested in what can be learned
from past experience.

OED has audited the above project. Enclosed is the draft Performance Audit Report (PAR). We
would welcome any comments on the report which you would like to make. Please let us have your
comments by May 19, 1995, preferably by telex or fax.

Copies of the draft report have also been sent for comment to the persons on the attached list. A
complete list of addressees is attached.

All comments which we receive will be reflected in the final report which we will then distribute
to our Board of Executive Directors. At he same time we will sen you a copy.

Yours sincerely,

ger Slade, C
Agriculture and Huma evelopment Division

Operations Evaluation Department
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Comments on the Performance Audit Report of the Malawi Health Project (1351 -

MAI) and Second Health Projects (1768 - MAI)

Introduction

The Audit does provide us with an opportunity to look back at what were the intentions of
the designers of the project, the actual experiences of implementation and the outputs and outcomes
of the implementation efforts from both the Bank's and the Borrower's point of view. The biggest
challenge in reconstructing the picture is the perennial lack of institutional memory. This is
compounded by the difficulties of distinguishing what conditions influenced the performance then
from what is discernible and visible now. Judging with the benefit of hindsight is much easier, but
is it fairer and objective?

Overview

The process of setting up the Audit was rushed from the TMs point of view. I heard of it
for the first time while in the field and in the form of a request for assistance to get a mission for
the Audit to be okayed by the Ministry of Health to visit Malawi during my combined preparation
mission for a $60 million dollar Social Action Fund and fieldwork on the Population/Family
Planning Study. This did not allow me to focus on the Audit and to fully support or accompany
the mission. Nevertheless, the author's approach of combining the activities where possible - i.e.
tying the missions' field visits and joint interviews and consultations, are a credit to his sense of
purpose.

On the ground, the changes in the actors at the MOH, in the regions and districts and
among the donor representatives, left the author vulnerable to influences from the current situation
rather than the prevailing one at the time of the project. Only the Acting Project Coordinator was a
senior officer in the MOH during health 1 and a TA during Health 11, and is still in a senior,
though TA role, now. Among the donors, not a single officer of the team that was in place during
Health I is still around now and only one USAID officer was in place during the last years of
Health 11. On the Bank side, the CO-Task Manager was involved in both projects as a member of
the supervision team for Health 11, co-author of the PCR and as part of the team that prepared the
PHN Sector Credit from 1988. The TM supervised Health 11 from 1991 and the PCR, but both of
us did not have adequate time to discuss the Audit.

The report captures the mood at the time adequately. Further, it identifies some of the
major issues succinctly. For Health I the main baffling point remains the initial planned project

,implementation timetable - two years. Given that this was the first time the Bank was to be
involved in the health sector in Malawi, caution would have required a more reasonable time
period. To their credit, the designers were able to identify the major factors influencing health in
Malawi and to prioritize which ones the Bank would tackle. The author is also right in raising
questions regarding retrospective conclusions by Bank staff and donors that investments in health
over the years have not yielded improvements in the health status of the Malawians. He further
disagrees with querries expressed or otherwise on the level of Government and donor commitment
to health. In particular reference to Bank support, he concludes that: "...these two Bank projects,
may have offset a deterioration that was likely to have occurred in their absence". He is also right
in observing the great disservice that the extrernal Tas did. It is unfortunate that the expertise



created internally was lost as a result of the then Minister's political views and personal dislike of
the individuals. In addition, poorly planned training support by donors, including the Bank in
Health 1 and 2, contributed to the loss of skills when the trainees did not return. Hopefully the
coming of democracy will bring with it a return of these skills, in which case the sponsors acts
could be exonerated in reptrospect! He further concurs with the conclusions of the PCR that the
contributions of the multi-disciplinary components were a disappointment. Indeed the author
rightly observes that health coverage improved and preliminary inroads were made on expanding
family planning. The author however does not venture into trying to understand why Dr. Banda, a
physician - who knew only too well the health risks caused by too early, too frequent, too many and
too late pregnancies - was so opposed to family planning although he subsequently agreed to
minimal child spacing services for maternal and child health reasons. One can only conclude that
his resistance to FP was a manifestation of strongly held and deep socio-cultural beliefs which even
his clinical training could not remove. There are a lot of Bandas (if he stood for a philosophy on
FP) throughout Malawi in influential positions whose mindset might be contributing to the slow
take-up of FP to date. The author's eagerness to take on historically controversial topics (Medical
school, non return of students, poor performance by consultants, etc.) which surfaced during the
project implementation would have suggested that he has a go at this!

The lack of health data and information base was evident from the word go, yet efforts to
plug this were not as concerted in Health 1, 11 as well as PHN Sector Credit. Issues of weak
decision making, lack of manpower, poor organization and lack of capacity, persisted through-out
and the author rightly notes these deficiencies as being caused by factors outside the health system.
However, he does not forcefully bring out clearly how they were a direct result of ,and were rooted
in, a totalitarian dictatorship which stifled objective debate and disclosures. The prevailing
political climate explains a lot of the complications that occurred in objectively addressing what
might have seemed obvious. Inequitable distribution of health resources is also not given much
attention as a major factor in the rural-urban, curative-preventive dichotomy in the provision of
health care. Analyses of health budgets over the years and the relative shares of the primary,
secondary and tertiary levels of care and the rural-urban allocation of these would have
demonstrated this. Sustainability questions are glossed over and ascribed to allocative
inefficiencies inside and outside the sector. During the same period, Malawi was being praised as
a macro-economic management success story, to what extend did that wrong notion overshadow
the health imperatives? Did Malawi have an absolute scarcity of resources or did it have a relative
shortage (the Government was building palaces whose opulence is astounding) of health resources?
Performance of the health sector in Malawi cannot be understood outside of the politics of that
country prior to 1993.

The author clearly moves from the Health 1 and 11 era to the present in the same breath
4 and in the process tends to mix the observations, comments and conclusions. This is perhaps

unavoidable in an exercise of this nature but some distinction ought to be made about what
conclusions relate to the two projects and which ones are applicable to the present. Understanding
the present would have, however, required much more time and discussions with the current actors.
There is, in addition, the ever present danger of people's judgments being blurred by present or
more recent events, e.g. the challenging preparations for the Social Action Fund Project have
influenced a lot of the donor comments.

The findings of the PCR were that efforts to strengthen the Plannign Unit under Health I
were succesful because there was a strong unit at start of Health I1 although that did not last to the
end of the project. By the time the PHN came about, there was a huge gap in the planning

-_ - 2



capability hence the provision for Tas. Subsequent localisation of the Tas did not yield the desired
results ofgetting skilled people in place, not because the local skilled people are not there

b3
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PERFORMANCE AUDIT REPORT

MALAWI

HEALTH PROJECT
(CREDIT 1351-MAI)

SECOND FAMILY HEALTH PROJECT
(CREDIT 1768-MAI)

PREFACE

This is a Performance Audit Report (PAR) of the Government of Malawi's first two health
projects. They were supported by two Bank credits, Credit 1351-MAI for SDR 6.3 million (US$ 6.8
million equivalent) approved on April 21, 1983 and Credit 1768-MAI for SDR 8.7 million (US$ 11.0
million equivalent) approved on March 24, 1987.

The first credit closed on December 31, 1988, four years behind schedule. The last
disbursement was on July 31, 1989 and the sum of SDR 37,824 was cancelled. The second credit was
closed as scheduled on June 30, 1993. The last disbursement was on November 19, 1993 and the sum
of SDR 2,233 was cancelled.

This PAR is based on the Staff Appraisal Reports, the Credit Agreements, supervision reports,
project files and government documents. Additional information was obtained through discussions
with Bank staff, bilateral and other donors, government officials and others associated with the
projects, medical personnel and project beneficiaries, the latter groups being contacted during a visit
to Malawi in November 1994.

Following standard OED procedures, copies of the draft PAR [were sent] to the Borrower for
comments on , 1994. [Note indicating whether comments were received and how taken into
account]



PERFORMANCE AUDIT REPORT

MALAWI

HEALTH PROJECT
(CREDIT 1351-MAI)

SECOND FAMILY HEALTH PROJECT
(CREDIT 1768-MAI)

I. BACKGROUND

1.1 Malawi is a densely populated, land-locked country with a modest and narrow resource base
that makes it highly vulnerable to external shocks such as changes in world prices, weather conditions
and disruptions in transport across its boarders. Despite these circumstances, for almost two decades
after independence in 1964, it experienced reasonably good economic growth. Since the early 1980s,
however, the country was faced with a series of economic problems that included deterioration in
terms of trade, two oil crises, disruptions in transport routes through, and an influx of refugees from,
Mozambique, a series of droughts and several reversals in economic policy. These problems, plus
rapid population growth which averaged 3.2 percent per year during the 1980s, have resulted in a
GNP per capita ($210 in 1992) that is lower today than it was in 1980. Throughout this period
budgetary resources for recurrent expenditures of public services have been very limited and
development budgets have been funded largely by donors.

The averagellife expectancy at birth is 44 years, a result among other things of very high infant, child and
maternal mortality rates. While data are very poor, the incidence of such diseases as malaria,
pneumonia, tuberculosis, cholera, gastroenteritis, measles and HID/AIDs-related diseases appear to
be very high by African standards. The severity of these diseases have been made worse by an
environment conducive to the growth of parasitic disease vectors, poor nutrition, unsanitary sources
of water, and a weak public health system.

The weakness of the public health system, in turn, results in large part from lack of trained
personnel, inadequate budgets, weak financial control systems, internal inefficiencies and
misallocations (excessively favoring curative over preventive and urban over rural, and overcrowding
of essentially free public facilities compared to more costly private facilities'). In 1980 when
discussion of the first health project began, half the technical posts of the Ministry of Health (MOH)
were vacant, over half the districts lacked medical officers, there was one physician per 53,000
population, and the return rate for medical students sent abroad was roughly 20 percent (according
to the Staff Appraisal Report for Health I). Also at that time, only 4 percent of Malawi's very low
GNP per capita was devoted to health. Slightly over half of these expenditures were by Government
institutions. In recent years about US$5.50 per capita has been spent on health when, according to
the 1993 World Development Report, poor countries required a minimum of US$12 per capita.

Prior to 1980, the Bank's involvement in the health sector was limited to small components

"The SAR for Health I describes private facilities as underutilized. But one of the reasons people go to these facilities is because they
are less crowded. They cannot easily attract more customers without lowering their fees.



and non-governmental organizations are being encouraged to become involved in this field. Since
the early 1980s, the contraceptive prevalence rate appears to have risen from close to zero to 7
percent in 1992, as sign that these measures are beginning to have at least some positive effects.

While all to the good, FP experts interviewed by this mission point out that most changes in
Government policy so far have only been permissive, not actively promotional. They see few signs
of a shift towards a more active policy and fear that progress from this point forward will be much
slower if such a policy shift does not occur.

Efforts to Strengthen Health Planning and Manpower Development Capacity. Technical
assistance provided to both the Planning Unit and the Manpower Development Unit of the MOH
has had little lasting effect on the capacity of these units. Everything went wrong: a number of
consultants performed poorly, counterparts to work with consultants were not appointed in a timely
fashion, and staff turnover has diluted the value of the training and fellowships provided by the
projects.

The effort to develop a national health plan is a case in point. A plan of good quality was
eventually produced but not by the expatriate team called in to produce it; that team's output was
considered unsatisfactory and the Ministry eventually produced its own plan. But the capacity and
sense of ownership created by this experience has not been sustained because of staff turnover.
Today, the Planning Unit is in no better shape to produce such a plan itself than it was 12 years ago,
and it is thinking of calling in another expatriate team of advisors to produce the next National
Health Plan. The text also points out several organizational issues that have caused problems, for
example, the assignment of statistical and manpower planning functions to organizations independent
on the planning unit.

The CHSU was established but has never functioned well, in part because of shortages of
budget and failure to fill a number of important staff positions, both signs of lack of significant
support from the MOH, but also because of organizational problems.

The Pharmaceutical Component. The decentralization of medical stores planned by the
project was eventually accomplished and has significantly decreased time required to deliver drugs to
more remote areas. But there is no evidence that this and other planned actions have resulted in
significant cost savings.

The multisectoral activities do not appear as yet to have accomplished much, although most
planned activities have been executed. Efforts to introduce health and FP messages into literacy,
home economics, and other women's programs have been limited by shortage of funds to support

-t rograms. While nearly all the planned youth programs were initiated, they ceased when the
Malawi Pioneers, a semi-political organization responsible for their implementation, was closed down
in 1993. Many of the IEC activities got off to a slow start because of the need for training before
they could be implemented. No evaluation of their impact is available.

Findings and Lessons

While most of the activities planned under the two projects eventually were implemented, they
have failed to achieve much lasting improvement in the capacity of the health system. The principal
exceptions to this are the extension of the health system into undeserved areas and the introduction
of a family planning program. Other achievements are less important or ephemeral. For example,



while a national health plan was developed, the capacity to undertake health planning was not
significantly improved. Accordingly, performance of the first project is rated as unsatisfactory, while
the performance of the second project, which contained a much larger construction component and
was not subject to delays in implementation, is rated as satisfactory. However, the institutional
development efforts had negligible impacts.

Sustainability of the gains made is more difficult to judge. On the one side, the Government's
recur nt budget remains under extreme pressure so that if it were not for donor inputs, the primary
health system might collapse. On the other, these inputs, plus the decentralization measures so far
undertaken and the recent elections have generated expectations on the part of the rural population.,
that are putting pressure on the Government to allocate more funds to the health sector and to the ,
rural areas. In these circumstances, sustainability of both project outputs is rated as uncertain.

These projects are excellent examples of the concerns addressed in the Wappenhans report.
Hopefully, these concerns have been institutionalized and need no further discussion in the context
of these projects.

Many of Malawi's problems stem from shortages and high turnover of personnel. The Bank's
remedy for these personnel problems has been to provide training and fellowships and to insist on
covenants that certain critical posts will be filled. But the MOH does not have adequate control over
the situation to take fully effective action. Frequently, it does not have the budget or the
authorization to fill a post or to pay sufficiently high wages to attract and keep good people. The
Bank must deal with issues lying outside as well as inside the sector if it is to effectively help the
MOH solve its manpower problems. 4, 4Ab, #. . ..

Lying behind these personnel problems is lack of budgetary resources. This is the fundamental
problem with the health sector in Malawi--in the 1970s and early 1980s because of the low priority
given to the sector and later because of the worsening economic and revenue situation. In this
situation, it is not enough to provide investment funds; help in meeting recurrent expenditures is also
required. Since these resources are fungible, what is needed is a package of inputs, capital plus
recurrent, that is adequate to the task. The Bank could have helped with this problem had it been,
at that time, more flexible in its rules about recurrent cost financing.

A surprisingly large number of foreign advisors funded by these projects turned in
disappointing performances. A common factor in these cases was that they worked more or less in
isolation from those who ostensibly needed their inputs. Several recommendations for dealing with
this situation are discussed in the text.

Finally, the report suggests that these projects erred too much on the side of specifying and
attempting to achieve process objectives (training certain numbers of persons, establishing certain
numbers of clinics, etc.) rather than health status objectives (immunization rates, contraceptive
prevalence rates, and over longer periods, morbidity, mortality and fertility rates). This was in
keeping with the thinking of that time which, fortunately, is now changing.

The PHN Sector Credit, particularly as revised during its mid-term review, represents an effort
to move in many, though not all, of these directions.



administrative procedures which to some extent were symptoms of the personnel shortages. In the
end, however, most planned activities were completed and most covenants complied with. Shortfalls,
while few in number were important and help explain the weak performance of this project: in
particular, key personnel and counterparts to work with consultants were often not appointed or
appointed only with substantial delays, a number of consultants failed to perform up to expectations,
and several important studies and a few items of construction associated with the CMS were not
completed (or had to be redone because of design errors).

While Bank supervision missions identified these problems as they emerged, supervision
reports provided ratings that were overly optimistic; and after the first two years, attention was
devoted to development of the second project. The result was less forceful supervision than was
warranted given the shortfalls experienced by this project.

The second project faired better in the sense that nearly all planned activities were completed
within the originally specified time period. Counterpart funds were adequate and timely and most
covenants were complied with. Once again, however, there were important shortfalls in staff
appointments; and several studies, including in this case a mid-term review, were not undertaken.
In addition, the overall coordination committee did not meet, which may have accounted for lack of
coordination of the multisectoral activities.

Bank supervision was supportive and timely and ratings were somewhat more realistic. But
here again, the Bank failed to strongly voice concerns about shortfalls and seemed at times more
concerned with development of the third project than with the effective implementation of this one.

Project Results

Health Status. While Bank documents suggest that the health status has not improved over
the last decade despite the substantial external resources invested in this sector by the Bank and other
donors, the audit argues that the data are too weak to support this or any other contention.
Moreover, even if this contention were correct, donor inputs and in particular, these two Bank
supported projects, may have offset a deterioration that was likely to have occurred in their absence.

Extension of Health Delivery System. But whatever the impact of Bank and other donor
inputs on the overall health status, these inputs must have had significant positive effects on the
individuals directly affected. Interviews with users and staff of primary health centers plus other
materials suggest that the extension of the health system provided care of a quality that recipients
were satisfied with and had two major effects: first, they significantly reduced travel time for people
living on the periphery of catchment areas, and second, they appear to have raised expectations and
effective demand for health care which should lead to better practices--for example, a larger fraction
of births taking place in clinics with the assistance of a trained nurse and more children being brought
in for shots and checkups on a regular basis.

Family Planning. Considering the pro-natalist stance of the Government prior to 1993 and
the fact that importation and sale of modern contraceptives were illegal until [...], Malawi has come
a long way during the course of these two projects. This is one issue that the Bank did forcefully
press on, and with good effect.

Government policy is now openly supportive of family planning. Among other things, non-
medical personnel are being allowed to distribute contraceptives subject to certain guidelines, services
are available at least once per week in all hospitals and more than half of Government health centers,



PERFORMANCE AUDIT REPORT

MALAWI

HEALTH PROJECT
(CREDIT 1351-MAI)

SECOND FAMILY HEALTH PROJECT
(CREDIT 1768-MAI)

EVALUATION SUMMARY

Objectives

1. This is a Project Audit Report for the first two health projects that the Bank has supported
in Malawi (Credits 1351-MAI and 1768-MAI), the goal of which was to improve the capacity of the
health system to reduce mortality, morbidity and fertility rates.

2. The first project, approved in , was to cover only two years and be focused on
strengthening the planning and administrative capacity of the Ministry of Health and the
development of a national health plan. The rationale behind this orientation was that such a plan
was necessary before deciding on major investments and that, because of the grave financial problems
of that time, the Government could not afford any project that significantly increased its recurrent
budget requirements. In addition, the project assisted in the establishment of a Community Health
Sciences Unit (CHSU) to collect and analyze epidemiological data, assisted the Central Medical
Stores (CMS) improve its procedures and cut its costs, extended the primary health care system which
had been piloted in a few locations to the whole of three districts, and introduced a child spacing
(CS) and maternal and child health (MCH) program. While some of these components would
increase recurrent budget requirements, the CMS component was expected to result in sufficient
savings to more than offset these increases.

The second project was derived from the national plan produced in conjunction with the first
project plus a newly completed population sector report. The first of its two parts supported a more
substantial expansion of the PHC system, technical assistance to strengthen the management,
manpower and support systems of the Ministry of Health (MOH), additional support for the CS and
MCH programs, and provision for the establishment of a Project Implementation Unit. The second
part (approximately one eighth of total project costs) was to support population- and health-related
activities in non-health sectors--so-called multisectoral activities--which included: functional literacy,
nutrition and women's programs; a nation-wide Information, Education and Communications (IEC)
program; and youth programs aimed at introducing integrated family health messages.

Implementation Experience

The first project was extended three times and eventually took six years rather than the
planned two years to complete. The primary factors explaining these delays were shortages of skilled
personnel, materials and budgetary resources, a situation exacerbated by the Mozambjgue war, inflow
of refugees, and deteriorating economic conditions during the implementation period, plus poor



In its final form, the project had five objectives with a component devoted to each.

(1) Improving MOH capacity to plan and administer its programs (10 percent of total costs
at appraisal). This was to be accomplished through technical assistance and training to establish a
permanent planning, evaluation and monitoring capability and to improve financial management,
accounting and service statistics systems. A principal output of this component was to be a draft
national health plan backed up by a series of studies of, among other things, organization of the
public and private health system, manpower planning, health information retrieval and analysis
systems, budgeting and accounting procedures, and options for health financing. This component also
included support for studies on infant and child mortality, on possible linkages between traditional
and modern health sectors and on ways to improve the low level of utilization of private hospitals.

This work was to be undertaken by the Planning Unit of the MOH which would receive 43
months of consultant services and 12 months of overseas fellowships for its staff. Assurances were
obtained during negotiations that four consultants--a health planner, an epidemiologist, a financial
analyst and a manpower planning expert--would be employed by the Government by September 30,
1983.

(2) Establishing a Community Health Sciences Unit (CHSU) (13% of total costs at appraisal),
which would collect and analyze epidemiological data and include necessary laboratory services. This
was considered essential because lack of such information was constraining the ability to plan, monitor
and evaluate. This component was to renovate and extend an existing building to house the unit and
to provide housing, equipment and vehicles, fellowships and consultant assistance (funded in part by
UNDP and WHO). A staff of six persons were to be recruited and trained for this Unit. Two years
was expected to be needed to establish the facilities and train staff. From January 1985, four
consultants would be provided by WHO with UNDP funding for two years to assist in establishing
work programs and routines.

(3) Assisting the Central Medical Stores (CMS) improve efficiency in pharmaceutical
procurement and distribution (33% of total costs at appraisal). This component involved, among
other things, improvement of procedures, inservice training, establishment of two regional centers for
manufacture and distribution and development of CMS into an independent cost center. Two
pharmaceutical consultants were to be employed by the Government by September 30, 1983 and
some assistance was to be provided by the core consulting team assigned to the planning unit. This
component was expected to result in a substantial financial saving in operating costs which would
more than offset the modest increases in recurrent costs resulting from other components of this
project.

(4) Developing a Primary Health Care System for three districts (26% of total costs at
appraisal). This component was meant to be the first phase of an effort to expand a primary health
care (PHC) system throughout Malawi. This system, which had been developed and applied on a
pilot basis by the MOH, was evaluated by a WHO/UNICEF mission in January 1982. The work plan
developed by that mission became the basis of this component. In essence, it involved extending the
system to the whole of three districts in which the pilot programs were implemented and adding
monitoring and evaluation activities. [How manc G a

(5) Introduction of Child Spacing (CS) services into Malawi's Maternal and Child Health
(MCH) program (13% of total costs at appraisal). In November 1982, the Banda Government, which
had been pronatalist, approved a paper prepared by the MOH outlining a plan to introduce child
spacing activities in its MCH program. The Bank strongly encouraged this activity and attempted to



ensure that the program would not flounder on legal or practical impediments. The component
provided for the renovation and equipping of antenatal facilities at the Zomba General Hospital and
15 district hospitals, for the training of staff, and for a family formation study to investigate the causes
of high fertility and infant mortality rates and help determine future priorities for the MCH program.

The MOH was given overall responsibility for project implementation, with components
assigned to different offices. A coordinating committee chaired by the Principal Secretary was
supposed to meet quarterly to ensure smooth implementation.

Total project cost was estimated to be US$8.7 million, US$6.8 million to come from the IDA,
US$0.6 million from cofinanciers and the remainder from the Government. Actual project costs are
estimated to be US$6.9 million less than planned because of devaluation and underestimation of the
overnment's contribution.2

In general, the focus and goals of this project were appropriate for Malawi at the time. But
despite the fact that it was significantly scaled down from its initial conception, it still proved to be
excessively optimistic about what could be accomplished in a brief period with limited inputs. More
than two years should have been allowed for implementation; more time and care should have been
taken developing the CHSU and pharmaceutical components before starting implementation; and
more consulting time should have been allowed for the long list of tasks assigned to the Planning
Unit given dearth of background information with which to work. Other design flaws are noted
below in discussing individual components.

Implementation

The PCR correctly summarizes the main variances between planned and actual
implementation. The most serious variance was the lengthy delays experienced almost across the
board: in civil works, in program development of the CHSU and the pharmaceutical components, and
in preparation of the national health plan. In 1985 when the project was originally scheduled to end,
only 40 percent of the credit had been disbursed. It took another three years to reach 60 percent
and two years beyond that to reach 99 percent (the credit was closed and the remaining funds, SDR
37,824, were cancelled on July 31, 1989). In the end, after three extensions, the project took six years
rather than the planned 2 years, to be completed.

The factors accounting for these delays varied by component but in general resulted from
shortages of skilled personnel and materials (made much worse by the advent of the Mozambique
war and the sharp deterioration in economic conditions during the implementation period), failure
of a number of TA sub-components to perform as planned, and poor administrative procedures which
to some extent were symptoms of the personnel shortages . The following component-by-
component review provides more details.

Lbis is only a rough estimate because the Government did not keep complete records of its own contributions to the project.

3.For example, the MOH failed at times to provide adequate architecural briefs to the Ministry of Works and Supplies (MOWS) and the
MOW was slow in preparing detailed design and tender documents. In both cases, shortages of architects and other technical staff was
an important causal factor. Another example involves shifts in priorities which resulted in the neglect of other components: during the
first two years key staff focused on resolving problems caused by failure of the core consulting team to produce an acceptable national
health plan; thereafter, the staff focused on preparation of a second health project. Other examples are provided in the next section on
results.



in eight agricultural projects, amounting in total to about US$4 million. In early 1980, after the Bank
announced its willingness to lend for free-standing health projects, the Government of Malawi asked
the Bank to consider providing assistance to its health sector. Since then IDA has provided assistance
for three projects: US$6.2 million for the First Health Project (approved April 1983, completed June
1988). US$11.6 million for the Second Family Health Project (approved March 1987, completed .3

December 1993) and US$ [ ] for the Population, Health and Nutrition Sector Credit (approved [ til
][ ], estimated completi [ ................ .

II. THE FIRST HEALTH PROJECT (Health I')

Design and Objectives

The Government's initial suggestion was for a sizeable construction project to expand training
facilities, replace or upgrade rural health centers and provide staff living quarters. The Bank
responded favorably but suggested that a health sector review be undertaken as a first step. A Bank
mission for this purpose, which visited Malawi in the fall of 1980, concluded that, in addition to
serious financial constraints facing the sector, there were four main clusters of problems: weaknesses
in administrative support for health services, serious shortages of staff at all levels, failure of
Government to make effective use of the private sector, especially mission-run facilities, and
negligible planning. The mission identified several areas that might be suitable for Bank group
assistance--improvement and expansion of the paramedical training program, provision of service
facilities and housing in remote areas, assistance to improve performance of the Central Medical
Stores and institute drug quality control procedures, and measures to improve transport and
communications and strengthen health education activities. But it recommended that such support
be provided only in the context of a plan for the overall development of the sector which at the time
did not exist.

In October 1981, a Health Identification Mission visited the country to discuss the health
sector review and a possible project. At this point, the MOH proposed Bank assistance for four
areas: training at all levels, primary health care development, supply and distribution of drugs, and
strengthening of the administration, with decentralization as the first step. With a few exceptions,
the Government's proposals coincided closely with the conclusions of the health sector review.
Accordingly, the mission concurred and recommended Project Preparation Facility (PPF) financing
to help prepare a project along these lines.

Shortly thereafter, grave financial problems led the Ministry of Finance (MOF) to request all
ministries to withhold project proposals, including requests for PPF. Hence, when a project
preparation mission reached Malawi in February, 1982, it found that no preparatory work had been
undertaken. The Government's financial problems, plus concerns about implementation capacity, led
the mission to propose that the project be scaled down to involve mainly system improvement, the
centerpiece of which would be the development of a national health plan, with substantial system
expansion being deferred to a second project. These problems also led the mission to be especially
concerned about the recurrent cost implications of its recommendations. In the end, it proposed a
$5 million project to be implemented over two years and designed to have little or no net impact on
the recurrent budget. The project was appraised in July 1982 and negotiated in March 1983.



(1) Improving MOH capacity to plan and administer its programs. The contract for the core
consulting team was signed in November 1983 and the team leader arrived shortly thereafter. In
February 1984, the team proposed changes in the terms of reference, the term of the contract and
substitution of personnel originally identified for specific tasks--changes with which both the
Government and the Bank disagreed. In April the consultants prepared a working document for the
plan which the subsequent supervision mission found to be of extremely poor quality. In May, the
contractor agreed with Government to replace several team members and to send someone at its own
expense to clean up the work done so far. In October, after the team leader announced his intention
to leave the country before all work was completed, the MOH suspended disbursements and in
November reached agreement with the contractor to terminate the contract. A final draft of the
National Plan was sent by the contractor to the MOH by the end of January 1985. At this point the
MOH planning staff, with some consultant advice, began work on a substantial revision which was
completed in December 1985.

While this work proved to be arduous, in the end both the National Health Planning
Committee and Bank supervision staff judged the final version of the plan to be of good quality, and
it formed the basis for the development of the Second Health Project. Time was lost and fewer
background papers of usable quality were prepared than planned; but the net result of this experience
was a national plan of reasonable quality which was clearly owned by the Government.
Unfortunately, this experience in learning-by-doing did not result in a sustained improvement in
planning capacity because of subsequent staff turnover (see below).

(2) Establishing a Community Health Sciences Unit (CHSU). While the civil works portion
of this component progressed slowly for the reasons identified in paragraph [ ... ], the training
subcomponent made steady progress. However, difficulties in finding an acceptable head and for the
CHSU and its epidemiological unit, in retaining staff returning from overseas training, and in
obtaining technical assistance from the UNDP resulted in delays in startup activities even after civil
works were completed. A baseline epidemiological survey which was to be completed during the
course of this project was transferred to the second health project. At the time the PCR was written,
in December, 1990, this agency had not yet begun to function properly, in large part because of
failure to create posts for and recruit a senior epidemiologist, a microbiologist and laboratory
technicians.

(3) Assisting the Central Medical Stores (CMS) improve efficiency in pharmaceutical
procurement and distribution. In addition to the construction delays common to other components,
this component was delayed because of MOH's dissatisfaction with the work of the initial
pharmaceutical consultants, lack of availability of housing built for the CMS but occupied by non-
project personnel, protracted disputes between contractors and the Ministry of Works and Supplies
(MOWS) over building design and failure to create staff posts in a timely fashion. At the time the
PCR was written, outstanding issues included staff housing, 4the possibility that the drug
manufacturing plant in Lilongwe would have to be redesigned and reconstructed, the need to develop
appropriate computer, inventory and distribution systems, and the recruitment of qualified personnel.

(4) Expansion of the Primary Health Care System. This component came close to fully
meeting its objective of extending the PHC program into all villages in three districts where the
program had been previously piloted, and it was completed ahead of schedule. As of December 1990,
however, sustainability was in question. The national coordinator of the National PHC Committee
was the only person in MOH attending to PHC matters; he had no support staff, no funds for field
visits, no vehicles and no funds to effectively stimulate community-based programs (PCR, para 18).
In addition, at the time of project completion, a number of centers that had been physically



completed could not be opened because of lack of staff or water.

In retrospect, the three PHC training centers constructed under this component were
unnecessary. Because of delays in construction, training was completed elsewhere and these buildings
have never been used for training. In addition, the Government (correctly) decided that any
additional training would take place in the communities rather than in classrooms. As a result, the
training units have not been properly staffed, supplied and maintained.

(5) Introduction of Child Spacing (CS). Surprisingly, this component proved to be a bright
spot. During project preparation, it was not even clear that this initiative would be approved by the
pro-natalist Government of that time. Once it was approved and services began to come on stream,
demand for services grew beyond expectations. Construction and training programs were completed
ahead of schedule and the training program exceeded original targets. The principal bottleneck to
more rapid progress was unanticipated shortages of contraceptives, which donors were unable to
overcome quickly. Each supervision report flagged this problem. The Bank offered to provide
injectables for one year until they were forthcoming from UNFPA. Other factors that constrained
progress included shortages of nurses qualified in child spacing, lack of in-service training and
infrequent h h L Jons--all at least to some extent, problems of unanticipated growth in
demand. d 'st'c.j4 .

Borrower Compliance with Credit Agreement

Compliance with the credit agreements was mixed. In general, appropriate procedures were
followed. But key personnel and counterparts to work with consultants were often not appointed or
appointed only with substantial delays, audit reports were delinquent for every fiscal year during the
project period, and records of project progress and non-IDA expenditures were incomplete or lacking.

Bank Supervision

Supervision reports indicate a good understanding of the problems encountered by this project.
But performance ratings did not reflect the seriousness of these problems. Considering the
management difficulties, staff shortages and implementation delays experienced, it is surprising to find
ratings of one for project management and development impact and one (at the beginning and end
of the project) and two but "improving" during the remainder of the project, for overall status .Part
of the problem may have been the fact that three task managers were involved in this project. In
addition, after the first two years, attention during missions with supervision responsibility turned
toward preparation of the second and then later the third health project. It is quite likely, as the
PCR notes, that more forceful supervision could have contributed to earlier solutions to the problems
of this project.

III. SECOND FAMILY HEALTH PROJECT (HEALTH II)

Design and Objectives

Following completion of an acceptable draft of the National Health Plan and a Population
Sector Review, the MOH developed a proposal to obtain financing for the first half of the 1986-1995



institutions was not continued. Interviews suggest that the Bank became disillusioned with the CHSU
and decided to cut its losses because it was not accomplishing what it was supposed to and had lost
its support in the MOH when new management came in. No explanation could be found for the
decision to cease support for the CMS.

Total project cost was estimated at appraisal to be US$ 24.9 million, US$ 11.0 million to come
from IDA, US$ 1.9 million from the Government, and the remainder from five cofinanciers. Actual
costs totalled US$25.1 million after some shifts in contributions by various donors.

Project Implementation

Implementation went much more smoothly than in the first project. Disbursements more or
less followed the planned schedule (except for currency fluctuations) and only SDR 2,233 was
cancelled. The project was closed (6/30/93) and completed (12/31/93) on schedule. Once again,
however, many of the problems that existed are directly or indirectly related to shortages of skilled
manpower.

(1) Strengthening Management, Manpower and Suport Systems The Government's
Complement and Grading Review Committee developed a detailed reorganization plan for the MOH
which was eventually approved and implementation initiated. Among other things, Regional Health
Teams were established, a plan to introduce cost reduction measures at MOH and in the hospitals
was developed, and the Planning Unit was reorganized and expanded. Unfortunately, lack of
personnel at the periphery and resistance to loss of control at headquarters slowed down
implementation of the decentralization plan, the new Planning Unit was always short of personnel
(because of rapid turnover, study leaves and expanded work program), and the cost reduction
measures were not fully implemented. Overall, these efforts resulted in quite modest improvements.

The Zomba School of Nursing was completed and a Manpower Development Unit was
created; but the regional training centers were never built because of cost overruns, and the
manpower planning analysis was not satisfactorily completed (see below). In addition, a number of
key studies including some left over from the first project failed to be completed or were deferred
to the PHN sector credit.

2. Expanding PHC System. The physical expansion was completed as scheduled, though with
some price overruns because of cost increases. However, 9 of the 19 health centers were inoperative
at the time the PCR was written because of lack of staff or water.

3. MCH and CS. With some shifting around of funds from different projects, the planned
physical expansion took place. However, a manual for MCH health workers was not produced and
integration of CS into MCH was slow due to shortage of staff to produce training materials and
undertake training. Thanks to assistance from UNFPA and USAID, availability of contraceptives
improved. But because parallel financing by KFW failed to materialize, the surgical contraceptive
units in hospitals were not constructed, and the construction of the urban health units were shifted
to the PHN Sector Credit because of shortages of funds.

4. Support for the Project Implementation Unit. The PIU was successfully established and an
effective project coordinator recruited. This undoubtedly contributed to the improved performance
of this project compared to the first. Even here, however--and despite the fact that the project



plan period. The plan called for a reorganization and strengthening of the health system to prepare
for its decentralization, substantial manpower development at all levels including the creation of a
medical school in Malawi, expansion of the family health program (previously called the primary
health program), expansion of the child spacing activities within that program, and efforts to involve
non-health sectors in the promotion of population and health messages. To cope with the recurrent
cost implications of this program, which would be substantial, the MOH envisioned the introduction
of additional cost recovery measures and studies to find ways to improve efficiency of both public and
private health facilities.

The Bank, while approving the general thrust of the MOH proposal, agreed to provide funding
for only the first three years, the main reason being to set aside for more detailed study two activities
that would have commenced after the third year: the development of a medical school and a regional
hospital for the north. The Bank also requested, among other things, rethinking of the initial
proposal for the reorganization of the MOH before negotiations.

As it finally emerged, the project consisted of two parts, Part A to be implemented by the
MOH and Part B to be implemented by various agencies coordinated by the Department of
Economic Planning and Development (EP&D). Part A (81% of appraisal base cost) included four
components:

(1) Strengthening management, manpower and support systems through technical assistance,
training, studies (including baseline and evaluation studies left over from the first project and
a study on the potential of health insurance), construction of pharmaceutical depots in district
hospitals and training facilities, and provision of computers for MOH and hospital budget
management;

(2) Expanding the PHC system from 9 to 15 districts by providing training, equipment and
supplies for village health committees, constructing and equipping 19 new health centers,
upgrading six existing health sub-centers, and replacing one existing district hospital.

(3) Support for the MCH and CS programs through technical assistance, training, provision
of vehicles, equipment and construction (surgical contraceptive units in 8 district hospitals and
several new or replaced urban health centers).

(4) Support for a Project Implementation Unit for Part A.

Part B (19% of appraisal base cost)consisted of

(5) Functional literacy, nutrition and women's programs under the Ministry of Community
Services (MOCS) which included construction and equipping of a regional training center;

(6) Youth programs under the Department of Youth, to introduce family health messages; and

(7) Development of nationwide Information, Education and Communications (IEC) programs
for population and health activities under the Information Department.

Thus, this second project was similar to the first except that it contained a larger construction
element, greater specificity in some areas (eg., family planning), and support for multi-sectoral
activities. It does not, however, include support for the CHSU and the CMS components which were
left unfinished at the end of the first project. The files give no hint as to why support for these



Whatever the overall impact of Bank and other donor inputs, there is little doubt of their
positive effects on the people served by individual facilities established with these funds. This was
very evident from interviews of clients and staff at two health centers visited by the author and two
officials from the MOH. Both centers were in very remote areas, some 15 - 20 km. from the nearest
paved road and at least 10 km. from the nearest alternative facility.

One, an MCH center at Kafukula, which was added next to an existing dispensary operated
by the local government, was completed in 1984 with funds from Health I. The other, the Choma
Health Center, is a full-service center with 10 beds (6 for maternity cases); it was completed in 1990
with funds from Health II. Its buildings, which compare favorably with many urban health centers,
look$ a bit strange sitting nearly bylthemselves in the bush.

Because of staff shortages, Kafukubdid not start operating for three years and Choma for two
years after construction was completed. Neither have a full complement of staff even today. Neither
has running water: although they were both outfitted with indoor plumbing, a holding tank, a
borehole and a handpump, pipes to connect the borehole with the tank and the main building were
never installed. Neither facility has electricity or transport equipment (pharmaceutical being kept
cool in a kerosine refrigerator). If an ambulance is needed, a call is placed to the district hospital
over an hour and a half away in good weather. Kafuku~has a telephone operated by a solar panel,
but the nearest phone to Choma is several kilometers away. Drugs are in short supply: Choma had
been without many used on a daily basis--including Fansidar for malaria--for two weeks (a partial
shipment arrived during the mission's visit).

0.
These problems are quite typical. More than half the centers constructed with funds from the

two IDA credits opened late because of shortages of staff and had--in many cases still have--similar
water problems. Even the Mziml/District Hospital, a 200-bed facility constructed with funds from
Health II, has serious water problems. Until the nearby river dried up in the recent drought, staff
carried water from there to supplement the intermittent supply piped from the town. Two years ago,
the Hospital requested a bore hole; it was drilled in August 1994 but as of November the well was
not yet completed and operational.

Despite these problems, clients and villagers interviewed at both sites were generally pleased
with the quality of care they received, their main complaint (in the few cases that any was expressed)
being periodic shortages of supplies and personnel. These centers appear to have had two major
effects on the people interviewed. First, they significantly reduced travel time for those living near
the periphery of the catchment area; this has led them to make somewhat greater use of medical
facilities. And second, they appear to have raised expectations and effective demand for health care.
Among other things, more women now expect to give birth in a clinic with the assistance of a trained
nurse and to bring their children in for shot and to be weigh/ed for several months after birth. These
are small changes, but very significant in the lives of the people experiencing them.

Family Planning

Considering how long it has taken in some African countries to change policies and get a
significant family planning program going, Malawi has made substantial progress since 1982 when
then-President Banda agreed to permit the development of a child spacing program. Since then, and
particularly during the last three years, a number of positive events can be pointed to. First, there
have been significant changes at the policy level: from permitting these activities to publicly speaking
out in favor of them--and in the process all but dropping the term child spacing in favor of family



IV. Project Results and Achievements

What of a longer term nature have these projects achieved? This section reviews the little
evidence that is available to answer this question, focusing on topics of special interest for future
operations.

Health Status

A common perception in the donor community at the present time is that there has been little
if any improvement in the health status of the Malawian population over the last decade, despite the
substantial external resources invested in the sector. This is frequently interpreted as meaning that
the resources invested in the sector have yielded very few benefits, in large part because of weak
management of the health system. Both the statement and the interpretation are open to question.

First, there are no time series of comparable data on which to judge what is happening to the
health status of the population over time. There is one survey--the Demographic and Health Survey
(DHS) of 1992--that includes estimates of health indicators believed to be of reasonable quality. But
there is generally only one or at most two earlier observations on similar variables and they are of
dubious quality and comparability. The figures in Table 1, reproduced from the July 1994 Midterm
Review of the PHN Sector Credit, are typical of what is available. While the 1992 figures are from
the DHS, the earlier figures are from sources that were impossible to track down and study. The
only thing clear about them is that the estimates of the maternity mortality rate are far too low--
certainly the first of the estimates but probably also the DHS estimate as well. We conclude that it
is not possible to establish any trend at all from available data.

Since the density of health delivery points has increased and the Expanded Program of
Immunization (EPI) has achieved high levels of coverage over the last decade, some improvements
in health status should have occurred. But they may have been offset by the health impacts of a
deterioration in economic and agricultural conditions plus a growing number of new disease vectors
(drug resistant malaria, HI1V/AIDs and other sexually transmitted diseases) over that period of time.
Available data do not help to determine what the net effect has been.

Second, even if one could say with confidence that there has been no improvement in health
status, low productivity of investments in the health sector is only one possible explanation. Another A
is that these investments are too small to make a significant difference in the overall situation.' Yet
another is that they have offset what would have been a disastrous situation in their absence. The
final possibility is that these investments and the institutional and policy changes accompanying them
(for example, decentralization measures) are laying the groundwork for significant improvements that
will only show up later. This review concludes that each of these interpretations has some merit
depending on the subsector.

Extension of the Health Delivery System Into the Countryside.

5. As noted above, even with donor inputs, only roughly US$5.50 per capita is spent on health in Malawi, far below the US$12 believed
to be minimally necessary. Moreover, the importance of economic conditions and new disease vectors should not be underestimated.



provided salary support for senior positions in this unit--there were staffing problems.'

5-7. Multisectoral Activities. This set of sub-components suffered from weak coordination
between the MOH and the other ministries. Nevertheless most of the planned activities were
undertaken.

Borrower Compliance with the Credit Agreement

Most covenants were complied with and counterpart funds were adequate and timely.
However, the overall coordination committee never met, accounts and audit reports were not always
timely and up to standard, agreed-to staff appointments were often delayed, and some studies and
a mid-term review failed to be undertaken. These shortcomings contributed to some of the problems
experienced by this project.

Bank Supervision

Overall, supervision was supportive and timely and supervision ratings were somewhat more
realistic than in the first project. However, as was the case in that project, the Bank failed to strongly
voice concerns about shortfalls from credit agreements and seemed at times to be more concerned
with the development of the third project than with the effective implementation of this one.

4 As noted in the PCR, the procurement officer was never appointed, the accountant position was vacant for two years, and Garchitect's
post was only filled for a total of 26 months prior to the closing of this project.



planning--and from allowing only trained doctors to prescribe pills to permitting traditional birth
attendants and workers in the community-based distribution (CBD) program to provide pills even
before attending a training program provided they abide by a fairly liberal CBD checklist in doing so.
Second, contraceptives are no longer in short supply (thanks to donors, mainly USAID and UNFPA)
and services of trained personnel are available in all hospitals and more than half of government
health centers at least one day per week. This was confirmed by the field visits undertaken by this
mission. Third, a number of agencies have been established to promote family planning and expand
service provision independently of the MOH; they provide a legitimate base of operations which did
not exist before for individuals interested in playing an active role. Fourth, the 1992 DHS indicates
widespread awareness of family planning and, coupled with earlier estimates, a respectable increase
in contraceptive prevalence rates--from close to zero at the beginning of Health I to about 3 percent
at the end of that project and 7 percent in 1992. These are very promising first steps.

But family planning experts interviewed by this mission painted a much less optimistic picture.
According to them, most changes at the policy level are permissive or mildly promotional. There has
been little followup in the form of orders, significant increases in staff or changes in incentives to
encourage promotion of family planning by village health workers who are inherently conservative
and unlikely to take any initiative on their own. In addition, there are reasons to be concerned about
the sustainability of the contraceptive revalence rates (CR . So far, these rates reflect new users.
There is ane cota evi ence suggesting that the num r of persons actually using the contraceptives

These issueissmdbakt rdupithma ibatsligpied.bi~keypdistribdiii ppthing more than further
expansion of the present distribution system will be required to continue the rate of progress
experienced so far.

Efforts to Strengthen Health and Health Manpower Planning

Since the beginning of Health I, efforts to strengthen the Ministry's planning capacity have
involved the establishment of a Planning Unit initially with two posts but later with six, the
establishment of a Manpower Development Unit with three posts, and the provision of fellowships
and training, equipment and technical assistance. Both the Bank and USAID have supported these
efforts, the Bank primarily concerned with the Planning Unit and USAID with the Manpower
Development Unit. To date these efforts have not been successful in establishing the kind of
planning and analysis capacity originally envisioned. The only significant document produced has
been the National Health Plan for 1986-1995; while in the end it was produced by MOH staff rather
than expatriate advisors, because of staff turnover, the MOH is hardly better prepared to produce
a new health plan today than it was ten years ago. The main problems have been difficulties in
recruiting, training and keeping staff, inadequate technical assistance, and flawed organizational

Staffing. The Planning Unit was initially staffed by two professional health planners already
employed by the MOH. Of the four persons recruited for the new positions, only one has actually
done any work in the Unit.' In 1988, the two senior planners, were relieved of their posts for
political reasons. To fill in, three staff members of the Ministry of Economic Planning were seconded
to the MOH. One of the three left for graduate work overseas; the other two left for training and
have only recently returned. After the change in government last May, one of the two original

6. All were sent for overseas training. Of the first three to return, two took up other positions. The
last one sent has not yet completed his training.



planners returned to his post as head of the Unit; he is trying to recruit additional people. The
Manpower Development Unit, established in 1990, has only recently filled the three posts allotted
to it.

Technical assistance. Technical assistance has not helped much. As noted above the Ministry
rejected the draft of the National Health Plan provided by the original team of four consultants
assigned to the Planning Unit. In September 1985, a supervision mission reported that the Ministry
rejected a consultant's recommendations for revision of its financial and accounting systems and
requested a new consultant. The same experience was repeated with a consultant for the
pharmaceutical component. In each case Bank staff agreed with the judgements and actions of the
Ministry. A final example pertains to the report of a consultant (funded by USAID) to the
Manpower Development Unit recruited for a two-year period to produce a manpower development
plan. The report proved to be more of a situation analysis than a plan and is currently being redone
by the head of the Unit.' I. NoK 4a -AgrA " 1 sor me) WrJo.wC-f., CNA. R i G

1A O$ While each of incidents had its unique problems, there is one common thread. In all cases, C-t
the individuals worked in isolation without frequent in-de t ' 'th MOH officials. Also, in
none of these cases did the consultan eave much behind other than their reports: training was not

kIe coQsidred a significant part of their tasks and counterparts were rarely appointed.'

Organizational issues. As originally contemplated, the Planning Unit, in addition to its
planning and analysis functions, was supposed to have responsibility for the Ministry's statistical work,
manpower planning and management of donor-funded projects. However, most of these functions
were hived er units--important statistical functions to the CHSU, manpower planning to the

r Development Unit and management of the IDA projects to a Project Implementation
'nit-each reporting to a different line manager. [

Several things could be done to improve the situation. (1) Statistical functionland manpower
planning could be brought back into the Planning Unit. This would consolidate staff who are spread
too thinly just now into something approaching a critical mass and would facilitate coordination
amongst these interrelated functions. (2) The Planning Unit could be raised a notch or two in the
hierarchy and given some discretionary authority over its budget and work program. This would
improve its capacity to do its job, improve morale and make it easier to recruit and retain good 4

9 personnel. (3) A charge (in local currency) could be made against the budget of each agency
receiving technical assistance. This could induce agencies to think more carefully about whether they
need such help, induce them to select consultants with more care and encourage more thought about
how to make best use of such assistance'.

Community Health and Services Unit (CHSU)

This institution has not functioned as planned since its inception. The health information

7. At the present time, it has no budget for field work. Yet without a solid factual base on which to
build and argue the case, planning exercises will be little more than that--exercises, not to be
taken too seriously.

8. For a more complete discussion of this point, see Chapter 4 in Ridker, 1994, especially the section
starting on page 85.



system (HIS) is producing very little of value at the current time and is at least two years behind in
entering data coming to it from the districts. Few of the studies and program planning activities
envisioned at its inception have be adaken. Indeed, a baseline study included in Health I was
deferred to Health II and then Health III. Laboratory facilities are impressive compared to that
of many other African countries, going on there except what is sometimes requested by
the various disease control programs. The CHSU was supposed to provide training in sample survey
methods to regional and district level personnel but has not done so for lack of staff and budget.
Most of the activity is going on in disease control units supported by foreign assistance, but they tend
to be erratic given shifts in donor priorities; and there is little or no coordination between these
programs.

Some of the organization's problems stem from the original design of the CHSU. Its
organizational chart--even its name--is puzzling. Typically, an epidemiological unit includes a
reference laboratory, a program office (for program planning, monitoring and evaluation), and a
disease surveillance unit. In addition to these elements, this organization includes responsibility for
the whole(HI§) plus disease control units with line responsibility for program implementation. While
it is awkward and untidy to combine line and analytical responsibilities, that arrangement might be
made to work. But the HIS, which consists of far more than disease monitoring, should be associated
with--ideally, under the direction of--the unit responsible for health planning. Nothing in Bank files
explains why the organization was established in this way and it was not possible to find out during
the course of the mission.

In addition, the health surveillance system is far too centralized. One of the main reasons for
being more than two years behind is that all data are entered by hand at headquarters, instead of
being entered and subjected to analysis for local purposes at the district hospital level.'

But the CHSU's most immediate problems are shortages of staff and operating budgets, and
excessive Cet1tr.at; - __ and ol of its functionsby theMOH. Few posts have actually been

tablished and many are filled with persons occupying established posts elsewhere in Government.
Budget decisioqu are made in MOH with little prior discussion with on -A
CHSU staff. The laboratory has no budget of its own; it has been operating solely on transfers from SU
various disease control programs when they need help. Vehicles (provided by Health I) are in very
short supply, having been taken by the MOH when they arrived before the CHSU became
operational, and then never returned.

The Japanese Government has recently agreed to provide substantial assistance in the form
of equipment, technical assistance and budgetary support. This will ease the organization's most
pressing problems for a time, at least.

Pharmaceuticals

The goal of this component of Health I was to improve the supply and distribution of
pharmaceuticals and medical supplies in the country. This was to be accomplished primarily by
improving the operating efficiency of Central Medical Stores (CMS) which is responsible for the
procurement and distribution of 80 percent of all medical supplies (close to 100 percent of what is

9. The CHSU has recently taken a step in the right direction by decentralizing data entry to the
regional level and has started providing some feedback from the regional to the district level.



available outside the major urban centers). The implicit assumption behind this approach was that
the overall budget for medical supplies would be adequate if it were used efficiently. Indeed, early
papers in Bank files indicate that substantial budgetary savings could be achieved (so that on net
Health I would not result in any increase in recurrent health expenditures; see para. [...]. These
assumptions proved to be excessively optimistic, an indication that this component, like the
epidemiological component (CHSU), had not been adequately thought out prior to implementation.

Efficiency improvements were to be achieved by three broad sets of measures: decentralization
of facilities so as to reduce transportation costs and inventory requirements, development of facilities
for local manufacture and processing of simpler compounds, and improvements in a variety of
software elements (inventory control, accounting and pricing procedures, etc.).

ile subst ant ial delays were involved, the decentralization planned in the project [adding two
regional depots] has been achiev, There is no evidence that this has resulted in significant

reductions in transport costs or inventory requirements, but there are signs that it has substantially
reduced the time required to deliver medical supplies to more remote areas--in one example cited,
from three days to 8 hours. Even so, problems remain. The housing constructed under the project
has still not been turned over to the CMS staff; and flaws in the original design of some facilities--
known about at least as far back as 1988--have required reconstruction which has not yet been
completed.

Substantial cost savings should be involved in undertaking certain processes domestically--
producing intravenous fluids and compounding and packaging of medicines from bulk supplies, for
example. While some equipment was procured under Health I, the decision was made to contract
out such activities to the private sector--a wise decision, but one that has apparently caused
substantial delays and problems in its own right. Only in the last few months has a private firm
secured the financing from local banks to establish facilities for production of intravenous fluids. A
contract to a foreign firm which agreed to establish some local facilities is being questioned because
the terms may end up costin the Government more, not less, than international procurement.

Most of the efforts to improve software elements have not yet paid off. Many started later
than anticipated and are still in process of being implemented; others have not developed as planned.
One of the more important elements was the plan to establish the CMS as a distinct self-accounting
unit with appropriate business practices and organizational status. Health I encouraged some partial
moves in this direction in 1984 [?} when the drug budget was shifted from the CMS to the hospitals
(which are responsible for distribution to health centers), and which then used the budget to purchase
from the CMS. The CMS was provided with a fund for its purchases, which was supposed to be
replenished by sales to the hospitals. However, the prices CMS could charge hospitals was controlled
by the Government, the CMS remained under Government civil service regulations, and it maintained
its near monopoly position in the country.

Since then, tight Government budgets and unwillingness to adjust prices for inflation have put
increasing pressure on the CMS. While this may have led to some efficiency improvements, that is
not very evident; the primary result has been the accumulation of overdrafts, periodic shortages of
critical supplies and bail-out operations by one or another donor. The devaluations of 1994 have
created the most severe shortages experienced since independence. In April 1994, the kwacha budget
for drugs was sufficient to purchase $10 million worth of supplies. By June, that budget could
purchase less than half [?] that amount.

The PHN Sector Credit attempted to deal with this situation by making it a condition of the



credit that the CMS would be developed into an independent profit center [What ore than the
above is PHN asking for?]. This will not have the desired effect so long as prices are controlled and
the CMS is not faced with any serious competition for its services.

IEC and Multisectoral Activities

The need for programs focussed on information, education and promotion of good health,
child care and family planning practices is particularly great in a country like Malawi given its low
education levels. Health I appears to have supported some IEC activities but no explicit component
was identified. Under Health II, in addition to continuing these activities in the MOH, [19%] percent
of the budget was devoted to initiating programs in three other ministries.

The Ministry of Women, Children and Social Welfare (successor to the Ministry of Community
Service ) received funds to develop and introduce health and family planning messages into
functional literacy, home economics, and other women's programs. It started in 1989 with an advisor
who helped develop the messages and establish a training program. Currently there are 58 master
trainers who are supposed to provide one month courses to local promoters and trainers. These
efforts are not progressing well in large part because of shortage of funds to support the coreI
programs." Their impact is also limited by the small size of this program and by the fact that they
do not involve men.

The Ministry of Youth, Sports and Culture was provided with funds for similar purposes
targeted at youth. While nearly all the planned activities were initiated, they ceased when the Malawi
Pioneers, which was responsible for implementation, was closed down in 1993/4 [?]. This is
unfortunate since, with the spread of AIDS and adolescent prostitution the need is greater today
than in the past. c,..

Support was provided to both the MOH and the Ministry of Infoa (M
activities. The MOH program is focused on activities attached to the health centers; it has been
inadequately staffed and not much has been produced. The MOI program attempts to reach
broader audience using mass communications media supplemented by extension workers who attempt
to enlist the help of village leaders. It got off to a slow start because of the need for training and only
launched its first mass media campaign in June 1993. No evaluation has been undertaken.

Medical School

During preparation of the first credit, the MOH raised questions about funding for a medical

10. The EEC, which finances this subcomponent, provides funds only for the development of the
child spacing materials, not for the literacy or the home economics programs themselves. There is
a dearth of reading materials in the literacy program (UNICEF used to help with the production of
literacy materials but has now turned to other things). Because of unhappiness with their salaries

.7(which are very low and sometimes not paid or paid late), literacy teachers and homecraft workers
.. ar often do not show up for classes. The only way around this problem is - ---

for donors to support the core activities as well, or for the recipients who .
want these activities to continue to find some way to generate income to support them. The PHN
Sector Credit is providing some funds to help develop such income generating activities.



school. This was a non-starter at the time because of the Government's financial difficulties, but it
was taken up more seriously during preparation of the second health project. The Bank initially took
the position that it could not consider such a proposal until it was developed, costed out in more
detail and compared with alternatives. After a number of studies and discussions, the Bank finally
declined to support the project. At that point, the Government decided to fund the project itself'.
In October 1986, the first class of 20 students was sent to England for their first three years of study.
In 1989, this class (minus only two people) returned to complete their last year in Malawi. Starting
in September 1994, all four years are being taught in Malawi. According to Malawian informants,
the retention rate has been over 90 percent, quality of graduates is good and costs are relatively low.
Was it a mistake on the Bank's part to have declined to assist in the funding of this enterprise?

While there were a variety of reasons for wanting such a school, the soundest arguments
pertained to retention rates, the character of the training contemplated and costs. Malawi has one
of the lowest rates of doctors per capita, one of the reasons being that only one student in four was
returning from overseas training. Moreover, the training received was not appropriate for
Malawian conditions. Typically there was too much emphasis on diseases of the elderly and use of
sophisticated equipment and treatment procedures, and insufficient focus on infectious, nutritional
and tropical diseases and on treatment regimes appropriate for Malawi's regional hospitals. Finally,
unit costs were expected to be much lower. Given the low retention rate, training costs would have
to be four times higher in Malawi before it would be cost effective to send students abroad. But the
per student cost of such training would be substantially lower in Malawi because plans called for
adding marginally to an existing hospital rather than starting from scratch, less sophisticated and
expensive equipment and techniques were to be utilized, and teacher salaries, at least for Malawians,
would be less".

While Bank files are unclear about the reasons for the decision not to assist this enterprise,
discussions with staff suggest two possible reasons. First, there was a presumption that the

.. overnment wanted to establish a training facility patterned after European and North American
"Ar institutions. That this was not the case can be seen from the Tripartite Study Report referenced

above which served as the basis for the project approved by the President It appears that the Bank
s did not investigate the situation thoroughly enough to determine whether its presumption was correct;

but also, the Government appears not to have done what would have been necessary to convince the
Bank differently (for example, detailed, convincing cost estimates that would have made Government
intentions much clearer do not appear to have been provided to the Bank). Second, the Bank
believed that the Government could not meet the recurrent costs of this project. But it did not
explore the possibility that donors who were then giving scholarships to Malawian students might be
willing to assist with the recurrent costs in leu of these scholarships--which is what, in effect,
happened; nor did it consider funding the recurrent costs itself, at least on a declining basis until
other sources could be found. r dfl..'A

Bank Performance

11 The Government has funded all capital costs and much of the recurrent coats, Some funds for scholarships for students to undertake preclinical studies abroad and for teacher
salaty supplementation was received.

12. Most students went to Europe and North America. The return rate for students going to other African countries for training was higher, but few seats have been available
because of preference given to nationals.

1- See the 1966 Tripartite Study Report, A Plan for Medical Education in Malaw, with membership from Germany, Britain and Malawi, which strongly recommended this
community oriented approach.



The Bank's principal contributions to Malawi's health sector has been its assistance in
extending the health system into the undeserved periphery of the country, encouraging the rapid
development of a family planning program, and applying pressure to redirect resources in certain ways
(to decentralize the system, to increase the total budget allocated to health, increase the share going
to rural areas and to primary care, and work towards greater cost recovery and improved efficiency
of operations). There is general agreement amongst donors that these are the proper directions in
which to move and that the Bank has effectively used its influence for this purpose, making their job
that much easier. The Bank is also given high marks by donors and the Government for its insistence
on proper reporting, auditing, procurement and other procedural aspects of the aid relationship.

t This praise is qualified, however, by criticisms about he Bank's style of opS!ations: lack of a
sector specialist in the field, periodic lar e-scale missions + nt officials for wee
during which time other wor--including the work involvin ther d --suffers, inadequate dialogue
and communications with other donors, and per ic insistence on achieving goals without ade uate
understanding of the difficulties involved or provision of help in overcoming these difficulti -These
are strongly-held opinions. Indeed, the ODA has felt so strongly about the lack of a health specialjst
in the field that it has provided funds to the Bank for such a position.-- A. a e.

The Bank's role in project preparation was satisfactory in the sense that a decent sector study
was obtained prior to initiating the first project and the Bank continued to build up its understanding a v
of the sector so that its knowledge base for preparing the second project was substantial. But it
permitted several design errors to be incorporated into these projects which have caused difficulties
ever since. As noted above, the first project provided insufficient time and TA resources to
implement all its components and did not fully and appropriately design the CHSU and
Pharmaceutical components, while the second project did not continue assistance to the CHSU and
Pharmaceutical components despite their need for continued support. It was probably also an erro
that the Bank did not assist in the funding of the medical school or of certain recurrent costs in the
health sector, although these are arguable propositions.

The Bank's supervision activities have already been discussed.

V. Conclusions and lessons

Ratings

While most of the activities planned under two projects eventually were implemented, they
have failed to achieve much lasting improvement in the capacity of the health system. The principal
exceptions to this are the extension of the health system into undeserved areas and the introduction
of a family planning program. Other achievements are less important or ephemeral. For example,
while a national health plan was developed, the capacity to undertake health planning was not
significantly improved, while the pharmaceutical component was ultimately implemented more or less
as planned, there is no evidence that costs have been reduced, and while the planned multisectoral
activities took place, there is no evidence that they have affected attitudes or behavior. Accordingly,
performance of the first project is rated as unsatisfactory, while the performance of the second
project, which contained a much larger construction component and was not subject to delays in
implementation, is rated as satisfactory. However, the institutional development efforts had negligible
impacts in both projects.



Sustainability of the gains made is more difficult to judge. On the one side, the Government's
recurrent budget remains under extreme pressure so that if it were not for donor inputs, the primary
health system might collapse. On the other, these inputs, plus the decentralization measures so far
undertaken and the recent elections have generated expectations on the part of the rural population
that are putting pressure on the Government to allocate more funds to the health sector and to the
rural areas. In these circumstances, sustainability of both project outputs is rated as uncertain.

Lessons

These projects are excellent examples of the concerns addressed in the Wappenhans report,
among others, the need for Government ownership, realism in assessing implementation capacity and
progress, and more attention to supervision. Other issues of relevance to the health sector in Malawi
include treatment of personnel problems, recurrent cost problems, technical assistance, and general
project orientation.

Many of Malawi's problems stem from shortages and high turnover of personnel, especially
at senior levels, though these problems often show up in other guises. For example, plans for system
improvements do not get implemented. Such implementation requires sustained, detailed attention
by senior staff with the authority to make relevant decisions. But the few people in such positions
are typically overwhelmed trying to maintain daily operations, let alone think about system
improvements. High turnover rates exacerbate the problem by wiping out what little progress has
been made. 'Ta &4P."M ~ a a J~4A

The Bank's remedy in these two projects has been to provide training and fellowships and t
insist in covenants that certain critical posts are filled. These measures have frequently proved to be
insufficient because the MOH does not have adequate control of the situation. Frequently, it does
not have the budget or the authorization to fill a post or to pay sufficiently high wages to attract good
people and keep them once they have received training. Many of these problems lie outside the
sector. Trying to solve them, as the Bank has done by focusing on the MOH alone--for example,
putting pressure on the MOH to fill posts--will not work.

Lying behind these personnel problems is lack of budgetary resources. This is the fundamental
problem with the health sector in Malawi--in the 1970s and early 1980s because of the low priority
given to the sector and later because of the worsening economic and revenue situation. It is true that
the sector has made inefficient use of the resources it has; but it is unrealistic to believe that
sufficient economies could be achieved to significantly reduce the need for more inputs. Indeed, in
many cases additional inputs--for example, to fill senior staff vacancies--are needed before any system
improvements can be implemented.

In the case of such extreme budgetary shortages, it is not enough to provide funds for
construction, equipment, technical assistance and training. Resources to help meet recurrent
expenditures are also required. Put differently, capital and recurrent resources are to some extent
fungible. If one element is in short supply, ways will be found to use what is available to meet the
most pressing needs: funds will be diverted from maintenance and field inspections, foreign advisors
will be used for current operations, funds for training will be sought and used mainly as salary
supplements. What is needed is a package of inputs, capital plus recurrent, that is adequate in total.
This has not been the case for any sustained period.

A surprisingly large number of foreign advisors funded by these two projects turned in



disappointing performances. A common feature in these cases is the fact that the consultants were
left more or less on their own, often without active counterparts, to complete a report. There was
little interaction with the persons for whom the report was intended and little effort made to transfer
skills and knowledge. Part of the reason for this situation is, once again, shortage of staff. But even
so, it implies that lower priority was given to the consultant's activities than was required for the task
to succeed. One way to change this situation is to establish a rule that agencies receiving technical
assistance must pay something for it from their budget (for example, a senior civil servant's salary).
This would ensure that TA is not accepted without care because it is a free good. It would also help
to provide TA only for advisory functions, that is, not to write a national health plan but to advise
the person or team with responsibility for writing the plan. This might be reinforced by providing the
advisor on a short-term mission basis, rather than locating the person in the field for an extended
period.14

Finally, these projects were excessively process- rather than results-oriented. That is, their
objectives were more to provide certain services or improve certain capacities rather than to achieve
specified changes in health status. This is in keeping with the general orientation of the medical and
health community of the 1970s and 1980s, which focused on meeting perceived or effective demand
rather than more basic needs. This has allowed the development of the situation observed in Malawi,
where donors have invested substantial amounts of resources in the health sector with little in terms
of results to show for it. It may also help explain why efforts to monitor changes in health status and
undertake related epidemiological and other studies has been given such low priority. The projects
reviewed in this report were strongly influenced by this orientation--an orientation which, fortunately,
has been changing in recent years.

The PHN Sector Credit, particularly as it has been reoriented after the mid-term review, is
attempting to take many of these points into account. It is encouraging the Government to increase
health sector funding and introduce cost saving measures, it is providing more funds for recurrent
costs, and it is somewhat more results- than process-oriented, a focus that is resulting, among other
things in greater emphasis on decentralization. However, it has not done anything to ensure jiL L
effective TA inputs and continues to rely almost exclusively on training as the way to solve personnel
problems.

- These suggestions and their rationale are discussed more fully in Ridker, 1994.
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Comments on the Performance Audit Report of the Malawi Health Project (1351 -

MAI) and Second Health Projects (1768 - MAI)

Introduction

The Audit does provide us with an opportunity to look back at what were the intentions of
the designers of the project, the actual experiences of implementation and the outputs and outcomes
of the implementation efforts from both the Bank's and the Borrower's point of view. The biggest
challenge in reconstructing the picture is the perennial lack of institutional memory. This is
compounded by the difficulties of distinguishing what conditions influenced the performance then
from what is discernible and visible now. Judging with the benefit of hindsight is much easier, but
is it fairer and objective?

Overview

The process of setting up the Audit was rushed from the TMs point of view. I heard of it
for the first time while in the field and in the form of a request for assistance to get a mission for
the Audit to be okayed by the Ministry of Health to visit Malawi during my combined preparation
mission for a $60 million dollar Social Action Fund and fieldwork on the Population/Family
Planning Study. This did not allow me to focus on the Audit and to fully support or accompany
the mission. Nevertheless, the author's approach of combining the activities where possible --i.e.
tying the missions' field visits and joint interviews and consultations, are a credit to his sense of
purpose.

On the ground, the changes in the actors at the MOH, in the regions and districts and
among the donor representatives, left the author vulnerable to influences from the current situation
rather than the prevailing one at the time of the project. Only the Acting Project Coordinator was a
senior officer in the MOH during health 1 and a TA during Health 11, and is still in a senior,
though TA role, now. Among the donors, not a single officer of the team that was in place during
Health 1 is still around now and only one USAID officer was in place during the last years of
Health 11. On the Bank side, the CO-Task Manager was involved in both projects as a member of
the supervision team for Health 11, co-author of the PCR and as part of the team that prepared the
PHN Sector Credit from 1988. The TM supervised Health 11 from 1991 and the PCR, but both of
us did not have adequate time to discuss the Audit.

The report captures the mood at the time adequately. Further, it identifies some of the

_major issues succinctly. For Health I the main baffling point remains the initial planned project
implementation timetable - two years. Given that this was the first time the Bank was to be
involved in the health sector in Malawi, caution would have required a more reasonable time
period. To their credit, the designers were able to identify the major factors influencing health in
Malawi and to prioritize which ones the Bank would tackle. The author is also right in raising
questions regarding retrospective conclusions by Bank staff and donors that investments in health
over the years have not yielded improvements in the health status of the Malawians. He further
disagrees with querries expressed or otherwise on the level of Government and donor commitnent
to health. In particular reference to Bank support, he concludes that: "...these two Bank projects,
may have offset a deterioration that was likely to have occurred in their absence". He is also right
in observing the great disservice that the extrernal Tas did. It is unfortunate that the expertise



created internally was lost as a result of the then Minister's political views and personal dislike of
the individuals. In addition, poorly planned training support by donors, including the Bank in
Health I and 2, contributed to the loss of skills when the trainees did not return. Hopefully the
coming of democracy will bring with it a return of these skills, in which case the sponsors acts
could be exonerated in reptrospect! He further concurs with the conclusions of the PCR that the
contributions of the multi-disciplinary components were a disappointment. Indeed the author
rightly observes that health coverage improved and preliminary inroads were made on expanding
family planning. The author however does not venture into trying to understand why Dr. Banda, a
physician - who knew only too well the health risks caused by too early, too frequent, too many and
too late pregnancies - was so opposed to family planning although he subsequently agreed to
minimal child spacing services for maternal and child health reasons. One can only conclude that
his resistance to FP was a manifestation of strongly held and deep socio-cultural beliefs which even
his clinical training could not remove. There are a lot of Bandas (if he stood for a philosophy on
FP) throughout Malawi in influential positions whose mindset might be contributing to the slow
take-up of FP to date. The author's eagerness to take on historically controversial topics (Medical
school, non return of students, poor performance by consultants, etc.) which surfaced during the
project implementation would have suggested that he has a go at this!

The lack of health data and information base was evident from the word go, yet efforts to
plug this were not as concerted in Health 1, 11 as well as PHN Sector Credit. Issues of weak
decision making, lack of manpower, poor organization and lack of capacity, persisted through-out
and the author rightly notes these deficiencies as being caused by factors outside the health system.
However, he does not forcefully bring out clearly how they were a direct result of ,and were rooted
in, a totalitarian dictatorship which stifled objective debate and disclosures. The prevailing -
political climate explains a lot of the complications that occurred in objectively addressing what
might have seemed obvious. Inequitable distribution of health resources is also not given much
attention as a major factor in the rural-urban, curative-preventive dichotomy in the provision of
health care. Analyses of health budgets over the years and the relative shares of the primary,
secondary and tertiary levels of care and the rural-urban allocation of these would have
demonstrated this. Sustainability questions are glossed over and ascribed to allocative
inefficiencies inside and outside the sector. During the same period, Malawi was being praised as
a macro-economic management success story, to what extend did that wrong notion overshadow
the health imperatives? Did Malawi have an absolute scarcity of resources or did it have a relative
shortage (the Government was building palaces whose opulence is astounding) of health resources?
Performance of the health sector in Malawi cannot be understood outside of the politics of that
country prior to 1993.

The author clearly moves from the Health 1 and 11 era to the present in the same breath
and in the process tends to mix the observations, comments and conclusions. This is perhaps

-unavoidable in an exercise of this nature but some distinction ought to be made about what
conclusions relate to the two projects and which ones are applicable to the present. Understanding
the present would have, however, required much more time and discussions with the current actors.
There is, in addition, the ever present danger of people's judgments being blurred by present or
more recent events, e.g. the challenging preparations for the Social Action Fund Project have
influenced a lot of the donor comments.

The findings of the PCR were that efforts to strengthen the Plannign Unit under Health I
were succesful because there was a strong unit at start of Health 11 although that did not last to the
end of the project. By the time the PHN came about, there was a huge gap in the planning

___ ____ ____2



capability hence the provision for Tas. Subsequent localisation of the Tas did not yield the desired
results ofgetting skilled people in place, not because the local skilled people are not there

____________3 __
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THE WORLD BANK GROUP

ROUTING SLIP DATE: June , 1995

NAME ROOM. NO.

Mr. Robert Picciotto

Thru: Mr. Francisco Aguirre-Sacasa

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

FOR APPROVAL/CLEARANCE FOR INFORMATION

FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: MALAWI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI) - Performance Audit Report

REMARKS:

Herewith the final version of this PAR which you and the Region have already reviewed.

No comments have been received from the Region.

Ronald G. Ridker is the author of this Report.

FROM ROOM NO. EXTENSION
Roger Slade T9-045 81293
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A L L - I N - 1 N O T E

DATE: 26-Jun-1995 12:42pm

TO: SUSAN STOUT ( SUSAN STOUT @A1@WBHQB

FROM: Ronald Ridker, OEDD1 ( RONALD RIDKER@A1@WBWASH

EXT.: 31739

SUBJECT: mALAWI

You can legitimately say that the comments were noted but not thought to be of a

sort that required changes in or references in the text. I am also pretty sure

they came in after the deadline for their receipt.

In retrospect, I could have added a footnote to a comment made that the

multisectoral componets didn't involve men, by saying that on the basis of the

comments received, the text should be qualified to say that some men were

involved in the literacy program. T



THE WORLD BANK/IFC/M.I.G.A.

OFFICE MEMORANDUM
DATE: June 19, 1995

TO: Roger Slade, Division Chief, OEDDI

THROUGH: D gi utumuka, Acting Chief, AFIHR

FROM: orb Hj2 Pgw aand H1HR

EXTENSION: 38415, 35174

SUBJECT: MALAWI: Performance Audit Report for Health Project (Cr. 1351-MAI)
and Second Family Health Project (Cr. 1768-MAI)

This memo is in response to a request from Ronald Ridker, asking that the
Division provide a note indicating any actions taken by (or to be taken by)
Government to deal with issues raised by the above referenced audit.

Shortage and high turnover of personnel. A review of the civil service is
ongoing, with support from IDA under the Second Institutional Development Project
(Cr. 2624-MAI). The Project is reviewing the salary structure in the civil service,
linked to job evaluation, and it is expected that the new structure would enable
Government to attract and retain senior managers and professionals in the civil
service. Government is aware of the negative impact on performance of high
turnover of staff, and assurances have been given that this would be minimized,
especially in the Ministry of Health.

Lack of budgetary resources. Ministry of Health has not made use of funds
which had been allocated to recurrent cost expenditures under the ongoing Credit.
The Ministry is in the process of reviewing expenditures which could have been
charged to Credits, but which have been charged to Government budget. This is a
country-wide issue which should appropriately be addressed in the Country Team
forum, and not just in this sector.

Disappointing performances by technical assistance. The Ministry's current
management is keenly aware of the pitfalls of inappropriate technical assistance.
Every effort is being made by senior management to ensure that clear terms of
reference are drawn up, and that technical assistance is utilized in a way which results
in maximizing impact of the technical assistance, and in capacity building within the
Ministry.

cc: Ridker, Stout (OEDD1); Grawe (o/r) (AF1HR)
hcp
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DATE: 13-Jun-1995 09:45am

TO: ROGER SLADE ( ROGER SLADE @Al@WBHQB

FROM: Ronald Ridker, OEDD1 ( RONALD RIDKER@Al@WBWASH

EXT.: 31739

SUBJECT: Queries about Malawi Audit

To save time, and because I knew the TM for the health sector was
leaving for home leave, I requested informal comments on the draft audit. As I
usually do in such cases, I asked him to pay particular attention to the lessons
and implications section. What I got back from him immediately before he left
for home leave was the attached pages, which as you can see don t focus
particularly on forward-looking aspects, plus hand-written comments on the
draft. These materials, especially the hand-written comments, were used in the
next version.

That version was sent to the Region and the Government for official
comments using OEDs standard letters for such purposes. When no comments were
received from the Region, I called the acting TM reminding him of our need for a
response. He asked for a copy of the TM s letter to me and then got back to me
saying that the PAR was fine with them and that they had no further comments. I
did not press further as I felt I was already squeezing a dry sponge.

I believe the TM is now back from home leave. We could go back to him,
or to the Division Chief, and specifically ask for a response to the
forward-looking aspects. I don t think the request would elicit any additional
information in a reasonable period of time, though it might prod them into
thinking more about how to cope with the problems raised.
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Telephone: Lilongwe 732 222 PRIVATE BAG 330
Telegrams: COMSEVPRVTBA 
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Telex: 44361 COMSEV MI
Fax: 732 796 LILONGWE 3

MALAWI

SECRETARY FOR WOMEN AND CHILDREN AFFAIRS
AND COMMUNITY SERVICES

Ref. No. CD4/86A 2nd June, 1995

Mr Roger-Slade,
Chief Agriculture Human Development Division
Operations Evaluation Dept.
The World Bank
1881 StreetNW
Washington DC 20433

Dear Sir,

MALAWI HEALTH PROJECT (CREDIT 1351-MAI) SECOND FAMILY
HEALTH PROJECT (CREDIT 1768 MAI
DRAFT PERFORMANCE AUDIT REPORT

Belatedly I wish to acknowledge receipt of
the above document on which you asked for my comments. I
have the following comments to make on the documents:-

1. Very little has been said about the Child
Spacing Messages Project component may be
this is because it is a small component in
the entire project. We appreciate positive
remarks made about the performance of the
family planning activities generally on
pages 45 and 46 especially noting that
awareness raising, which is one of the
areas in which high achievements have been
recorded.

2. It is true that the main reasons for the
limited success achieved by CSM project
include shortage of teaching and learning
materials for the literacy classes.
However, it should be noted that the
govenrment is taking corrective measures
including the possibility of purchasing of
a bigger printing press under one of the
projects and the employment of permanent
literacy instructors as opposed to
voluntary ones.

2/........
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3. The issue of the size of the project as
contributing to the limited success may not
hold. One needs to look at the objectives
and coverage of the project. It should be
noted that this was a project and not a
programme and as such its coverage was
defined in the project document. The
process of implementing the projects was
such that it determined the reaching out,
as training of staff at all levels and the
process of integration took most of the
time.

4. With respect to men involvement, the HOme
Economics Programme's target audience is
women. However, the literacy programme
involves men as well and over the years due
to the special efforts that the Ministry
has made to increased male involvement,
their rate has increase from 11% in 1991 to
14% in 1993. This we feel is positive
achievement which should be acknowledged,
considering the reasons that make the men
shy away from participating in literacy
programme.

In conclusion, I wish to bring to your
attention that the project was expected to contribute
towards behaviour change of the target group by providing
appropriate Child Spacing Messages. Change of behaviour
is a slow process especially when the backup services,
such as contraceptives are not readily available. The
Ministry's move to participate in Community Based
Distribution of contraceptives, will hopefully enhance the
impact of our I & C efforts.

Yours faithfully,

4LKaemra



The World Bank

1818 H Street, N.W.
Washington, D.C. 20433, U.SAA

With the compliments of
F. Aguirre-Sacasa
Diretior
Operations Evaluation Department
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THE WORLD BANK GROUP

ROUTING SLIP DATE: Mprch 29, 1995

NAME ROOM. NO.
Mr. Robert Picciotto, DGO (o/r)

Mr. Francisco Aguirre-Sacasa, Acting DGO _ _ _ _

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

FOR APPROVAL/CLEARANCE FOR INFORMATION

FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: MALAWI: Health Project (Cr. 1351-MAI) & Second Family Health
(Cr. 1768-MAI) Draft Performance Audit Report

REMARKS:

This report is being sent to the regio for comments. We plan to send the report to the
government for their comments on Apri 2, 1995.

The author of this report is Ronald G. Ridker.

IL

FROM ROOM NO. EXTENSION
Graham Donaldson, Chief, OEDDI/\ 31730
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Operations Evaluation Department
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Preface

This is a Performance Audit Report (PAR) of the Government of Malawi's first two health

projects. They were supported by two Bank credits, Credit 1351-MAI for SDR 6.3 million (US$ 6.8

million equivalent) approved on April 21, 1983 and Credit 1768-MAI for SDR 8.7 million (US$ 11.0

million equivalent) approved on March 24, 1987.

The first credit closed on December 31, 1988, four years behind schedule. The last

disbursement was on July 31, 1989 and the sum of SDR 37,824 was cancelled. The second credit was

closed as scheduled on June 30, 1993. The last disbursement was on November 19, 1993 and the sum

of SDR 2,233 was cancelled.

This PAR is based on the Staff Appraisal Reports, the Credit Agreements, supervision reports,

project files and government documents. Additional information was obtained through discussions

with Bank staff, bilateral and other donors, government officials and others associated with the

projects, medical personnel and project beneficiaries, the latter groups being contacted during a visit to

Malawi in November 1994.

Sections 2 and 3 review the basic facts about these projects and, with minor exceptions

confirm the findings of the PCRs. Section 4 takes up several issues not covered in the PCRs and goes

into others in more depth. Similarities and differences in ratings and lessons are discussed in Section

5.
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Following standard OED procedures, copies of the draft PAR [were sent] to the Borrower for

comments on , 1995. [Note indicating whether comments were received and how taken into

account]
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Basic Data Sheet

HEALTH PROJECT (CREDIT 1351-MAI)

Key Project Data (Amounts in US$ million)

Appraisal Actual Actual as % of
estimate appraisal estimate

Project Costs 8.7 n.a. -
Credit Amount 6.8 6.20 91
Cancellation 0.0 0.04 0.06
Disbursed 6.8 7.49 110
Institutional Performance Negligible

Cumulative Estimated and Actual Disbursements (SDR million)

FY84 FY85 FY86 FY87 FY88 FY89 FY90

Appraisal Estimate 1,650 4,800 6,300 - - - -
Actual 119 1,914 2,446 2,780 3,810 5,916 6,262
Actual as % of Appraisal 7 40 39 44 60 94 99

Date of Final Disbursement July 31, 1989
a, As or JUly 1, 1989, SbR 37,8239 was cancelled.
Last application: No. 157 for K 521,892.4 dated July 31, 1989.

Project Dates

Item Planned Date Revised Date Actual Date

Health Sector Mission 10/1980
Identification Mission 09/1981

(Initial project
discussion with IDA)

05/17-22/82
Preparation Mission 09/21/81 09/21/81 09/21/81
Appraisal Mission 07/07/82 07/07/82 07/07/82
Credit Negotiations 03/15/83 03/15/83 03/15/83
Board Approval 04/26/83 04/26/83 04/26/83
Credit Signature 05/20/83 05/20/83 05/20/83
Credit Effectiveness 07/01/83 08/22/83 08/22/83
Project Completion 06/30/85 06/30/88
Credit Closing 12/31/85 12/31/86 12/31/88

12/31/87
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Staff Inputs (staff weeks)

FY80 FY81 FY82 FY83 FY84 FY85 FY86 FY87 FY88 FY89 FY90 FY94 TOTAL

Preappraisal 49.6 55.0 104.7

Appraisal 49.3 49.3

Negotiation 7.7 7.7

Supervision .5 31.2 19.5 3.9 13.4 12.1 6.4 12.5 .1 99.6

Other .5 .8 2.6 5.4 9.3

Total .5 50.4 57.6 62.9 31.2 19.5 3.9 13.4 12.1 6.4 12.5 .1 270.6

Mission Data

Mission Time Participantsa Staff weeks Performance status'

Health Sector

Mission 10/80
Appraisal 07/82

F M DI 0'
Supervision 1 09/83 2(A,PH) 2.0 1 1 - 1
Supervision 2 12/83 2(A,A) 2.0 1 1 - 1
Supervision 3 02/84 4(E,M,P,PH) 7.0 1 2 1 2
Supervision 4 06/84 4(A,H,P,PH) 7.0 1 1 1 2
Supervision 5 10/84 4(HP,M,P,PH) 4.0c 1 1 1 2
Supervision 6 04/85 3(A,HP,PH) 3.0c 1 1 1 2
Supervision 7 06/86 4(A,E,MS,PH) 2.0c 1 1 1 2
Supervision 8 09/86 3(A,E,MS) 4.0c I 1 1 2
Supervision 9 04/87 2(A,E) 2.0c 1 1 1 2
Supervision 10 08/87 1(E) 1.OC 1 1 1 2d
Supervision 11 11/87 3(A,E,PH) 2.0 1 1 1 2
Supervision 12 03/88 3(A,E,PH) 2.Oc 1 1 1 1
Supervision 13 10/88 3(A,E,PH) 1.5c 1 1 1 1
Supervision 14 03/89 3(A,E,PH) 1.5c 1 1 1 1

TOTAL 45.0

Proj. Completion 11/89 2(A<E) 4 - - - -

a. A = Architect; E = Economist; H = Health Advisor; HP = Health Planning Specialist; M = MCH/FP Specialist; MS =

Management Specialist; P = Pharmaceutic Specialist; PH = Public Health Specialist.
b. F = Available Funds; M = Project Management; DI = Development Impact; OS = Overall Status.
c. The Health Project was supervised together with the preparation/supervision of the Second Family Health Project.
d. No Form 590 on record.
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Basic Data Sheet

SECOND FAMILY HEALTH PROJECT (Credit 1768-MAI)

Key Project Data (Amounts in US$ million)

Appraisal Actual Actual as % of
estimate appraisal estimate

Project Costs 24.9 25.1 100.8

Credit Amount 11.0 11.6 105.4

Cancellation 0.0 0.0

Disbursed 11.0 11.6 105.4

Institutional Performance Negligible

Cumulative Estimated and Actual Disbursements (SDR million)

FY88 FY89 FY90 FY91 FY92 FY93

Cumulative Estimate at 0.66 2.97 6.05 8.69 10.45 11.02
Appraisal

Estimate as % of the Loan 11 27 55 79 95 100

Cumulative Actual 1.528 5.053 7.577 10.315 11.104 11.595

Actual as % of the Loan 13 44 65 89 96 100

Date of Last Disbursement June 9, 1993

Project Dates

Step Plamed Actual

Identification 06/22-29/85 06122-29/85
Preparation 09/19-30/85 09/19-30/85
Appraisal 01/86 12/02-20/85
Post appraisal 06/09-17/86 06/09-17/86
Negotiations 09/86 02/02-06/87
Board Approval 11/86 03/24/87
Signing Date 05/07/87 05/07/87
Credit Effectiveness 06/15/87 06/15/87
Completion Date 12/31/93 12/31/93
Closing Date 06/30/93 06/30/93
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Staff Inputs (staff weeks)

FY83 FY84 FY85 FY86 FY87 FY88 FY89 FY90 FY91 FY92 FY93 FY94 TOTAL

Preappraisal 8.6 3.4 34.3 46.3

Appraisal 55.0 30.1 .5 85.6

Negotiation 8.2 8.2

Supervision .6 5.1 14.1 10.4 11.5 19.6 9.0 13.9 21.2 105.3

Other .2 .4 5.5 12.8 18.9

Total .2 8.6 3.8 95.4 56.3 14.1 10.4 12.0 19.6 9.0 13.9 21.2 264.3

Mission Data

Mission Time Participantsa Staff weeks Performance status'

Identification 06/85 2 (Ph,E) 2.3
Preparation 08/85 6 (Ph, Pop,E, 10.3

IEC, Arc,
Demo)

Appraisal 12/85 6 (2 Ph, E, Arc. 15
IEC, Res)

Post Appraisal 06/86 5 (Ph, Arc, 3.2
IEC,E, Res)

Implementation 11/86 3 (IEC, Arc, E) 3
Mission
Launch 04/87 2 (Arc, E) 1.6

G P M F

Supervision 1 11/87 3 (E, Ph, Arc) 2.1 1 2 2 nr
Supervision 2 03/88 3 (E, Ph, Arc) 1.8 2 2 1 nr
Supervision 3 10/88 3 (E, Ph, Imp) 2.1 2 2 1 nr
Supervision 4 03/89 3 (E, Ph, Arc) 2.8 1 1 1 1
Supervision 5 10/89 2 (Ph, Arc) 1.1 1 1 2 1
Supervision 6 03/90 2 (Ph, E) 2.0 1 1 1 1
Supervision 7 06/90 2 (Arc, E), 2.8 1 2 1 1
Supervision 8 10/90 2 (E, Arc) 2.0 1 1 1 1
Supervision 9 03/91 2 (E, Ph) 1.6 1 2 1 1
Supervision 10 06/91 3 (E,Ph, Imp) 3.2 1 1 1 1
Supervision 11 12/91 2 (E,Ph) 2.6 1 1 2 1
Supervision 12 06/92 2 (Ph, Pop) 2.8 2 3 2 2
Supervision 13 03/93 2 (Ph, Pop) 0.7 2 3 2 2

a. Arc = Architect; Demo = Demographer; E = Economist; IEC = Information Education and Communication specialist; Imp =
Implementation Specialist; Ph = Public Health Specialist; Pop = Population Specialist; Res = Research Assistant.
b. G = General Status; P = Procurement; M = Management; F = Availability of Local Funds; nr = not rated.
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Evaluation Summary

Objectives

1. This is a Project Audit Report for the first two health projects that the Bank has

supported in Malawi (Credits 1351-MAI and 1768-MAI), the goal of which was to improve

the capacity of the health system to reduce mortality, morbidity and fertility rates.

2. The first project, approved in 1983, was to cover only two years and be focused on

strengthening the planning and administrative capacity of the Ministry of Health and the

development of a national health plan. The rationale behind this orientation was that such a

plan was necessary before deciding on major investments and that, because of the grave

financial problems of that time, the Government could not afford any project that significantly

increased its recurrent budget requirements. In addition, the project assisted in the

establishment of a Community Health Sciences Unit (CHSU) to collect and analyze

epidemiological data, assisted the Central Medical Stores (CMS) improve its procedures and

cut its costs, extended the primary health care system which had been piloted in a few

locations to the whole of three districts, and introduced a child spacing (CS) and maternal and

child health (MCH) program. While some of these components would increase recurrent

budget requirements, the CMS component was expected to result in sufficient savings to more

than offset these increases.

3. The second project was derived from the national plan produced in conjunction with

the first project plus a newly completed population sector report. The first of its two parts
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supported a more substantial expansion of the primary health care (PHC) system, technical

assistance to strengthen the management, manpower and support systems of the Ministry of

Health (MOH), additional support for the CS and MCH programs, and provision for the

establishment of a Project Implementation Unit. The second part (approximately one eighth of

total project costs) was to support population-and health-related activities in non-health

sectors-so-called multisectoral activities-which included: functional literacy, nutrition and

women's programs; a nation-wide Information, Education and Communications (IEC)

program; and youth programs aimed at introducing integrated family health messages.

Implementation Experience

4. The first project was extended three times and eventually took six years rather than the

planned two years to complete. The primary factors explaining these delays were shortages of

skilled personnel, materials and budgetary resources, a situation exacerbated by the

Mozambican war, inflow of refugees, and deteriorating economic conditions during the

implementation period, plus poor administrative procedures which to some extent were

symptoms of the personnel shortages. In the end, however, most planned activities were

completed and most covenants complied with. Shortfalls, while few in number were important

and help explain the weak performance of this project: in particular, key personnel and

counterparts to work with consultants were often not appointed or appointed only with

substantial delays, a number of consultants failed to perform up to expectations, and several

important studies and a few items of construction associated with the CMS were not completed

(or had to be redone because of design errors).
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5. While Bank supervision missions identified these problems as they emerged,

supervision reports provided ratings that were overly optimistic; and after the first two years,

attention was devoted to development of the second project. The result was less forceful

supervision than was warranted given the shortfalls experienced by this project.

6. The second project fared better in the sense that nearly all planned activities were

completed within the originally specified time period. Counterpart funds were adequate and

timely and most covenants were complied with. Once again, however, there were important

shortfalls in staff appointments; and several studies, including in this case a mid-term review,

were not undertaken. In addition, the overall coordination committee did not meet, which may

have accounted for lack of coordination of the multisectoral activities.

7. Bank supervision was supportive and timely and ratings were somewhat more realistic.

But here again, the Bank failed to strongly voice concerns about shortfalls and seemed at times

more concerned with development of the third project than with the effective implementation

of this one.

Project Results

8. Health Status. While Bank documents suggest that the health status has not improved

over the last decade despite the substantial external resources invested in this sector by the

Bank and other donors, the audit argues that the data are too weak to support this or any other

contention. Moreover, even if this contention were correct, donor inputs and in particular,
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these two Bank supported projects, may have offset a deterioration that was likely to have

occurred in their absence.

9. Extension of Health Delivery System. But whatever the impact of Bank and other

donor inputs on the overall health status, these inputs must have had significant positive effects

on the individuals directly affected. Interviews with users and staff of primary health centers

plus other materials suggest that the extension of the health system provided care of a quality

that recipients were satisfied with and had two major effects: first, they significantly reduced

travel time for people living on the periphery of catchment areas, and second, they appear to

have raised expectations and effective demand for health care which should lead to better

practices-for example, a larger fraction of births taking place in clinics with the assistance of

a trained nurse and more children being brought in for immunizations and checkups on a

regular basis.

10. Family Planning. Considering the pro-natalist stance of the Government prior to 1993

and the fact that importation and sale of modern contraceptives were illegal until 1982, Malawi

has come a long way during the course of these two projects. This is one issue that the Bank

did forcefully press on, and with good effect.

11. Government policy is now openly supportive of family planning. Among other things,

non-medical personnel are being allowed to distribute contraceptives subject to certain

guidelines, services are available at least once per week in all hospitals and more than half of

Government health centers, and non-governmental organizations are being encouraged to

become involved in this field. Since the early 1980s, the contraceptive prevalence rate appears
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to have risen from close to zero to seven percent in 1992, as sign that these measures are

beginning to have at least some positive effects.

12. While all to the good, Family Planning (FP) experts interviewed by this mission point

out that most changes in Government policy so far have only been permissive, not actively

promotional. They see few signs of a shift towards a more active policy and fear that progress

from this point forward will be much slower if such a policy shift does not occur.

13. Efforts to Strengthen Health Planning and Manpower Development Capacity.

Technical assistance provided to both the Planning Unit and the Manpower Development Unit

of the MOH had little lasting effect on the capacity of these units. Everything went wrong: a

number of consultants performed poorly, counterparts to work with consultants were not

appointed in a timely fashion, and staff turnover diluted the value of the training and

fellowships provided by the projects.

14. The effort to develop a national health plan is a case in point. A plan of good quality

was eventually produced but not by the expatriate team called in to produce it; that team's

output was considered unsatisfactory and the Ministry eventually produced its own plan. But

the capacity and sense of ownership created by this experience has not been sustained because

of staff turnover. Today, the Planning Unit is in no better shape to produce such a plan itself

than it was 12 years ago, and it is thinking of calling in another expatriate team of advisors to

produce the next National Health Plan. The text also points out several organizational issues

that have caused problems, for example, the assignment of statistical and manpower planning

functions to organizations independent on the planning unit.



14

15. The CHSU was established but has never functioned well, in part because of shortages

of budget and failure to fill a number of important staff positions, both signs of lack of

significant support from the MOH, but also because of organizational problems.

16. The Pharmaceutical Component. The decentralization of medical stores planned by

the project was eventually accomplished and has significantly decreased time required to

deliver drugs to more remote areas. But there is no evidence that this and other planned

actions have resulted in significant cost savings, an anticipated outcome of the project.

17. The multisectoral activities do not appear as yet to have accomplished much, although

most planned activities have been executed. Efforts to introduce health and FP messages into

literacy, home economics, and other women's programs have been limited by shortage of

funds to support these programs. While nearly all the planned youth programs were initiated,

they ceased when the Malawi Young Pioneers, a semi-political organization responsible for

their implementation, was closed down in 1993. Many of the IEC activities got off to a slow

start because of the need for training before they could be implemented. No evaluation of

their impact is available.

Findings and Lessons

18. While most of the activities planned under the two projects eventually were

implemented, they have failed to achieve much lasting improvement in the capacity of the

health system. The principal exceptions to this are the extension of the health system into

underserved areas and the introduction of a family planning program. Other achievements are
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less important or ephemeral. For example, while a national health plan was developed, the

capacity to undertake health planning was not significantly improved. Accordingly,

performano f the first project is rated as unsatisfactory although the PCR appears to rate it

as satisfactory, while the performance of the second project, which contained a much larger

construction component and was not subject to delays in implementation, is rated as

satisfactory in this report as well as in the PCR. However, the institutional development

efforts had negligible impacts, an observation that is consistent with PCR findings.

19. Sustainability of the gains made is more difficult to judge. On the one side, the

Government's recurrent budget remains under extreme pressure so that if it were not for donor

inputs, the primary health care system might collapse. On the other, these inputs, plus the

decentralization measures so far undertaken and the recent elections have generated

expectations on the part of the rural population that are putting pressure on the Government to

allocate more funds to the health sector and to the rural areas. In these circumstances, this

audit rates the sustainability of both project t"6 as uncertain, in agreement with the second

PCR, but not the completion report for Health I.

20. In terms of lessons, these projects are excellent examples of the need for greater focus

on Government ownership, implementation and supervision. Other issues pertain to personnel

problems, recurrent cost problems, technical assistance and general project orientation.

21. Many of Malawi's problems stem from shortages and high turnover of personnel. The

Bank's remedy for these personnel problems has been to provide training and fellowships and

to insist on covenants that certain critical posts will be filled. But the MOH does not have



16

adequate control over the situation to take fully effective action. Frequently, it does not have

the budget or the authorization to fill a post or to pay sufficiently high wages to attract and

keep good people. The Bank must deal with issues lying outside as well as inside the sector if

it is to effectively help the MOH solve its manpower problems.

22. Lying behind these personnel problems is lack of budgetary resources. This is the

fundamental problem with the health sector in Malawi-in the 1970s and early 1980s because

of the low priority given to the sector and later because of the worsening economic and

revenue situation. In this situation, it is not enough to provide investment funds; help in

meeting recurrent expenditures is also required Since these resources are fungibe hat is

needed is a package of inputs, capital plus recurrent, that is adequate to the task. The Bank

could have helped with this problem had it been, at that time, more flexible in its rules about

A 9  recurrent cost financing.

23. A surprisingly large number of foreign advisors funded by these projects turned in

disappointing performances. A common factor in these cases was that they worked more or

less in isolation from those who ostensibly needed their inputs. Several recommendations for

0 dealing with this situation are discussed in the text.

24. Finally, the report suggests that these projects erred too much on the side of specifying

and attempting to achieve process objectives (training certain numbers of persons, establishing

certain numbers of clinics, etc.) rather than health status objectives (immunization rates,

contraceptive prevalence rates, and over longer periods, morbidity, mortality and fertility

rates). This was in keeping with the thinking of that time which, fortunately, is now changing.
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1. Background

1.1 Malawi is a densely populated, land-locked country with a modest and narrow resource

base that makes it highly vulnerable to external shocks such as changes in world prices,

weather conditions and disruptions in transport across its boarders. Despite these

circumstances, for almost two decades after independence in 1964, it experienced reasonably

good economic growth. Since the early 1980s, however, the country was faced with a series

of economic problems that included deterioration in terms of trade, two oil crises, disruptions

in transport routes through, and an influx of refugees from, Mozambique, a series of droughts

and several reversals in economic policy. These problems, plus rapid population growth which

averaged 3.2 percent per year during the 1980s, have resulted in a Gross National Product

(GNP) per capita ($210 in 1992) that is lower today than it was in 1980. Throughout this

period budgetary resources for recurrent expenditures of public services have been very limited

and development budgets have been funded largely by donors.

1.2 The average life expectancy at birth is 44 years, a result among other things of very

high infant, child and maternal mortality rates. While data are very poor, the incidence of

such diseases as malaria, pneumonia, tuberculosis, cholera, gastroenteritis, measles and

HIV/AIDs-related diseases appear to be very high by African standards. The severity of these

diseases have been made worse by an environment conducive to the growth of parasitic

disease vectors, poor nutrition, unsanitary sources of water, and a weak public health system.
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1.3 The weakness of the public health system, in turn, results in large part from lack of

trained personnel, inadequate budgets, weak financial control systems, internal inefficiencies

and misallocations (excessively favoring curative over preventive and urban over rural, and

overcrowding of essentially free public facilities compared to more costly private facilities).'

In 1980 when discussion of the first health project began, half the technical posts of the

Ministry of Health (MOH) were vacant, over half the districts lacked medical officers, there

was one physician per 53,000 population, and the return rate for medical students sent abroad

was roughly 20 percent (according to the Staff Appraisal Report for Health I). Also at that

time, only four percent of Malawi's very low GNP per capita was devoted to health. Slightly

over half of these expenditures were by Government institutions. In recent years about

US$5.50 per capita has been spent on health when, according to the 1993 World Development

Report, a minimum package of basic health services appropriate for poor countries is estimated

to cost about US$12 per capita.

1.4 Prior to 1980, the Bank's involvement in the health sector was limited to small

components in eight agricultural projects, amounting in total to about US$4 million. In early

1980, after the Bank announced its willingness to lend for free-standing health projects, the

Government of Malawi asked the Bank to consider providing assistance to its health sector.

Since then the International Development Association (IDA) has provided assistance for three

projects: US$6.2 million for the First Health Project (approved April 1983, completed June

1988). US$11.6 million for the Second Family Health Project (approved March 1987,

1. The SAR for Health I describes private facilities as underutilized. But one of the reasons people are willing to pay to go to these
facilities is because they are less crowded.
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completed December 1993) and US$55.5 million for the Population, Health and Nutrition

Sector Credit (approved on May 31, 1991, estimated completion December 30, 1996).
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2. Health Project (Health I)

Design and Objectives

2.1 The Government's initial suggestion was for a sizeable construction project to expand

training facilities, replace or upgrade rural health centers and provide staff living quarters.

The Bank responded favorably but suggested that a health sector review be undertaken as a

first step. A Bank mission for this purpose, which visited Malawi in the fall of 1980,

concluded that, in addition to serious financial constraints facing the sector, there were four

main clusters of problems: weaknesses in administrative support for health services, serious

shortages of staff at all levels, failure of Government to make effective use of the private

sector, especially mission-run facilities, and negligible planning. The mission identified

several areas that might be suitable for Bank group assistance-improvement and expansion of

the paramedical training program, provision of service facilities and housing in remote areas,

assistance to improve performance of the Central Medical Stores and institute drug quality

control procedures, and measures to improve transport and communications and strengthen

health education activities. But it recommended that such support be provided only in the

context of a plan for the overall development of the sector which at the time did not exist.

2.2 In October 1981, a Health Identification Mission visited the country to discuss the

health sector review and a possible project. At this point, the MOH proposed Bank assistance

for four areas: training at all levels, primary health care development, supply and distribution

of drugs, and strengthening of the administration, with decentralization as the first step. With

a few exceptions, the Government's proposals coincided closely with the conclusions of the
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health sector review. Accordingly, the mission concurred and recommended Project

Preparation Facility (PPF) financing to help prepare a project along these lines.

2.3 Shortly thereafter, grave financial problems led the Ministry of Finance (MOF) to

request all ministries to withhold project proposals, including requests for PPF. Hence, when

a project preparation mission reached Malawi in February, 1982, it found that no preparatory

work had been undertaken. The Government's financial problems, plus concerns about

implementation capacity, led the mission to propose that the project be scaled down to involve

mainly system improvement, the centerpiece of which would be the development of a national

health plan, with substantial system expansion being deferred to a second project. These

problems also led the mission to be especially concerned about the recurrent cost implications

of its recommendations. In the end, it proposed a $5 million project to be implemented over

two years and designed to have little or no net impact on the recurrent budget. The project

was appraised in July 1982 and negotiated in March 1983.

2.4 In its final form, the project had five objectives with a component devoted to each.

a) Improving MOH capacity to plan and administer its programs (ten percent of

total costs at appraisal). This was to be accomplished through technical

assistance and training to establish a permanent planning, evaluation and

monitoring capability and to improve financial management, accounting and

service statistics systems. A principal output of this component was to be a

draft national health plan backed up by a series of studies of, among other

things, organization of the public and private health system, manpower
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planning, health information retrieval and analysis systems, budgeting and

accounting procedures, and options for health financing. This component also

included support for studies on infant and child mortality, on possible linkages

between traditional and modem health sectors and on ways to improve the low

level of utilization of private hospitals.

This work was to be undertaken by the Planning Unit of the MOH which

would receive 43 months of consultant services and 12 months of overseas

fellowships for its staff. Assurances were obtained during negotiations that

four consultants-a health planner, an epidemiologist, a financial analyst and a

manpower planning expert-would be employed by the Government by

September 30, 1983.

b) Establishing a Community Health Sciences Unit (CHSU) (13 percent of total

costs at appraisal), which would collect and analyze epidemiological data and

include necessary laboratory services. This was considered essential because

lack of such information was constraining the ability to plan, monitor and

evaluate. This component was to renovate and extend an existing building to

house the unit and to provide housing, equipment and vehicles, fellowships

and consultant assistance (funded in part by the United Nations Development

Programme (UNDP) and the World Health Organization (WHO)). A staff of

six persons were to be recruited and trained for this Unit. Two years was

expected to be needed to establish the facilities and train staff. From January
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1985, four consultants would be provided by WHO with UNDP funding for

two years to assist in establishing work programs and routines.

c) Assisting the Central Medical Stores (CMS) improve efficiency in

pharmaceutical procurement and distribution (33 percent of total costs at

appraisal). This component involved, among other things, improvement of

procedures, inservice training, establishment of two regional centers for

manufacture and distribution and development of CMS into an independent

cost center. Two pharmaceutical consultants were to be employed by the

Government by September 30, 1983 and some assistance was to be provided

by the core consulting team assigned to the planning unit. This component

was expected to result in a substantial financial saving in operating costs which

would more than offset the modest increases in recurrent costs resulting from

other components of this project.

d) Developing a Primary Health Care System for three districts (26 percent of

total costs at appraisal). This component was meant to be the first phase of an

effort to expand a primary health care (PHC) system throughout Malawi.

This system, which had been developed and applied on a pilot basis by the

MOH, was evaluated by a WHO/UNICEF mission in January 1982. The work

plan developed by that mission became the basis of this component. In

essence, it involved extending the system to the whole of three districts in

which the pilot programs were implemented and adding monitoring and

evaluation activities.
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e) Introduction of Child Spacing (CS) services into Malawi's Maternal and Child

Health (MCH) program (13 percent of total costs at appraisal). In November

1982, the Banda Government, which had been pronatalist, approved a paper

prepared by the MOH outlining a plan to introduce child spacing activities in

its MCH program. The Bank strongly encouraged this activity and attempted

to ensure that the program would not flounder on legal or practical

impediments. The component provided for the renovation and equipping of

antenatal facilities at the Zomba General Hospital and 15 district hospitals, for

the training of staff, and for a family formation study to investigate the causes

of high fertility and infant mortality rates and help determine future priorities

for the MCH program.

2.5 The MOH was given overall responsibility for project implementation, with

components assigned to different offices. A coordinating committee chaired by the Principal

Secretary was supposed to meet quarterly to ensure smooth implementation.

2.6 Total project cost was estimated to be US$8.7 million, US$6.8 million to come from

the IDA, US$0.6 million from cofinanciers and the remainder from the Government. Actual

project costs are estimated to be US$6.9 million less than planned because of devaluation and

underestimation of the Government's contribution.2

2.7 In general, the focus and goals of this project were appropriate for Malawi at the time.

But despite the fact that it was significantly scaled down from its initial conception, it still

2. This is only a rough estimate because the Government did not keep complete records of its own contributions to the project.
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proved to be excessively optimistic about what could be accomplished in a brief period with

limited inputs. More than two years should have been allowed for implementation; more time

and care should have been taken developing the CHSU and pharmaceutical components before

starting implementation; and more consulting time should have been allowed for the long list

of tasks assigned to the Planning Unit given dearth of background information with which to

work. Other design flaws are noted below in discussing individual components.

Implementation

2.8 The PCR correctly summarizes the main variances between planned and actual

implementation. The most serious variance was the lengthy delays experienced almost across

the board: in civil works, in program development of the CHSU and the pharmaceutical

components, and in preparation of the national health plan. In 1985 when the project was

originally scheduled to end, only 40 percent of the credit had been disbursed. It took another

three years to reach 60 percent and two years beyond that to reach 99 percent (the credit was

closed and the remaining funds, SDR 37,824, were cancelled on July 31, 1989). In the end,

after three extensions, the project took six years rather than the planned two years, to be

completed.

2.9 The factors accounting for these delays varied by component but in general resulted

from shortages of skilled personnel and materials (made much worse by the advent of the

Mozambique war and the sharp deterioration in economic conditions during the

implementation period), failure of a number of Technical Assistance (TA) sub-components to

perform as planned, and poor administrative procedures which to some extent were symptoms
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of the personnel shortages '. The following component-by-component review provides more

details.

a) Improving MOH capacity to plan and administer its programs. The contract

for the core consulting team was signed in November 1983 and the team

leader arrived shortly thereafter. In February 1984, the team proposed changes

in the terms of reference, the term of the contract and substitution of personnel

originally identified for specific tasks-changes with which both the

Government and the Bank disagreed. In April, the consultants prepared a

working document for the plan which the subsequent supervision mission

found to be of extremely poor quality. In May, the contractor agreed with

Government to replace several team members and to send someone at its own

expense to clean up the work done so far. In October, after the team leader

announced his intention to leave the country before all work was completed,

the MOH suspended disbursements and in November reached agreement with

the contractor to terminate the contract. A final draft of the National Plan was

sent by the contractor to the MOH by the end of January 1985. At this point

the MOH planning staff, with some consultant advice, began work on a

substantial revision which was completed in December 1985.

3. For example, the MOH failed at times to provide adequate architectural briefs to the MOWS and the MOWS was slow in preparing
detailed design and tender documents. In both cases, shortages of architects and other technical staff was an important causal factor.
Another example involves shifts in priorities which resulted in the neglect of other components: during the first two years key staff
focused on resolving problems caused by failure of the core consulting team to produce an acceptable national health plan; thereafter,
the staff focused on preparation of a second health project. Other examples are provided in the next section on results.
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While this work proved to be arduous, in the end both the National Health

Planning Committee and Bank supervision staff judged the final version of the

plan to be of good quality, and it formed the basis for the development of the

Second Health Project. Time was lost and fewer background papers of usable

quality were prepared than planned; but the net result of this experience was a

national plan of reasonable quality which was clearly owned by the

Government. Unfortunately, this experience in learning-by-doing did not

result in a sustained improvement in planning capacity because of subsequent

staff turnover (see below).4

b) Establishing a Community Health Sciences Unit (CHSU). While the civil

works portion of this component progressed slowly for the reasons identified

in paragraph 2.9, the training subcomponent made steady progress. However,

difficulties in finding an acceptable head for the CHSU and its epidemiological

unit, in retaining staff returning from overseas training, and in obtaining

technical assistance from the UNDP resulted in delays in startup activities even

after civil works were completed. A baseline epidemiological survey which

was to be completed during the course of this project was transferred to the

second health project. At the time the PCR was written, in December, 1990,

this agency had not yet begun to function properly, in large part because of

failure to create posts for and recruit a senior epidemiologist, a microbiologist

and laboratory technicians.

4. The PCR suggests that a permanent capacity was established. But it was written prior to the time that staff turn-over became
endemic.
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c) Assisting the Central Medical Stores (CMS) improve efficiency in

pharmaceutical procurement and distribution. In addition to the construction

delays common to other components, this component was delayed because of

MOH's dissatisfaction with the work of the initial pharmaceutical consultants,

lack of availability of housing built for the CMS but occupied by non project

personnel, protracted disputes between contractors and the Ministry of Works

and Supplies (MOWS) over building design and failure to create staff posts in

a timely fashion. At the time the PCR was written, outstanding issues

included staff housing, the possibility that the drug manufacturing plant in

Lilongwe would have to be redesigned and reconstructed, the need to develop

appropriate computer, inventory and distribution systems, and the recruitment

of qualified personnel.

d) Expansion of the Primary Health Care System. This component came close to

fully meeting its objective of extending the PHC program into all villages in

three districts where the program had been previously piloted, and it was

completed ahead of schedule. As of December 1990, however, sustainability

was in question. The national coordinator of the National PHC Committee

was the only person in MOH attending to PHC matters; he had no support

staff, no funds for field visits, no vehicles and no funds to effectively stimulate

community-based programs (PCR, para 18). In addition, at the time of project

completion, a number of centers that had been physically completed could not

be opened because of lack of staff or water.
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In retrospect, the three PHC training centers constructed under this component

were unnecessary. Because of delays in construction, training was completed

elsewhere and these buildings have never been used for training. In addition,

the Government (correctly) decided that any additional training would take

place in the communities rather than in classrooms. As a result, the training

units have not been properly staffed, supplied and maintained.

e) Introduction of Child Spacing (CS). Surprisingly, this component proved to be

a bright spot. During project preparation, it was not even clear that this

initiative would be approved by the pro-natalist Government of that time.

Once it was approved and services began to come on stream, demand for

services grew beyond expectations. Construction and training programs were

completed ahead of schedule and the training program exceeded original

targets. The principal bottleneck to more rapid progress was unanticipated

shortages of contraceptives, which donors were unable to overcome quickly.

Each supervision report flagged this problem. The Bank offered to provide

injectables for one year until they were forthcoming from the United Nations

Fund for Population Activities (UNFPA). Other factors that constrained

progress included shortages of nurses qualified in child spacing, lack of in-

service training and infrequent supervision of clinical services-all, at least to

some extent, problems of unanticipated growth in demand.
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Borrower Compliance with Credit Agreement

2.10 Compliance with the credit agreements was mixed. In general, appropriate procedures

were followed. But key personnel and counterparts to work with consultants were often not

appointed or appointed only with substantial delays, audit reports were delinquent for every

fiscal year during the project period, and records of project progress and non IDA expenditures

were incomplete or lacking.

Bank Supervision

2.11 Supervision reports indicate a good understanding of the problems encountered by this

project. But performance ratings did not reflect the seriousness of these problems.

Considering the management difficulties, staff shortages and implementation delays

experienced, it is surprising to find ratings of one for project management and development

impact and one (at the beginning and end of the project) and two but "improving" during the

remainder of the project, for overall status. Part of the problem may have been the fact that

three task managers were involved in this project. In addition, after the first two years,

attention during missions with supervision responsibility turned toward preparation of the

second and then later the third health project. It is quite likely, as the PCR notes, that more

forceful supervision could have contributed to earlier solutions to the problems of this project.
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3. Second Family Health Project (Health II)

Design and Objectives

3.1 Following completion of an acceptable draft of the National Health Plan and a

Population Sector Review, the MOH developed a proposal to obtain financing for the first half

of the 1986-1995 plan period. The plan called for a reorganization and strengthening of the

health system to prepare for its decentralization, substantial manpower development at all

levels including the creation of a medical school in Malawi, expansion of the family health

program (previously called the primary health program), expansion of the child spacing

activities within that program, and efforts to involve non health sectors in the promotion of

population and health messages. To cope with the recurrent cost implications of this program,

which would be substantial, the MOH envisioned the introduction of additional cost recovery

measures and studies to find ways to improve efficiency of both public and private health

facilities.

3.2 The Bank, while approving the general thrust of the MOH proposal, agreed to provide

funding for only the first three years, the main reason being to set aside for more detailed

study two activities that would have commenced after the third year: the development of a

medical school and a regional hospital for the north. The Bank also requested, among other

things, rethinking of the initial proposal for the reorganization of the MOH before

negotiations.
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3.3 As it finally emerged, the project consisted of two parts, Part A to be implemented by

the MOH and Part B to be implemented by various agencies coordinated by the Department of

Economic Planning and Development (EP&D). Part A (81 percent of appraisal base cost)

included four components:

a) Strengthening management, manpower and support systems through technical

assistance, training, studies (including baseline and evaluation studies left over

from the first project and a study on the potential of health insurance),

construction of pharmaceutical depots in district hospitals and training

facilities, and provision of computers for MOH and hospital budget

management.

b) Expanding the PHC system from 9 to 15 districts by providing training,

equipment and supplies for village health committees, constructing and

equipping 19 new health centers, upgrading six existing health sub-centers, and

replacing one existing district hospital.

c) Support for the MCH and CS programs through technical assistance, training,

provision of vehicles, equipment and construction (surgical contraceptive units

in eight district hospitals and several new or replaced urban health centers).

d) Support for a Project Implementation Unit for Part A.
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Part B (19 percent of appraisal base cost) consisted of

e) Functional literacy, nutrition and women's programs under the Ministry of

Community Services (MOCS) which included construction and equipping of a

regional training center;

f) Youth programs under the Department of Youth, to introduce family health

messages; and

g) Development of nationwide Information, Education and Communications (IEC)

programs for population and health activities under the Information

Department.

3.4 Thus, this second project was similar to the first except that it contained a larger

construction element, greater specificity in some areas (eg., family planning), and support for

multi-sectoral activities. It does not, however, include support for the CHSU and the CMS

components which were left unfinished at the end of the first project. The PCR and the files

give no hint as to why support for these institutions was not continued. Interviews suggest

that the Bank became disillusioned with the CHSU and decided to cut its losses because it was

not accomplishing what it was supposed to and had lost its support in the MOH when new

management came in. No explanation could be found for the decision to cease support for the

CMS, a substantial (one third of base costs) component of the first project.
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3.5 Total project cost was estimated at appraisal to be US$ 24.9 million, US$ 11.0 million

to come from IDA, US$ 1.9 million from the Government, and the remainder from five

cofinanciers. Actual costs totalled US$25.1 million after some shifts in contributions by

various donors.

Implementation

3.6 Implementation went much more smoothly than in the first project. Disbursements

more or less followed the planned schedule (except for currency fluctuations) and only SDR

2,233 was cancelled. The project was closed (6/30/93) and completed (12/31/93) on schedule.

Once again, however, many of the problems that existed are directly or indirectly related to

shortages of skilled manpower.

a) Strengthening Management, Manpower and Support Systems. The

Government's Complement and Grading Review Committee developed a

detailed reorganization plan for the MOH which was eventually approved and

implementation initiated. Among other things, Regional Health Teams were

established, a plan to introduce cost reduction measures at MOH and in the

hospitals was developed, and the Planning Unit was reorganized and expanded.

Unfortunately, lack of personnel at the periphery and resistance to loss of

control at headquarters slowed down implementation of the decentralization

plan, the new Planning Unit was always short of personnel (because of rapid

turnover, study leaves and expanded work program), and the cost reduction
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measures were not fully implemented. Overall, these efforts resulted in quite

modest improvements.

The Zomba School of Nursing was completed and a Manpower Development

Unit was created; but the regional training centers were never built because of

cost overruns, and the manpower planning analysis was not satisfactorily

completed (see below). In addition, a number of key studies including some

left over from the first project failed to be completed or were deferred to the

Population Health and Nutrition (PHN) sector credit.

b) Expanding PHC System. The physical expansion was completed as scheduled,

though with some price overruns because of cost increases. However, 9 of the

19 health centers were inoperative at the time the PCR was written because of

lack of staff or water. All centers are now operative but some still have

staffing or water problems (See Chapter 4.6).

c) MCH and CS. With some shifting around of funds from different projects, the

planned physical expansion took place. However, a manual for MCH health

workers was not produced and integration of CS into MCH was slow due to

shortage of staff to produce training materials and undertake training. Thanks

to assistance from UNFPA and the United States Agency for Industrial

Development (USAID), availability of contraceptives improved. But because

parallel financing by KFW failed to materialize, the surgical contraceptive

units in hospitals were not constructed, and the construction of the urban
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health units were shifted to the PHN Sector Credit because of shortages of

funds.

d) Support for the Project Implementation Unit (PIU). The PIU was successfully

established and an effective project coordinator recruited. This undoubtedly

contributed to the improved performance of this project compared to the first.

Even here, however-and despite the fact that the project provided salary

support for senior positions in this unit-there were staffing problems.'

e) Multisectoral Activities. This set of sub-components suffered from weak

coordination between the MOH and the other ministries. Nevertheless most of

the planned activities were undertaken.

Borrower Compliance with the Credit Agreement

3.7 Most covenants were complied with and counterpart funds were adequate and timely.

However, the overall coordination committee never met, accounts and audit reports were not

always timely and up to standard, agreed to staff appointments were often delayed, and some

studies and a mid-term review failed to be undertaken. These shortcomings contributed to

some of the problems experienced by this project.

5. As noted in the PCR, the procurement officer was never appointed, the accountant position was vacant for two years, and the
architect's post was only filled for a total of 26 months prior to the closing of this project.
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Bank Supervision

3.8 Overall, supervision was supportive and timely and supervision ratings were somewhat

more realistic than in the first project. However, as was the case in that project, the Bank

failed to strongly voice concerns about shortfalls from credit agreements and seemed at times

to be more concerned with the development of the third project than with the effective

implementation of this one.
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4. Project Results and Achievements

4.1 What of a longer term nature have these projects achieved? This section reviews the

little evidence that is available to answer this question, focusing on topics of special interest

for future operations.

Health Status

4.2 A common perception in the donor community at the present time is that there has

been little if any improvement in the health status of the Malawian population over the last

decade, despite the substantial external resources invested in the sector. This is frequently

interpreted as meaning that the resources invested in the sector have yielded very few benefits,

in large part because of weak management of the health system. Both the statement and the

interpretation are open to question.

4.3 First, there are no time series of comparable data on which to judge what is happening

to the health status of the population over time. There is one survey-the Demographic and

Health Survey (DHS) of 1992-that includes estimates of health indicators believed to be of

reasonable quality. But there is generally only one or at most two earlier observations on

similar variables and they are of dubious quality and comparability. The figures in Table 4.1,

reproduced from the July 1994 Midterm Review of the PHN Sector Credit, are typical of what

is available. While the 1992 figures are from the DHS, the earlier figures are from sources

that were impossible to track down and study. The only thing clear about them is that the

estimates of the maternal mortality rate are far too low-certainly the first of the estimates but
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probably also the DHS estimate as well. We conclude that it is not possible to establish any

trend at all from available data.

4.4 Since the density of health delivery points has increased and the Expanded Program of

Immunization (EPI) has achieved high levels of coverage over the last decade, some

improvements in health status should have occurred. But they may have been offset by the

health impacts of a deterioration in economic and agricultural conditions plus a growing

number of new diseases (drug resistant malaria, HIV/AIDs and other sexually transmitted

diseases) over that period of time. Available data do not help to determine what the net effect

has been.

4.5 Second, even if one could say with confidence that there has been no improvement in

health status, low productivity of investments in the health sector is only one possible

explanation. Another is that these investments are too small to make a significant difference

in the overall situation.' Yet another is that they have offset what would have been a

disastrous situation in their absence. The final possibility is that these investments and the

institutional and policy changes accompanying them (for example, decentralization measures)

are laying the groundwork for significant improvements that will only show up later. This

review concludes that each of these interpretations has some merit depending on the subsector.

6. As noted above, even with donor inputs, only roughly US$5.50 per capita is spent on health in Malawi, far below the US$12
believed to be minimally necessary. Moreover, the importance of economic conditions and new disease vectors should not be
underestimated.
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Table 4.1: Selected Health Indicators

Indicator Project start At mid term

Infant Mortality Rate (per 1000) 150 134

Maternal Mortality Rate (per 100000) 170 620a

Total Fertility Rate (per 1000) 7.8 6.7

Contraceptive Prevalence Rate (per 1000) 3 7

Crude Birth Rate (per 1000) 54 47

Crude Death rate (per 1000) 20 20

HIV Positive cases not available Approx. 10%
a. if the project start figure is accurate, this worsening of the maternal mortality (DHS) could be a result of a combination of
factors including the drought and HIV/AIDS.
Sources: Staff Appraisal Report and Demographic and Health Survey 1992

Extension of the Health Delivery System into the Countryside.

4.6 Whatever the overall impact of Bank and other donor inputs, there is little doubt of

their positive effects on the people served by individual facilities established with these funds.

This was very evident from interviews of clients and staff at two health centers visited by the

audit mission and two officials from the MOH. Both centers were in very remote areas, some

15-20 km. from the nearest paved road and at least ten km. from the nearest alternative

facility.

4.7 One, an MCH center at Kafukula, which was added next to an existing dispensary

operated by the local government, was completed in 1984 with funds from Health I. The

other, the Choma Health Center, is a full-service center with ten beds (six for maternity cases);

it was completed in 1990 with funds from Health II. Its buildings, which compare favorably

with many urban health centers, looks a bit strange sitting nearly by themselves in the bush.
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4.8 Because of staff shortages, Kafukula did not start operating for three years and Choma

for two years after construction was completed. Neither have a full complement of staff even

today. Neither has running water: although they were both outfitted with indoor plumbing, a

holding tank, a borehole and a handpump, pipes to connect the borehole with the tank and the

main building were never installed. Neither facility has electricity or transport equipment

(pharmaceutical being kept cool in a kerosine refrigerator). If an ambulance is needed, a call

is placed to the district hospital over an hour and a half away in good weather. Kafukula has

a telephone operated by a solar panel, but the nearest phone to Choma is several kilometers

away. Drugs are in short supply: Choma had been without many used on a daily

basis-including Fansidar for malaria-for two weeks (a partial shipment arrived during the

mission's visit).

4.9 These problems are quite typical. More than half the centers constructed with funds

from the two IDA credits opened late because of shortages of staff and had-in many cases

still have-similar water problems. Even the Mzimba District Hospital, a 200-bed facility

constructed with funds from Health II, has serious water problems. Until the nearby river

dried up in the recent drought, staff carried water from there to supplement the intermittent

supply piped from the town. Two years ago, the Hospital requested a bore hole; it was drilled

in August 1994 but as of November the well was not yet completed and operational.

4.10 Despite these problems, clients and villagers interviewed at both sites were generally

pleased with the quality of care they received, their main complaint (in the few cases that any

was expressed) being periodic shortages of supplies and personnel. These centers appear to

have had two major effects on the people interviewed. First, they significantly reduced travel
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time for those living near the periphery of the catchment area; this has led them to make

somewhat greater use of medical facilities. And second, they appear to have raised

expectations and effective demand for health care. Among other things, more women now

expect to give birth in a clinic with the assistance of a trained nurse and to bring their children

in for immunizations and to be weighted for several months after birth. These are small

changes, but very significant in the lives of the people experiencing them.

Family Planning

4.11 Considering how long it has taken in some African countries to change policies and

get a significant family planning program going, Malawi has made substantial progress since

1982 when then-President Banda agreed to permit the development of a child spacing

program. Since then, and particularly during the last three years, a number of positive events

can be pointed to. First, there have been significant changes at the policy level: from

permitting these activities to publicly speaking out in favor of them-and in the process all but

dropping the term child spacing in favor of family planning-and from allowing only trained

doctors to prescribe pills to permitting traditional birth attendants and workers in the

community-based distribution (CBD) program to provide pills even before attending a training

program provided they abide by a fairly liberal CBD checklist in doing so. Second,

contraceptives are no longer in short supply (thanks to donors, mainly USAID and UNFPA)

and services of trained personnel are available in all hospitals and more than half of

government health centers at least one day per week. This was confirmed by the field visits

undertaken by this mission. Third, a number of agencies have been established to promote

family planning and expand service provision independently of the MOH; they provide a
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legitimate base of operations which did not exist before for individuals interested in playing an

active role. Fourth, the 1992 DHS indicates widespread awareness of family planning and,

coupled with earlier estimates, a respectable increase in contraceptive prevalence rates-from

close to zero at the beginning of Health I to about three percent at the end of that project and

seven percent in 1992. These are very promising first steps.

4.12 But family planning experts interviewed by this mission painted a much less optimistic

picture. According to them, most changes at the policy level are permissive or mildly

promotional. There has been little followup in the form of orders, significant increases in staff

or changes in incentives to encourage promotion of family planning by village health workers

who are inherently conservative and unlikely to take any initiative on their own. In addition,

there are reasons to be concerned about the sustainability of the contraceptive prevalence rates

(CPR). So far, these rates reflect new users. There is anecdotal evidence suggesting that the

number of persons actually using the contraceptives is substantially less than that implied by

data on distribution of contraceptives. These issues need careful empirical investigation. If

they prove to be important, something more than further expansion of the present distribution

system will be required to continue the rate of progress experienced so far.

Efforts to Strengthen Health and Health Manpower Planning

4.13 Since the beginning of Health I, efforts to strengthen the Ministry's planning capacity

have involved the establishment of a Planning Unit initially with two posts but later with six,

the establishment of a Manpower Development Unit with three posts, and the provision of

fellowships and training, equipment and technical assistance. Both the Bank and USAID have
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supported these efforts, the Bank primarily concerned with the Planning Unit and USAID with

the Manpower Development Unit. To date these efforts have not been successful in

establishing the kind of planning and analysis capacity originally envisioned. The only

significant document produced has been the National Health Plan for 1986-1995; while in the

end it was produced by MOH staff rather than expatriate advisors, because of staff turnover,

the MOH is hardly better prepared to produce a new health plan today than it was ten years

ago. The main problems have been difficulties in recruiting, training and keeping staff,

inadequate technical assistance, and flawed organizational arrangements.

4.14 Staffing. The Planning Unit was initially staffed by two professional health planners

already employed by the MOH. Of the four persons recruited for the new positions, only one

has actually done any work in the Unit.' In 1988, the two senior planners, were relieved of

their posts for political reasons. To fill in, three staff members of the Ministry of Economic

Planning were seconded to the MOH. One of the three left for graduate work overseas; the

other two left for training and have only recently returned. After the change in government

last May, one of the two original planners returned to his post as head of the Unit; he is trying

to recruit additional people. The Manpower Development Unit, established in 1990, has only

recently filled the three posts allotted to it.

4.15 Technical assistance has not helped much. As noted above the Ministry rejected the

draft of the National Health Plan provided by the original team of four consultants assigned to

the Planning Unit. In September 1985, a supervision mission reported that the Ministry

7. All were sent for overseas training. Of the first three to return, two took up other positions. The last one sent has not yet
completed his training.



48

rejected a consultant's recommendations for revision of its financial and accounting systems

and requested a new consultant. The same experience was repeated with a consultant for the

pharmaceutical component. In each case Bank staff agreed with the judgements and actions of

the Ministry. A final example pertains to the report of a consultant (funded by USAID) to the

Manpower Development Unit recruited for a two-year period to produce a manpower

development plan. The report proved to be more of a situation analysis than a plan and is

currently being redone by the head of the Unit. The MOH did not appoint anyone to work

with the consultant and did nothing to draw the work into its operations.

4.16 While each of incidents had its unique problems, there is one common thread. In all

cases, the individuals worked in isolation without frequent in-depth meetings with MOH

officials. Also, in none of these cases did the consultants leave much behind other than their

reports: training was not considered a significant part of their tasks and counterparts were

rarely appointed.

4.17 Organizational issues. As originally contemplated, the Planning Unit, in addition to its

planning and analysis functions, was supposed to have responsibility for the Ministry's

statistical work, manpower planning, monitoring of health sector resource allocations, and

management of donor-funded projects. However, most of these functions were hived off to

other units-important statistical functions to the CHSU, manpower planning to the Manpower

Development Unit and management of the IDA projects to a Project Implementation

Unit-each reporting to a different line manager.
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4.18 Several things could be done to improve the situation. (1) Statistical functions and

manpower planning could be brought back into the Planning Unit. This would consolidate

staff who are spread too thinly just now into something approaching a critical mass and would

facilitate coordination amongst these interrelated functions. (2) The Planning Unit could be

raised a notch or two in the hierarchy and given some discretionary authority over its budget

and work program.! This would improve its capacity to do its job, improve morale and make

it easier to recruit and retain good personnel. (3) A charge (in local currency) could be made

against the budget of each agency receiving technical assistance. This could induce agencies

to think more carefully about whether they need such help, induce them to select consultants

with more care and encourage more thought about how to make best use of such assistance.'

Community Health and Services Unit (CHSU)

4.19 This institution has not functioned as planned since its inception. The health

information system (HIS) is producing very little of value at the current time and is at least

two years behind in entering data coming to it from the districts. Few of the studies and

program planning activities envisioned at its inception have been undertaken. Indeed, a

baseline study included in Health I was deferred to Health II and then to the third project, the

PHN Sector Credit. Laboratory facilities are impressive compared to that of many other

African countries, but little is going on there except what is sometimes requested by the

various disease control programs. The CHSU was supposed to provide training in sample

8. At the present time, it has no budget for field work. Yet without a solid factual base on which to build and argue the case,
planning exercises will be little more than that-exercises, not to be taken too seriously.

9. For a more complete discussion of this point, see Chapter 4 in Ridker, 1994, especially the section starting on page 85.
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survey methods to regional and district level personnel but has not done so for lack of staff

and budget. Most of the activity is going on in disease control units supported by foreign

assistance, but they tend to be erratic given shifts in donor priorities; and there is little or no

coordination between these programs.

4.20 Some of the organization's problems stem from the original design of the CHSU. Its

organizational chart-even its name-is puzzling. Typically, an epidemiological unit includes

a reference laboratory, a program office (for program planning, monitoring and evaluation),

and a disease surveillance unit. In addition to these elements, this organization includes

responsibility for the whole HIS plus disease control units with line responsibility for program

implementation. While it is awkward and untidy to combine line and analytical

responsibilities, that arrangement might be made to work. But the HIS, which consists of far

more than disease monitoring, should be associated with-ideally, under the direction of-the

unit responsible for health planning. Nothing in Bank files explains why the organization was

established in this way and it was not possible to find out during the course of the mission.

4.21 In addition, the health surveillance system is far too centralized. One of the main

reasons for being more than two years behind is that all data are entered by hand at

headquarters, instead of being entered and subjected to analysis for local purposes at the

district hospital level."

10. The CHSU has recently taken a step in the right direction by decentralizing data entry to the regional level and has started
providing some feedback from the regional to the district level.
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4.22 But the CHSU's most immediate problems are shortages of staff and operating

budgets, and excessive centralization and control of its functions by the MOH. Few posts

have actually been established and many are filled with persons occupying established posts

elsewhere in Government. Budget decisions are made in MOH with little prior discussion with

CHSU staff. The laboratory has no budget of its own; it has been operating solely on transfers

from various disease control programs when they need help. Vehicles (provided by Health I)

are in very short supply, having been taken by the MOH when they arrived before the CHSU

became operational, and then never returned.

4.23 The Japanese Government has recently agreed to provide substantial assistance in the

form of equipment, technical assistance and budgetary support. This will ease the

organization's most pressing problems for a time, at least. For the longer term, there is a need

for an in-depth assessment of this organization and its role in the health system.

Pharmaceuticals

4.24 The goal of this component of Health I was to improve the supply and distribution of

pharmaceuticals and medical supplies in the country. This was to be accomplished primarily

by improving the operating efficiency of CMS which is responsible for the procurement and

distribution of 80 percent of all medical supplies (close to 100 percent of what is available

outside the major urban centers). The implicit assumption behind this approach was that the

overall budget for medical supplies would be adequate if it were used efficiently. Indeed,

early papers in Bank files indicate that substantial budgetary savings could be achieved so that

on net Health I would not result in any increase in recurrent health expenditures (see para.
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2.4). These assumptions proved to be excessively optimistic, an indication that this

component, like the epidemiological component (CHSU), had not been adequately thought out

prior to implementation.

4.25 Efficiency improvements were to be achieved by three broad sets of measures:

decentralization of facilities so as to reduce transportation costs and inventory requirements,

development of facilities for local manufacture and processing of simpler compounds, and

improvements in a variety of software elements (inventory control, accounting and pricing

procedures, etc.).

4.26 While substantial delays were involved, the decentralization planned in the project

(adding two regional depots) has been achieved. There is no evidence that this has resulted in

significant reductions in transport costs or inventory requirements, but there are signs that it

has substantially reduced the time required to deliver medical supplies to more remote

areas-in one example cited, from three days to eight hours. Even so, problems remain. The

housing constructed under the project has still not been turned over to the CMS staff; and

flaws in the original design of some facilities-known about at least as far back as

1988-have required reconstruction which has not yet been completed.

4.27 Substantial cost savings should be involved in undertaking certain processes

domestically-producing intravenous fluids and compounding and packaging of medicines

from bulk supplies, for example. While some equipment was procured under Health I, the

decision was made to contract out such activities to the private sector-a wise decision, but

one that has apparently caused substantial delays and problems in its own right. Only in the
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last few months has a private firm secured the financing from local banks to establish facilities

for production of intravenous fluids. A contract to a foreign firm which agreed to establish

some local facilities is being questioned because the terms may end up costing the Government

more, not less, than international procurement.

4.28 Most of the efforts to improve software elements have not yet paid off. Many started

later than anticipated and are still in process of being implemented; others have not developed

as planned. One of the more important elements was the plan to establish the CMS as a

distinct self-accounting unit with appropriate business practices and organizational status.

Health I encouraged some partial moves in this direction in 1984 when the drug budget was

shifted from the CMS to the hospitals (which are responsible for distribution to health centers),

and which then used the budget to purchase from the CMS. The CMS was provided with a

fund for its purchases, which was supposed to be replenished by sales to the hospitals.

However, the prices CMS could charge hospitals was controlled by the Government, the CMS

remained under Government civil service regulations, and it maintained its near monopoly

position in the country.

4.29 Since then, tight Government budgets and unwillingness to adjust prices for inflation

have put increasing pressure on the CMS. While this may have led to some efficiency

improvements, that is not very evident; the primary result has been the accumulation of

overdrafts, periodic shortages of critical supplies and bail-out operations by one or another

donor. The devaluations of 1994 have created the most severe shortages experienced since

independence. In April 1994, the kwacha budget for drugs was sufficient to purchase $10

million worth of supplies. By June, that budget could purchase less than half that amount.



54

4.30 The PHN Sector Credit attempted to deal with this situation by making it a condition

of the credit that the CMS would be developed into an independent profit center. This will

not have the desired effect so long as prices are controlled and the CMS is not faced with any

serious competition for its services.

IEC and Multisectoral Activities

4.31 The need for programs focused on information, education and promotion of good

health, child care and family planning practices is particularly great in a country like Malawi

given its low education levels. Health I appears to have supported some IEC activities but no

explicit component was identified. Under Health II, in addition to continuing these activities

in the MOH, [19 percent] of the budget was devoted to initiating programs in three other

ministries.

4.32 The Ministry of Women, Children and Social Welfare (successor to the Ministry of

Community Service) received funds to develop and introduce health and family planning

messages into functional literacy, home economics, and other women's programs. It started in

1989 with an advisor who helped develop the messages and establish a training program.

Currently there are 58 master trainers who are supposed to provide one month courses to local

promoters and trainers. These efforts are not progressing well in large part because of
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shortage of funds to support the core programs." Their impact is also limited by the small

size of this program and by the fact that they do not involve men.

4.33 The Ministry of Youth, Sports and Culture was provided with funds for similar

purposes targeted at youth. While nearly all the planned activities were initiated, they ceased

when the Malawi Pioneers, which was responsible for implementation, was closed down in

early 1994. This is unfortunate since, with the spread of AIDS, the need is greater today than

in the past.

4.34 Support was provided to both the MOH and the Ministry of Information (MOI) for

IEC activities. The MOH program is focused on activities attached to the health centers; it has

been inadequately staffed and not much has been produced. The MOI program attempts to

reach a broader audience using mass communications media supplemented by extension

workers who attempt to enlist the help of village leaders. It got off to a slow start because of

the need for training and only launched its first mass media campaign in June 1993. No

evaluation has been undertaken.

11. The EEC, which finances this subcomponent, provides funds only for the development of the child spacing materials, not for the
literacy or the home economics programs themselves. There is a dearth of reading materials in the literacy program (UNICEF used
to help with the production of literacy materials but has now turned to other things). Because of unhappiness with their salaries (which
are very low and sometimes not paid or paid late), literacy teachers and homecraft workers often do not show up for classes. The only
way around this problem is for donors to support the core activities as well, or for the recipients who want these activities to continue
to find some way to generate income to support them. The PHN Sector Credit is providing some funds to help develop such income
generating activities.
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Medical School

4.35 During preparation of the first credit, the MOH raised questions about funding for a

medical school. This was a non starter at the time because of the Government's financial

difficulties, but it was taken up more seriously during preparation of the second health project.

The Bank initially took the position that it could not consider such a proposal until it was

developed, costed out in more detail and compared with alternatives. After a number of

studies and discussions, the Bank finally declined to support the project. At that point, the

Government decided to fund the project itself." In October 1986, the first class of 20

students was sent to England for their first three years of study. In 1989, this class (minus

only two people) returned to complete their last year in Malawi. Starting in September 1994,

all four years are being taught in Malawi. According to Malawian informants, the retention

rate has been over 90 percent, quality of graduates is good and costs are relatively low. Was

it a mistake on the Bank's part to have declined to assist in the funding of this enterprise?

4.36 While there were a variety of reasons for wanting such a school, the soundest

arguments pertained to retention rates, the character of the training contemplated and costs.

Malawi has one of the lowest rates of doctors per capita, one of the reasons being that only

one student in four was returning from overseas training." Moreover, the training received

was not appropriate for Malawian conditions. Typically there was too much emphasis on

diseases of the elderly and use of sophisticated equipment and treatment procedures, and

12. The Government has funded all capital costs and much of the recurrent costs. Some funds for scholarships for students to
undertake preclinical studies abroad and for teacher salary supplementation was received.

13. Most students went to Europe and North America. The return rate for students going to other African countries for training was
higher, but few seats have been available because of preference given to nationals.
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insufficient focus on infectious, nutritional and tropical diseases and on treatment regimes

appropriate for Malawi's regional hospitals. Finally, unit costs were expected to be much

lower. Given the low retention rate, training costs would have to be four times higher in

Malawi before it would be cost effective to send students abroad. But the per student cost of

such training would be substantially lower in Malawi because plans called for adding

marginally to an existing hospital rather than starting from scratch, less sophisticated and

expensive equipment and techniques were to be utilized, and teacher salaries, at least for

Malawians, would be less.?

4.37 While the PCR and Bank files are unclear about the reasons for the decision not to

assist this enterprise, discussions with staff suggest two possible reasons. First, there was a

presumption that the Government wanted to establish a training facility patterned after

European and North American institutions. That this was not the case can be seen from the

Tripartite Study Report referenced above which served as the basis for the project approved by

the President. It appears that the Bank did not investigate the situation thoroughly enough to

determine whether its presumption was correct; but also, the Government appears not to have

done what would have been necessary to convince the Bank differently (for example, detailed,

convincing cost estimates that would have made Government intentions much clearer do not

appear to have been provided to the Bank). Second, the Bank believed that the Government

could not meet the recurrent costs of this project. But it did not explore the possibility that

donors who were then giving scholarships to Malawian students might be willing to assist with

the recurrent costs in leu of these scholarships-which is what, in effect, happened; nor did it

14. See the 1986 Tripartite Study Report, A Plan for Medical Education in Malawi, with membership from Germany, Britain and
Malawi, which strongly recommended this community oriented approach.
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consider funding the recurrent costs itself, at least on a declining basis until other sources

could be found.

Bank Performance

4.38 The Bank's principal contributions to Malawi's health sector has been its assistance in

extending the health system into the underserved periphery of the country, encouraging the

rapid development of a family planning program, and applying pressure to redirect resources

in certain ways (to decentralize the system, to increase the total budget allocated to health,

increase the share going to rural areas and to primary care, and work towards greater cost

recovery and improved efficiency of operations). There is general agreement amongst donors

that these are the proper directions in which to move and that the Bank has effectively used its

influence for this purpose, making their job that much easier. The Bank is also given high

marks by donors and the Government for its insistence on proper reporting, auditing,

procurement and other procedural aspects of the aid relationship.

4.39 This praise is qualified, however, by criticisms about the Bank's style of operations:

lack of a sector specialist in the field, periodic large-scale missions that tie up Government

officials for weeks during which time other work-including the work involving other

donors-suffers, inadequate dialogue and communications with other donors, and periodic

insistence on achieving goals without adequate understanding of the difficulties involved or

provision of help in overcoming these difficulties. These are strongly-held opinions. Indeed,
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the ODA has felt so strongly about the lack of a health specialist in the field that it has

provided funds to the Bank for such a position.'"

4.40 The Bank's role in project preparation was satisfactory in the sense that a decent sector

study was obtained prior to initiating the first project and the Bank continued to build up its

understanding of the sector so that its knowledge base for preparing the second project was

substantial. But it permitted several design errors to be incorporated into these projects which

have caused difficulties ever since. As noted above, the first project provided insufficient time

and TA resources to implement all its components and did not fully and appropriately design

the CHSU and Pharmaceutical components, while the second project did not continue

assistance to the CHSU and Pharmaceutical components despite their need for continued

support. It was probably also an error that the Bank did not assist in the funding of the

medical school or of certain recurrent costs in the health sector, although these are arguable

propositions.

4.41 The Bank's supervision activities have already been discussed.

15. In response the Bank staff associated with the country noted that this view ignores the Bank's efforts to enlist donors' assistance
in financing this and similar initiatives.
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5. Conclusions and lessons

Ratings

5.1 While most of the activities planned under two projects eventually were implemented,

they have failed to achieve much lasting improvement in the capacity of the health system.

The principal exceptions to this are the extension of the health system into underserved areas

and the introduction of a family planning program. Other achievements are less important or

ephemeral. For example, while a national health plan was developed, the capacity to

undertake health planning was not significantly improved, while the pharmaceutical component

was ultimately implemented more or less as planned, there is no evidence that costs have been

reduced, and while the planned multisectoral activities took place, there is no evidence that

they have affected attitudes or behavior. Accordingly, in contrast to the PCRs which imply

satisfactoryratings for both projects, performance of the first project is rated as unsatisfactory,

while the performance of the second project, which contained a much larger construction

component and was not subject to delays in implementation, is rated as satisfactory. However,

the institutional development efforts had negligible impacts in both projects, a judgement that

is consistent with the PCR findings.

5.2 Sustainability of the gains made is more difficult to judge. On the one side, the

Government's recurrent budget remains under extreme pressure so that if it were not for donor

inputs, the primary health system might collapse. On the other, these inputs, plus the

decentralization measures so far undertaken and the recent elections have generated

expectations on the part of the rural population that are putting pressure on the Government to
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allocate more funds to the health sector and to the rural areas. In these circumstances,

sustainability of both project outputs is rated as uncertain, a judgement that agrees with the

PCR for Health II but not for Health I.

Lessons

5.3 These projects are excellent examples of the concerns addressed in the Wap4enhans

report, among others, the need for Government ownership, realism in assessing implementation

capacity and progress, and more attention to supervision. The Audit agrees with lessons of

this sort pointed out in the two PCRs. Other issues of relevance to the health sector in Malawi

include treatment of personnel problems, recurrent cost problems, technical assistance, and

general project orientation.

5.4 Many of Malawi's problems stem from shortages and high turnover of personnel,

especially at senior levels, though these problems often show up in other guises. For example,

plans for system improvements do not get implemented. Such implementation requires

sustained, detailed attention by senior staff with the authority to make relevant decisions. But

the few people in such positions are typically overwhelmed trying to maintain daily operations,

let alone think about system improvements. High turnover rates exacerbate the problem by

wiping out what little progress has been made. A third factor that limited sector management

capacity to make and implement decisions was the danger of doing so given the totalitarian

nature of the government in power during the first and a large part of the second project

implementation periods.
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5.5 The Bank's remedy in these two projects has been to provide training and fellowships

and to insist in covenants that certain critical posts are filled. These measures have frequently

proved to be insufficient because the MOH did not have adequate control of the situation.

Frequently, even today, it does not have the budget or the authorization to fill a post or to pay

sufficiently high wages to attract good people and keep them once they have received training.

Many of these problems lie outside the sector. Trying to solve them, as the Bank has done by

focusing on the MOH alone-for example, putting pressure on the MOH to fill posts-will not

work.

5.6 Lying behind these personnel problems is lack of budgetary resources. This is the

fundamental problem with the health sector in Malawi-in the 1970s and early 1980s because

of the low priority given to the sector and later because of the worsening economic and

revenue situation. It is true that the sector has made inefficient use of the resources it has; but

it is unrealistic to believe that sufficient economies could be achieved to significantly reduce

the need for more inputs. Indeed, in many cases additional inputs-for example, to fill senior

staff vacancies-are needed before any system improvements can be implemented.

5.7 In the case of such extreme budgetary shortages, it is not enough to provide funds for

construction, equipment, technical assistance and training. Resources to help meet recurrent

expenditures are also required. Put differently, capital and recurrent resources are to some

extent fungible. If one element is in short supply, ways will be found to use what is available

to meet the most pressing needs: funds will be diverted from maintenance and field

inspections, foreign advisors will be used for current operations, funds for training will be
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sought and used mainly as salary supplements. What is needed is a package of inputs, capital

plus recurrent, that is adequate in total. This has not been the case for any sustained period.

5.8 A surprisingly large number of foreign advisors funded by these two projects turned in

disappointing performances. A common feature in these cases is the fact that the consultants

were left more or less on their own, often without active counterparts, to complete a report.

There was little interaction with the persons for whom the report was intended and little effort

made to transfer skills and knowledge. Part of the reason for this situation is, once again,

shortage of staff. But even so, it implies that lower priority was given to the consultant's

activities than was required for the task to succeed. One way to change this situation is to

establish a rule that agencies receiving technical assistance must pay something for it from

their budget (for example, a senior civil servant's salary). This would ensure that TA is not

accepted without care because it is a free good. It would also help to provide TA only for

advisory functions, that is, not to write a national health plan but to advise the person or team

with responsibility for writing the plan. This might be reinforced by providing the advisor on

a short-term mission basis, rather than locating the person in the field for an extended

period.

5.9 Finally, these projects were excessively process- rather than results-oriented. That is,

their objectives were more to provide certain services or improve certain capacities rather than

to achieve specified changes in health status. This is in keeping with the general orientation of

the medical and health community of the 1970s and 1980s, which focused on meeting

perceived or effective demand rather than more basic needs. This allowed the development of

16. These suggestions and their rationale are discussed more fully in Ridker, 1994.



OPERATIONS EVALUATION DEPARTMENT
PCR REVIEW/AUDIT PROCESS /1

CONTROL SHEET

Project: MALAWI: Health Project
Credit: 1351
PCR Format: Old Style/New Style
Evaluating Officer: Ronald G. Ridker Date:

Approved by: Roger Slade, Chief, OEDD1 Date:

Date
(mo/dy/yr)

A. Timetable

- PCR logged in by Division
- If incomplete, PCR returned to Region
- If PCR is unlogged

In case evaluating officer requests
Region to revise draft PCR: /2

- Memo to Sector Division Chief
- Follow-up memo from Division Chief,

OED, to Sector Division Chief,
Region, if revision delayed

- Satisfactorily revised PCR received
from Region

B. If PCR Returned to Region for Revision

Nature of revision requested (circle one) : minor major

Degree of hassle involved (circle one): none minor major

/1 In the case of a PPAR which does not include the PCR complete section E
only.

/2 Please attach copy of note to regional task manager and follow-up memos
if any.



C. Complete for Old-style PCRs
YES NO

Covenant requiring Borrower to prepare PCR /3

PCR prepared by

I. Borrower

- Borrower staff or agencies
- FAO/CP or consultants /4_

II. Bank

- Bank staff
- Some input from Borrower
- Inadequate/incomplete Borrower PCR

Use of Borrower PCR in final document /5

- As final PCR
- With overview
- An Annex to Bank PCR
- On file, Bank prepared its own PCR

D. Complete for New-style PCRs

Did Borrower complete Part II of the PCR?

If yes,

- Part II agrees with Parts I and III
- Part II disagrees with Parts I and III

E. OED Staff and Consultants Input

Weeks

Staff 5.7
Consultants .4

Total 6.1

Attachment(s): (See footnote 1, page 1)

/3 Please remember that a standard clause has been included in general
conditions since January 1, 1985 (Article IX).

/4 The PCR is clearly identifiable as a consultancy firm product.
/5 Applies to item I.



_ iE WORLD BANK/IFC/MIGA

QFFICE MEMORANDUM

DATE: April 14, 1995

TO: Mr. Arif Zulfiqar, Resident Representative, Malawi

FROM: Roger Slade, Chief, OEDDI

EXTENSION: 81293

SUBJECT: MALAWI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI)
Draft Performance Audit Report

Kindly distribute the draft Performance Audit Report and cover letters to the officials
concerned. I have included an additional copy of the report for your information and would
appreciate it if you could encourage the addressees to respond by May 19, 1995.

Attachment



The World Bank 1818 H Street, N.W. +U --
INTERNATIONAL BANK FOR RECONS-~'^TION AND DEVELOPMENT Washington, D r' 20433 Cable Address: INTBAFRAD

. INTERNATIONAL DEVELOPMENT ASS TION U.S.A. Cable Address: INDEVAS
OEDD1 Fax (202) 522-3123

April 14, 1995

Dr. Sengala
Chief, Health Service
Ministry of Health
Lilongwe, Malawi

Dear Dr. Sengala:

Re.: MA LAWI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MA1)

Draft Performance Audit Report

The Operations Evaluation Department is an independent department reporting to the World Bank's
Executive Directors. It reviews all projects supported by the World Bank and evaluates the extent to
which objectives were achieved, determines reasons for variations between planned and actual results, and
the general effectiveness of World Bank support. We are particularly interested in what can be learned
from past experience.

OED has audited the above project. Enclosed is the draft Performance Audit Report (PAR). We
would welcome any comments on the report which you would like to make. Please let us have your
comments by May 19, 1995, preferably by telex or fax.

Copies of the draft report have also been sent for comment to the persons on the attached list. A
complete list of addressees is attached.

All comments which we receive will be reflected in the final report which we will then distribute
to our Board of Executive Directors. At the same time we wil send you a copy.

Yours sincerely,

oger Slade,
Agriculture and Hu velopment Division

Operations Evaluation Department

Enclosures



THE WORLD BANK/IFC/MIGA

OFFICE MEMORANDUM

DATE: March 28, 1995

TO: Mr. Roger W. Grawe, AFlIHR

FROM: Graham Donaldson, Ch fE,'DFDD1

EXTENSION: 31730

SUBJECT: MALAWI: Health Project (Credit 135 1-MAI)
Second Family Health Project (Credit 1768-MAI)
Draft Performance Audit Report

1. Attached for your review and comment is the draft of the above report.

2. It would be appreciated if we could receive your comments by April 28 , 1995.
Meanwhile, we plan to send the draft report to the Borrower for comment on April 12 , 1995.
If there is any particular reason why you consider this should not go to the Borrower at that time
we would appreciate your earliest advice, with confirmation in writing.

3. Based on OED's review the performance of these projects has been rated as:

Credit 1351-MAT Credit 1768-MAI

Overall Assessment Unsatisfactory Satisfactory

Sustainability Uncertain Uncertain

Institutional Development Negligible Negligible

4. I would also be grateful if you would send us the names, titles and complete addresses
of people in the Borrower country to whom the draft report should be sent for comment.

Attachment

cc: Messrs./Mmes. Marshall, AFIDR; de Ferranti, PHNDR; de Azcarate, AFIDR; Husain, AFTHR;
Zerabruk, LEGAF.



THE WORLD BANK/IFC/MIGA

OFFICE MEMORANDUM

DATE: March 28, 1995

TO: Mr. Roger W. Grawe, AFlHR

FROM: Graham Donaldson, Ch'ef, EDD1

EXTENSION: 31730

SUBJECT: MALAWI: Health Project (Credit 1351-MAI)
Second Family Health Project (Credit 1768-MAI)
Draft Performance Audit Report

1. Attached for your review and comment is the draft of the above report.

2. It would be appreciated if we could receive your comments by April 28 , 1995.
Meanwhile, we plan to send the draft report to the Borrower for comment on April 12 , 1995.
If there is any particular reason why you consider this should not go to the Borrower at that time
we would appreciate your earliest advice, with confirmation in writing.

3. Based on OED's review the performance of these projects has been rated as:

Credit 1351-MAI Credit 1768-MAI

Overall Assessment Unsatisfactory Satisfactory

Sustainability Uncertain Uncertain

Institutional Development Negligible Negligible

4. I would also be grateful if you would send us the names, titles and complete addresses
of people in the Borrower country to whom the draft report should be sent for comment.

Attachment

cc: Messrs./Mmes. Marshall, AFIDR; de Ferranti, PHNDR; de Azcarate, AFlDR; Husain, AFTHR;
Zerabruk, LEGAF.



DEC 28 '94 11:35AM WB AF6HR 202 4738239 - -.-

TABLE 2: CHANGES TO SOME SOCIAL INDICATORS

Iudicator Project Start At Mid Term

Infant Mortality Rate (per 1000) IS 134

Maternal Mortality Rae (per 100000) 170 620*

Total Fertility Rate (per 1000) 7.8 6.7

Contraceptive Prevalence Rate (per 1000) 3 7

Crude Birth Rate (per 1000) 54 47

Crude Death Rate (per 1000) 20 20

HIV Positive cases not available Approx. 10%

:o Hrces StafAppraisalReport a emographic and 1992

* If the project staxt figure is accurate, this worsening of the maternal mortality (DRS 1992) could be a result of
a combination of factors including the drought and HIV/AIDS.



'I ! WORLD BANK/IFC/M.I.G
Headquarters: Washington, D.C. 20433 U.S.A.

Tel. No. (202) 477-1234 // Fax Tel. No. (202) 477-6391 // Telex No. RCA 248423

FACSIMILE COVER SHEET AND MESSAGE

DATE: October 26, 1994 NO. OF PAGES: \ MESSAGE NUMBER: \
(nduding ti she)

TO
Name: Dr. Michael Mbvundula, Technical Advisor Fax Tel. No. 265-783-109

Organization: Ministry of Health and Environmental Affairs City: Lilongwe
Country: Malawi

FROM
Name: Ronald Ridker, Principal Evaluation Officer Fax Tel. No. 202-522-3123

Dept./Div. Operations Evaluation Department Dept/Div No. OED
Room No. T-9045 Tel. No. 202-473-1739

SUBJECT: Mission to Audit Credits 1351 and 1768

MESSAGE:
Dear Dr. Mbvundula;

Mr. Donaldson received a message from Dr. Mukiwa informing me that I should contact you
to arrange for the review of Credits 1351 and 1768. At this point I am uncertain whether I
will arrive in Lilongwe Sunday evening October 30 or Monday afternoon October 31 -and will
be staying at the Capital Hotel. Please leave a note there indicating how I should contact you.

This review will have two main focuses: First, we want to update our understanding of how
each of the components has faired since the project completion reports were completed. For
example, the epidemiological and pharmaceutical components were not completed at the time
the PCR for the first project ended; what has happened to them since? Second, we want to
find out from potential beneficiaries what they think of these projects. This requires
conducting this review in a participatory way. For this purpose, I would like to visit several
clinics, training centers, drug depots, and talk not only to staff but also to recipients of
services. Hopefully, we can obtain a representative picture without a great deal of travel
outside Lilongwe; but if such travel is necessary, so be it.

Dr. Jagdish strongly recommended that I talk at length with Moses Chirambo and John David
Chipangwe. I want to make sure I have the opportunity to do that.

Beyond this, I would greatly appreciate your advice and suggestions about who to see and how
to go about this visit in an efficient way. I am looking forward to meeting and working
together with you.

Sincerely yours,

Ronald G. Ridker
Principal Evaluation Officer

cc: Graham Donaldson



A L L - I N - 1 N O T E

DATE: 03-Oct-1994 01:45pm

TO: ARIF ZULFIQAR ( ARIF ZULFIQAR @A1@MALAWI

FROM: Ronald Ridker, OEDD1 ( RONALD RIDKER )

EXT.: 31739

SUBJECT: Audit for Family Health Projects (Credits 1351 & 1768)

Please pass the following message to Norbert Mugwagwa and Hope
Phillips. I assume you have received the fax from Graham Donaldson
about the audits OED would like to undertake. I'd appreciate any
thoughts you have on the questions posed to Norbert in this message.

* * *

OED has just sent a fax to Arif Zulfiqar indicating that we
would like to audit the two family health projects that have just
closed and asking him, if he sees no problems with the timing, to
seek clearance from the government for a mission to start around the
end of October/beginning of November. We did this after I checked
with Hope, in your absence, to make sure that wasn't a bad time.
Assuming you agree and the Government clears, I will proceed.

I sorely need some advice from you and Hope about organizing
this trip: who and what to see, what issues would be most productive
to concentrate on, whether there is a way to get some help before I
arrive in scheduling meetings, whether you can recommend someone who
might work with me during my stay who knows the history, how to
interpret events, etc.--perhaps the person who wrote Part II of the
PCR for the second project?

By the time you receive this (I assume on Monday), I will have
finished reading through the documentation on these projects and so
should be ready to talk to you about these issues. Can we talk
by phone, or through EM during the first half of next week?

CC: Hope C. Phillips ( HOPE C. PHILLIPS )



THE WORLD BANK GROUP

ROUTING SLIP DATE: March 23,1995

NAME ROOM. NO.

Mr. Graham Donaldson, Chief, OEDD1

URGENT PER YOUR REQUEST

FOR COMMENT PER OUR CONVERSATION

FOR ACTION NOTE AND FILE

FOR APPROVAL/CLEARANCE FOR INFORMATION

FOR SIGNATURE PREPARE REPLY

NOTE AND CIRCULATE NOTE AND RETURN

RE: MALAWI: Health Project (Cr. 1351-MAI) & Second Family Health
(Cr. 1768-MAI) Draft Performance Audit Report.

REMARKS:

This version takes into account comments by peer reviewers and those given me
informally by Norbert Mugwagwa, the task manager for the current project.

Norbert will clear the draft quickly, now; but he is going on home leave at the end of this
month-so would have to get it very quickly.

FROM ROOM NO. EXTENSION
Ronald G. Ridker 31739



/PIF ER SHEET

OED ID: *Division: I

MALAWI: Second Family Health "roiect (Credit l76A-MAI)

ASSIGNED TO: Ronald G. Ridker

SIGNATURE: DATE: Dc 4 /

Please confirm the "*" fields above, sign this sheet and return a photo-copy
to Helen Sioris. Pass this sheet as the PIF cover to the Eval. Officer.

***************** TO BE COMPLETED BY EVALUATION OFFICER **** * **
* *

* Date of Review: / / *
* yy *
* *

* Name of Reviewer: *
* *

* - ----- "-*

* Type of Evaluation: PCR Review _ PAR Review L *
* *

* *

* If this is a PAR Review, are there major differences in the judgements *
* from those made in the PCR Review? *
* I--- |- |I *
* Yes I No *
* ---- *

* If Yes, please discuss in detail on page 26 of the PIF *
* *

* *

* ORIGINAL LATEST *
* Date of Physical Completion *

(mm/dd/yy) (mm/dd/yy)** *

* Total Project Cost ($US mill) *
* *

* Applicable Disbursement Profile: *
* (see note 11 in the PIF, page 31) *
* *
* Number of Su.pervision Missions: *
* *



'94 PIF Form No. 7.3
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OPERATIONS EVALUATION DEPARTMENT

PROJECT INFORMATION FORM (PIFY i/

TABLE OF CONTENTS

1. PROJECT OBJECTIVES 1

II. PROJECT DESIGN 2

Ill. ECONOMIC AND FINANCIAL INDICATORS
A. Economic Rates of Return 3
B. Financial Rates of Return 3
C. Indicators of Cost-effectiveness 4
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E. Environmental Concerns 14
F. Private Sector Development 16

OUTCOME and SUSTAINABILITY
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J. Downstream Activities: Implementation & Supervision 23
K. Operational Directives 24
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VI. COMMENTS 28
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The footnote numbers in the PIF refer to the relevant explanatory notes in OED guideline No. 7.3.
[The explanatory notes may be modified depending on treatment of OD's, OM,s, etc.]



OED ID ,)7( '94 PIF, Form No. 7.3
Revised: April 5, 1994

Page 1 of 32

1. PROJECT OBJECTIVES

1) Were major project objectives substantially (/) (V)
changed during implementation?2/ Yes No

If yes, were the objectives:
Reduced Increased Otherwise

modified

2) Rate from 1 to 4 for each of the following objectives (copy RELEVANCE and EFFICACY
ratings from other pages as referenced; make all IMPORTANCE ratings here).
Definitions of RELEVANCE and EFFICACY are on page 18.

Codes: 1 = High. 4 = Minimal relevance, negligible efficacy or Impact.
2 = Substantial. 0 = Not Available.
3 = Intermediate relevance, modest efficacy or impact. blank = Not Applicable.

Relative RELEVANCE of EFFICACY of
IMPORTANCE outcomes cf. outcomes cf.
of project country/sector project objectives,
objectives objectives3 original or

original revised original revised revised

Policy (1, 2, 3, 4, 0, blank)
Macro Stabilization m E

Public Policy Reform E3 3

Sector Policies 
copy from p. 10

Pricing efficiency

Other (e.g. financial viability/
cost recovery, financial
restructuring,
specify:

Physical/technical
Capacity expansion

Maintenance/rehabilitation

Technology transfer

Institutional Development EM M
copy from p. 7

Private Sector Development EJ E 7
copy from p. 16

Financial
Mobilization of external resources

(e.g. co-financing, equity)
social

Poverty Alleviation E E
Gender Related Issues

Overall E E 3 0
copy from p. 13

Environment E E 0 C 0
copy from p. 15

Other (e.g. decentralization)
Specify: ____EDEDED
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Page 2 of 32

11. PROJECT DESIGN

1) Taking into account the country's level of development and the competence
of the implementing agency, were the project and its major objectives:

Codes: 1 = Highly 4 = Negligibly
2 = Substanially 0 = Not Available
3 = Modestly blank = Not Applicable

DmamNG ON BORROwER/IMPLmNvTING AGENcy: (1,2,3,4,0, blank)
Original Project 3
Revised Project

DmmING ON BANK:
Original Project

Revised Project

COMLEX:I/
Original Project

Revised Project

RIsKy:
Original Project

Revised Project

2) To what extent was the Borrower involved in
project design?

3) How appropriate was the design for achieving the
project's objectives?

4) How innovative was the project design?

Yes No
5) Did the original project design, as presented in the

SAR or MOP, include a plan for future project operation?

Yes No
6) Did the original project design include provisions for

establishing a M&E system or improving the existing one(s)? E5 E
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Page 3 of 32

III. ECONOMIC AND FINANCIAL INDICATORS

I.A. ECONOMIC RATES OF RETURN

1) If an ECONOMIC RATE OF RETURN (ERR) was calculated for the project,
enter a point or range of estimates (in %) and answer the questions:

Appraisal Estimate Re-estimated at ComDletion

On what percentage of estimated total
project costs was the original ERR based? 4

On what percentage of total projects costs
(final/latest estimate) was the re-estimated
ERR based ?

2) If an ERR was not -re-estimated indicate the reason(s): ()
Project not implemented

Inadequate data

Not relevant for the project

Other (specify):

3) If the re-estimated ERR differs significantly from the appraisal estimate,
indicate the reason(s): A

Cost changes

Changes in output price/user charges/terms of trade

Output changes

Output delays

Changes in methodology/analysis

Other (specify):

Yes No
4) Does the ICR provide enough information to assess the

reliability of the re-estimated ERR?

Yes No
5) Is the re-estimated ERR a reasonable measure of this

project's overall achievement of objectives?

Explain:

III.B. FINANCIAL RATES OF RETURN./
1) If a FINANCIAL RATE OF RETURN (FRR) or another financial indicator (e.g. rate

of return on assets) was calculated for the project, enter a point or
range of estimates (in %) and answer the questions:

ADraisal Estimate Re-estimated at Completion

On what percentage of estimated total
project costs was the original FRR based ? %

On what percentage of total projects costs
(final/latest estimate) was the re-estimated
FRR based ? %
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HI.B. FINANCIAL RATES OF RETURN (continued)

2) If .a FRR (or other financial indicator) was not re-estimated, indicate
reason:

(/)
Project not implemented

Inadequate data

Not relevant for the project

Other (specify):

3) If the re-estimated FRR (or other financial indicator) differs significantly
from the appraisal estimate, indicate the reason(s):

Cost changes

Changes in prices/user charges

Changes in taxes/trade tariffs

Output changes

Output delays

Changes in methodology/analysis

Other (specify):

II.C. INDICATORS OF COST-EFFECTIVENESS6/

1) If an ERR was not calculated, but the COST-EFFECTIVENESS of the project
was estimated in the ICR, was it: A

Same or higher than in the SAR

Lower than in the SAR

Information not available

2) For each of the following types of indicators:

Cost Measures of Cost
per unit internal per unit

of output efficiency of input

Are indicators included in the ICR?
(Mark "Y" for "yes"; "N" for "no")

If yes:
Provide a clear description of
the indicator(s) used, including
units of measurement:

Are the indicators used in the
ICR evaluation ("Y" or "N")?

Are the indicators measured
appropriately ("Y" or "N")?1J E-I
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IV. DETAILED RATINGS and UNDERLYING FACTORS

IV.A. FACTORS AFFECTING ACHIEVEMENT OF MAJOR OBJECTIVES

1) Indicate the extent to which the following factors positively(+) or
negatively(-) influenced the achievement of MAJOR OBJECTIVES:

Not Not
Substantial Partial Negligible Availale ADlicable

(+ or -) (+ or -)(
FAcrORs NoT GENERALLY SUBJECr To GOVEmNmEr CONTROL

World markets/prices mmm
Natural events m m
Bank performance I

Cofinancier(s) performance I I

Performance of contractors/
consultantsEI

War/civil disturbances E S I I

Other (specify): E- ID

FAcTORS GENERALLY SUBJECT TO GOVERNmENr CONTROL
Macro policies/conditions m I El
Sector policies/conditions

Government commitment .D [E] M
Appointment of key staff E 3 I

Counterpart funding E E I I

Administrative procedures E m I I

Other (specify): m 1

FACTORS GENERALLY SUBJECr TO IMPLmGIrING AGENcY CONTROL
Management [ ED I m
Staffing E E I
Cost changes E E m m
Implementation delays E I I
Use of technical assistance E

Monitoring and evaluation9 E I I I
Beneficiary participation I F

Other (specify): I ID
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IV.A. FACTORS AFFECTING ACHIEVEMENT OF MAJOR OBJECTIVES (continued)

2) If there were major increases (+) or decreases (-) in project COSTS,
indicate the major reasons(s) with a (+) or (-):10/

(,- , blank)
Change in project scope/scale/design b

Deficient estimate of physical quantities

Deficient estimate of unit costs

Inadequate price contingencies

Change in exchange rate

Change in prices/tariffs/taxes

Change in time to implement project

Performance of contractor(s)

Other (specify):

3) If there were major increases (+) or decreases (-) in the TIME required to
implement the project, indicate the major reasons with a (+) or (-):

Implementation schedule unrealistic 
(+, blank)

Project preparation

Unexpected technical difficulties
(specify):

Change(s) in project scope

Quality of management

Selection of staff

Selection of consultants

Receipt of counterpart funds

Receipt of funds from Bank/cofinanciers

Procurement procedures

Disbursement procedures

Security problems

Natural events

Other (specify): __

4) If there was a major change in project scope (see Section I, question #1),
indicate whether the following were major reasons:

(C) ( )
Change in project cost Time delaysm
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INSTITUTIONAL DEVELOPMENT IMPACT and SPECIAL EMPHASES

IV.B. INSTITUTIONAL DEVELOPMENT
Yes No '

1) Was the project primarily directed at
institutional development?

2) If not, did the project contain component(s) with
significant institutional development objectives?

3) Rate from 1 to 4 for each of the following aspects of
INSTITUTIONAL DEVELOPMENT:

Codes: I = HIgh. 4 = Minimal relevance, negligible efficacy or impact.
2 = Substantial. 0 = Not Available.
3 = Intermediate relevance, modest efficacy or impact. blank = Not Applicable (not permitted for OVERALL).

RELEVANCE of EFFICACY of outcories Estimated
outcomes cf. cf. project IMPACT

country/sector objectives,
objectives original or

original revised revied2
NATIORL cAPAcITY ( 1, 2, 3, 4, 0, blank )

Economic management

Civil service reform

Financial intermediation

Legal system

Poverty alleviation

Support to private sector

Environment & natural resources

Sectoral capacity M
Other (specify):

Planning/policy analysis E

Management

Skills upgrading

Personnel management

Management information systems
(incl. budgeting, auditing) I EKl
Agency restructuring

Other (specify):

OVERALL INSTITUTIONAL DEVELOPMENT I 3
copy to: page 1 pages 1 page 26
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IV.B. INSTITUTIONAL DEVELOPMENT (continued)

4) Indicate if any of the following modalities were used:
(insert + for items having a positive impact, - for a negative impact, and
/ for modalities used but for which the impact is not available in the ICR).

Local Expatriate
(+, -, /,blank)

Studies E
Twinning

Short-term consultants

Long-term consultants

Training

NGO participation

Other (specify):

5) Indicate which, if any, of the following supported institutional development:

Joint or parallel co-financing

Non-project specific advisers

Other Bank funded operations

Other non-Bank operations

Grant or trust funds

6) What percentage of TOTAL PROJECT COST was committed to institutional
development?

OF WHICH:
the Bank

the borrower

other sources of local funding

co-financiers

other contributors

(if no information is available, enter NA.)
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IV.B. INSTITUTIONAL DEVELOPMENT (continued)

7) Was the design of the institutional development component mapped out
completely in advance (blueprint) or left to evolve within agreed rules
(process) approach, or a mixture of the two?

Blueprint

Process

Mixed E

8) Indicate whether any of the following factors had a positive (+) or negative
(-) influence on the overall achievement of institutional objectives:

(+, -, blank)
Borrower commitment E

Quality of preparation, including institutional
development sector work

Design (including blueprint vs. process)

Supervision E

Establishment of a new organization

Elimination of an existing organization EJ
Restructuring/privatizing/strengthening

of an organization

Regulatory changes

Number and/or complexity of financing arrangements E

Monitoring and evaluation

Exogenous factors (eg. wars, civil disturbances,
terms of trade shocks, etc.)
specify:
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W.C. PUBLC POuCY REFRMuJ/

Yep No
1) Did the project objectives include reform of PUBLIC POLICIES (v))

(other than institutional development: see page 7)?

If yes, rate from 1 to 4 for each of the following PUBLIC POLICY
objectives:

Codes: 1 = High. 4 = Minimal relevance, negligible efficacy or Impact.
2 = Substantial. 0 = Not Available.
3 = Intermediate relevance, modest efficacy or impact. blank = Not Applicable.

RELEVANCE of EFFICACY of outcomes Estimated
outcomes cf. cf. project IMPACT
country/sector objectives,
objectives original or

original revised revised

Planning public investments/ ( , 2, 3, 4, 0, blank

expenditures

Budget process

Tax system

Monetary reform

Debt management

Exchange rate management

Trade/tariff/etc. E
Banking/financial sector reform

Regulation of private sector E
Public enterprises M m
Procurement policies

Labor legislation

Civil service reform

Other (specify):

OVERALL 3
copy to page 1 )
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IV.C. PUBLIC POLICY REFORM (continued)

2) Indicate whether the following factors had a positive(+) or negative(-)
influence on the achievement of PUBLIC POLICY REFORM objectives:

(+, -, blank)

Project preparation/design

Government/borrower commitment

Legal framework

Bank staff effectiveness

Borrower/Implementing agency effectiveness E

Consultant(s) effectiveness

Other (specify):
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IV.D. SOCIAL CONCERNS (answer question #4 in all cases)

Y No
(/)

1) Did the project target specific SOCIAL GROUPS?

If yes, what characterized these groups?

a. Socio-economic status (i.e. poverty)12f E
b. Gender (i.e., men, women, girls)fl/ '

c. Ethnicity (i.e. indigenous or tribal peoples),14/

d. Community type or locale (e.g. resettlement)1,5_/

e. Other (specify):

2) Indicate whether the following factors had a positive(+) or negative(-)
influence on the achievement (see below) of SOCIAL objectives, and identify
the group(s) affected using the above letter(s):

(+ ,blank)
Quality of project preparation/design ( )l(n)

Government/borrower commitment ( (

Effectiveness of NGO participation (

Effectiveness of beneficiary participation (

Bank staff effectiveness ( (

Borrower/Implementing agency effectiveness +( )
Other (specify): (
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IV.D. SOCIAL CONCERNS (continued) - answer question #4 in all cases

Codes: 1 = High. 4 = Minimal relevance, negligible efficacy or Impact.
2 = Substantal. 0 = Not Available.
3 = Intermediate relevance, modest efficacy or impact. blank = Not Applicable.

3) Rate from 1 to 4 for each of the following SOCIAL objectives:

RELEVANCE of EFFICACY of outcomes Estimated
outcomes cf. cf. project IMPACT
country/sector objectives,

objectives original or
original revised revised

( 1, 2, 3, 4, 0, blank
Community development/
Beneficiary participation

Poverty alleviation/protection
of vulnerable groups C3

Gender related issues

Equity enhancement

Improved access to services

Improved quality of services

Nutrition and food security

Settlement/Resettlement

Skills development M
Health improvement

Other (specify):

OVERALL

copy to page 1 )

4) Did the project have significant unintended/unexpected positive or negative
effect(s) on special SOCIAL GROUPS, regardless of the project's objectives?

Positive Negative No

Explain:
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IV.E. ENVIRONMENTAL CONCERNSJ/ (answer questions #1 & #4 in all cases)

Yep No
1) Did the project objectives include enhancement or protection (1) (A)

of the ENVIRONMENT?

If yes, in what area(s): (V)
Natural resource management

Biological Diversity

Air/water/soil quality

Global warming/ozone depletion

Natural disaster prevention/reduction

Noise Control

Preservation of cultural heritage17/

Urban environmental quality

Other (specify):

2) Indicate whether the following factors had a positive(+) or negative(-)
influence on the achievement of ENVIRONMENTAL objectives:

Project preparation/design/environmental assessment 
(+, -, blank)

Government/borrower commitment

Legal framework

Bank staff effectiveness

Borrower/Implementing agency effectiveness

Consultant(s) effectiveness

Consistency with National Environmental Action Plan

NGOs

Beneficiary participation

Other (specify):
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IV.E. ENVIRONMENTAL CONCERNS (continued) - answer question #4 in all cases

Codes: 1 - High. 4 = Minimal relevance, negligible efficacy or impact.
2 = Substantial. 0 = Not Available.
3 = Intermediate relevance, modest efficacy or impact. blank = Not Applicable.

RELEVANCE of EFFICACY of outcomes Estimated
outcomes cf. cf. project IMPACT

country/sector ob jectives.
objectives original or

original revised revised
( 1, 2, 3, 4, 0, blank

3) Rate from 1 to 4 for the
ENVIRONMENTAL objectives 0

copy to page 1 )

4) Did the project have significant unintended/unexpected positive or negative
effect(s) on the ENVIRONMENT, regardless of the project's objectives?

Positive Negative No

Explain:
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IV.F. PRIVATE SECTOR DEVELOPMENT.Le/

Yes No
1) Did the project include objectives to enhance/strengthen (/) (A)

the role of the PRIVATE SECTOR?

Codes: I - High. 4 = Minimal relevance, negligible efficacy or Impact.
2 = Substantial. 0 = Not Available.
3 = Intermediate relevance, modest efficacy or impact. blank = Not Applicable.

If yes, rate from 1 to 4 for each of the following PRIVATE SECTOR
DEVELOPMENT objectives:

RELEVANCE of EFFICACY of outcomes Estimated
outcomes cf. cf. project IMPACT

country/sector objectives,
objectives original or

original revised revised
1, 2, 3, 4, 0, blank

Improvement in legal or incentive
framework designed to foster
PSD (e.g. trade, pricing)

Restructuring/Privatization
of public enterprises

Financial sector development

Direct government financial
and/or technical assistance
to private sector

Other (specify):

OVERALL

copy to page 1

2) Indicate whether the following factors had a positive(+) or negative(-)
influence on the achievement of PRIVATE SECTOR DEVELOPMENT objectives:

Project preparation/design blank)

Government/borrower commitment 1
Legal framework

Bank staff effectiveness

Borrower/Implementing agency effectiveness

Consultant(s) effectiveness

Private sector interest

Other (specify):
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OUTCOME AND SUSTAINABILITY
IV.G ASSESSMENTS OF OUTCOME

(1, 2, 3,4) )
1) Considering the project objectives (original or revised)

and the extent of their achievement, give your
ASSESSMENT OF THE OUTCOME (or likely outcome)
of the project (copy to page 26):

If the assessment is marginally SAT or UNSAT,
mark here:

Yes No
2) Does this assessment differ from that in the ICt? e

Explain:

DEFINITIONS OF OUTCOME RATINGS
1 = Highly Satisfactory

Project achieved or exceeded all its major relevant objectives and has achieved or is highly likely to achieve
substantial development results, without major shortcomings.

2 = Satisfactory
Project achieved most of its major relevant objectives and has achieved or is expected to achieve satisfactory
development results with only a few shortcomings.

3 = Unsatisfactory
Project failed to achieve most of its major relevant objectives, has not and is not expected to yield substantial
development results and has significant shortcomings.

4 = Highly Unsatisfactory
Project failed to achieve any of its major relevant objectives and has not and is not expected to yield any
worthwhile development results.

Notes: (1) An ERR of 10% or more for a major portion of the total investment, or other significant unquantified benefits
(net of costs) if the ERR was less than 10%, is necessary to meet the minimal requirements for a "Satisfactory* project.
Projects with an ERR of more than 10% might be 'Unsatisfactory* if major policy/institutional objectives were not met or
if significant unquantified costs (net of benefits) are omitted. Where ERRs are not estimated, the overall performance
rating is made on the basis of cost-effectiveness in achieving project objectives. (2) The "Relevance" concept (in #4
below) includes an assessment of the realism of the objectives.

Yes No
3) Is the BORROWER'S VIEW of this project significantly

different from the view recorded by this PIF?

Explain:
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IV.G. ASSESSMENTS OF OUTCOME (continued)

Codes: 1 = High.
2 = Substantial.
3 = Intermediate.
4 = Minimal relevance, efficacy, or efficiency.

(1,2,3,4)
4) Taking into consideration, among other factors, the answers

you gave to questions 1.2; 11.3 and 4; and IV.I.1,
give your assessment of the RELEVANCE (assessment of
outcomes in relation to country and sector assistance
strategies) of the project.

(1,2,3,4)
5) Taking into consideration, among other factors, the answers

you gave to questions 1.2, IV.C.1, IV.D.3, IV.E.2, IV.F.2,
and IV.L, give your assessment of the EFFICACY
(assessment of outcomes in relation to project objectives)
of the project.

(1,2,3,4)
6) Taking into consideration, among other factors, the answers

you gave to questions III.A, III.B, IV.A, IV.C.2, IV.D.2,
IV.E.3, IV.F.2, and IV.J, give your assessment of the
EFFICIENCY (assessment of outcomes in relation
to project inputs) of the project.

7) Is this is an outstanding project, for one or more of the following reasons?

Project has exceeded all of its major objectives

Project highly innovative

Project success highly replicable

Other (specify):
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IV.H. SUSTAINABILITY

Likely Unlikelv Uncerti.
1) To what extent is the project ( (')(

likely to maintain the
achievements generated,
or expected to be generated
in the operational plan
(copy to page 26)

2) Indicate which of the following factor(s) will have a positive(+) or
negative(-) influence on the likelihood of SUSTAINABILITY:

(+ or -
or blank)

Government commitment

Policy environment E
Institution/management effectiveness

Economic viability

Technical viability -

Financial viability (.''' ' J

Environmental viability

Social impact/local participation

Other (specify):

Y:P) No
3) Does the ICR include a lan for future o rations? ) )

(assessment of the qual ty of such plan s discussed
on page 29, under QUALITY OF ICR)

IF YES:

Does the plan make the appropriate technical,
financial, commercial and institutional arrangements
to ensure smooth project operation?

Does the plan define the performance indicators
for judging proper operat on?

Does the plan include provisions for operating an
appropriate M&E system?

Not
available

4) Has the Borrower made alternative provisions to support
the infrastructure, services, or institutional
investments made under the project?

5) Does/did the project have a follow-on project which
continued or expanded activities in this project? ID
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PERFORMANCE IN PROJECT CYCLE PROCESS

IV.I. UPSTREAM ACTIVITIES: IDENTIFICATION, PREPARATION, & APPRAISAL

Codes: 1 = Highly Satisfactory. 4 = Highly Unsatisfactory.
2 = Satisfactory. 0 = Not Available.
3 = Unsatisfactory. blank = Not Applicable (not permitted for OVERALL).

1) Assess the ality of BANK performance in the IDENTIFICATION of the
project: V

(1,2,3,4,0,blank)
Involvement of government/beneficiaries

Project consistency with Government development
strategy priority

Project consistency with Bank strategy for country

Project innovativeness

Other (specify):

(1, 2, 3,4, 0)
OVERALL (copy to page 26)

Comments:



'94 PIF, Form No. 7.3
Revised: Apdil 5, 1994

Page 21 of 32

IV.I. UPSTREAM ACTIVITIES: IDENTIFICATION, PREPARATION, & APPRAISAL (continued)

2) Assess the quality in the following areas of:

Codes: 1 = Highly Satisfactory. 4 = Highly Unsatisfactory.
2 = Satisfactory. 0 = Not Available.
3 = Unsatisfactory. blank = Not Applicable (not permitted for OVERALL).

PREPARATION Bank support
by the Borrower/ for APPRAISAL by

Implementing Agency PREPARATION the Bank 20/
(1,2,3,4,0,blank) (1,2,3,4,0,blank) (1,2,3,4,0,blank)

Physical/technical m
Financial

Economic

Commercial F-1

Institutional

Sociological

Environmental

Other (specify):

(1,2,3,4,0) (1,2,3,4,0) (1,2,3,4,0)
OVERALL

copy to page 26

3) Indicate whether the following factors had a positive(+) or negative(-)
influence on the above OVERALL quality assessment of the Bank's performance in:

PREPARATION APPRAISAL
(+, -, blank) (+, -, blank)

Degree of Bank involvement

Economic and sector work ,

Bank staff quantity

Bank staff quality (skill mix,
continuity, ... )

Performance of consultant(s)

Coordination with other donors

Other (specify):
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IV.I. UPSTREAM ACTIVITIES: IDENTIFICATION, PREPARATION, & APPRAISAL (continued)

Codes: 1 = Highly Satisfactory. 4 = Highly Unsatisfactory.
2 = Satisfactory. 0 = Not Available.
3 = Unsatisfactory. blank = Not Applicable (not permitted for question #5).

4) Assess the quality of APPRAISAL by major subject(s) using the codes above:

(1,2,3,4,0,blank)
Appraisal of commitment of government/implementing agency/

beneficiaries

Appraisal of borrower/agency implementing capacity

Realistic project design

Identification/control for project risks/key variablesjj/

Adequacy of implementation plan/performance indicators

Suitability of lending instrument

Adequately taking into account past experience

Other (specify):

5) Considering the identification, preparation, and (1,2,3,4,0)
appraisal processes discussed above, use the codes above
to rate the quality of the project at the time of
Board Approval (QUALITY AT ENTRY):
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IV.J DOWNSTREAM ACTIVITIES: IMPLEMENTATION & SUPERVISION

Codes: 1 = Highly Satisfactory. 3 = UnsatIsfactory.
2 = Satisfactory. 4 = Highly Unsatisfactory.

0 = Not Available.

1) Using the codes above, rate the Borrower/Implementing (1,2,3,4,0,blank)
Agency performance in IMPLEMENTATION
of the project: (copy to page 26)

2) Indicate whether the following factors had a positive(+) or negative(-)
influence on the OVERALL quality of project IMPLEMENTATION:

(+ or -
or blank)

Management quality and continuity

Bank staff quantity m
Bank staff quality (skill mix, continuity, ... )

Borrower/Agency staff quantity El

Borrower/Agency staff quality (skill mix, continuity, . .

Performance of contractor(s)

Performance of consultant(s)

Government commitment

- Absence of government interference

Project monitoring & evaluation M

Level or timeliness of counterpart funding

Other (specify):
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IV.J. DOWNSTREAM ACTIVITIES: IMPLEMENTATION & SUPERVISION (continued)

3) Assess the quality of Bank performance in project SUPERVISION in these
areas: 22/

Codes: 1 = Highly Satisfactory. 4 = Highly Unsatisfactory.
2 = Satisfactory. 0 = Not Available.
3 = Unsatisfactory. blank = Not Applicable (not permitted for OVERALL).

(1,2,3,4,0,blank)
Reporting of project implementation progress

Identification/assessment of implementation problems

Attention to likely development impact

Attention to likely social impact

Advice to implementing agency

Adequacy of follow-up on advice/decisions

Enforcement of loan covenants/exercise of remedies

Flexibility in suggesting/approving modifications

Other (specify):

(1,2,3,4,0)

OVERALL (copy to page 26)

4) Indicate whether the following factors had a positive(+) or negative(-)
influence on the OVERALL quality of Bank SUPERVISION:

Supervision plan (+, blank)

Timing of supervision missions rn
Sufficiency of time in field

Bank staff quantity

Bank staff quality (skill mix, continuity, ... )

Performance of consultants

Country implementation reviews

Other (specify):

IV.K. OPERATIONAL DIRECTIVES

Indicate significant lack of compliance with applicable ODs:

No. Subiect

1.

2.

3.

4.

5.
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IV.L. COMPLIANCE, BORROWER/IMPLEMENTING AGENCY PERFORMANCE

Codes: I = Full Compliance. 4 = Negligible Compliance.
2 = Substandial Compliance. 0 = Not Available.
3 = Modest Compliance blank = Not Applicable (not permitted for OVERALL).

1) To what extent did the Government/Implementing Agency COMPLY with major loan
covenants/commitments:

Was compliance
belated?

Yes No Not
avai. 1

(1,2,3,4,0,blank) (V) (. (a)
Macro policie.

Sector policies

Institutional changes

Management of social aspects E

Effective management

Appropriate staffing

Financial improvements (tariffs,
user charges, etc.) E/

Provision of .counterpart funds

Increased efficiencies/cost reductions

Procurement 24/

Progress reports

Accounts and Audits 25/

Use of technical assistance 26/ E

Monitoring and evaluation D

Studies

Other (specify):

(1,2,3,4,0)

OVERALL ME
(copy to p. 26)

Yes No Not
2) Did the Borrower/Implementing Agency satisfy avail.

the letter of some major covenants but violate (/) (/) ( )
their spirit?

Explain:
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V. RATINGS SUMMARY AND LESSONS DRAWN

1. PERFORMANCE BY PROJECT CYCLE PROCESSES

Codes: I = Highly Satisfactory. 3 = Unsatisfactory.
2 = Satisfactory. 4 = Highly Unsatisfactory.

0 = Not Available.

(1,2,3,4,0)

IDENTIFICATION - of the project by BANK (from p. 20)

PREPARATION - by BORROWER/AGENCY (from p. 21)

- assistance by BANK (from p. 21)

APPRAISAL - by BANK (from p. 21)

IMPLEMENTATION - by BORROWER/AGENCY (from p. 23)

SUPERVISION - by BANK (from p. 24)

2. COVENANT COMPLIANCE

Codes: 1 = Full Compliance. 3 = Modst Compliance
2 = Substantial Compliance. 4 = Negligible Compliance.

0 = Not Available.

(1,2,3,4,0 )
The extent that the BORROWER/IMPLEMENTING AGENCY has complied
with major loan covenants/commitments (from p. 25):

3. INSTITUTIONAL DEVELOPMENT

Codes: 1 = High. I To be described as 'Substantial, Impact 4 = Negligible Impact.
2 = Substantial. I in Director's memo to Region 0 = Not Available.
3 = Modest Impact.

(1,2,3,4,Blank)
The impact of meeting INSTITUTIONAL
DEVELOPMENT objectives (from p. 7):

4. PROJECT SUSTAINABILITY Likely Unlikely Uncertain

The probability of maintaining
the achievements generated, or expected
to be generated in the operational plan
for the project (from p. 19):

5 . OUTCOME

Codes: 1 = Highly Satisfactory. 3 = Unsatisfactory.
2 = Satisfactory. 4 = Highly Unsatisfactory.

O = Not Rated.

(1,2,3,4,0)

The assessment of the OUTCOME (or likely outcome) of the project
(from g. 17) considering the project ob ectives (original
or revised) and the extent of their achievement:
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6. LESSONS DRAWN

1) If there are any significant positive or negative LESSONS DRAWN from the
success or failure of the project that were not mentioned in the ICR, please
list them:

a. SVr ) t 4 A' Vq - ~ Vi~Ob~~

b.

.L 4
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VI. COMMENTS*

Comments are encouraged, especially to clarify ambiguities in the ratings or important issues not
brought out in the ratings, and also to indicate where the OED reviewer questions the judgments of
the ICR. These comments can capture qualitative aspects of the project's story not captured in the
ratings. Comments of a confidential nature should be made in a separate note to the Division Chief.



'94 PIF, Form No. 7.3
Revised: April 5, 1994

Page 29 of 32

VII. QUALITY OF ICR
(to be completed for every project)

Codes: 1 = Highly Satisfactory; 4 = Highly Unsatisfactory;
No significant qualifications. Significant qualifications which would not

2 = Satisfactory; have been readily susceptible to improvcment.
Some qualifications but generally acceptable. 0 = Not Available.

3 = Unsatisfactory;
Significant qualifications which would have
been readily susceptible to improvement.

A. ICR
1) Rate the quality of the ICR by the following characteristics:

{1,2,3,4)
Coverage of important subjects

Availability of key data

Soundness of judgments:

• internal consistencies

* evidence complete/convincing

Adequacy of analysis including Lessons Learned

Consistency with SAR/revised project

Presentation

Plan for Future Project Operation (refer to page 19)

Performance indicators for the projects operation's phase

Evaluation of monitoring & evaluation achievements

Aide-memoire of the ICR mission

Other (specify):

OVERALL

Explain:
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V11. QUALITY OF ICR (continued)

Y No
2) Are the following borrower inputs included in the ICR? (A) (/)

Summary evaluation of project implementation

Plan for future project operation

Borrower comments on draft ICR

If no, give reason(s):

If yes, are there significant differences between
Bank and Borrower views?

If yes, explain:

C. OED DATABASE

1) Identify key data in the ICR (including relevant Annexes) which are missing,
incorrect or dubious and indicate whether they should be included, qualified,
corrected or excluded from the OED database:

Problem with data and
suggested treatment

original data in ICR in the OED database

Date is unrealistic. Should
eg. Completion date - 6/30/94. use 12/31/95 instead.
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Vill. PRIORITY OF PROJECT FOR PAR AND IMPACT EVALUATION*
A. PERFORMANCE AUDIT
1) The priority of the project for PERFORMANCE AUDIT is:

High Medium Low

2) If the priority is HIGH or MEDIUM, indicate reason(s):

Project is an adjustment operation

Project is the first of its type in the subsector
in the country

Project is part of a series of projects which are
suitable for packaging in a combined audit

Project is large and complex D

Project has especially innovative and unusual features 0

Project was highly successful in a difficult sector/
country

ICR was incomplete/not satisfactory 0

Project is likely to have high priority
for impact evaluation

OED and Operations disagree on performance rating 0

An Executive Director has proposed audit 0

Project is or is likely to be of considerable public
interest

Audit is required for special studies

Other (specify):

3) If the priority is high or medium, what are the major issues on which the
audit should focus?

a)

b)

c)

To be completed for every ICR.
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Vill. PRIORITY OF PROJECT FOR PAR AND IMPACT EVALUATION (continued)
B. IMPACT EVALUATION

1) The preliminary priority of the project for IMPACT EVALUATION is:

High Medium Low

2) If the priority is HIGH or MEDIUM, indicate the reason(s):

*Project has a hich or medium priority for
performance audit or a satisfactory ICR

*A satisfactory data/monitoring and evaluation
system for the project exists

Project gives high priority to special emphases (e.g.,
public sector reform, social concerns, environment, I
private sector development)

Project is reasonably representative for sector/
subsector

Project has experimental/innovative features

Project is large and complex

Project has considerable indirect costs and
benefits/externalities

Project is likely to be in operation at time of
impact study -

Project sustainability is uncertain

Proj ct is part of a series of projects which are
suitable for packaging in a combined evaluation

Evaluation is required for special studies

Project is or is likely to be of considerable public
interest

Project type not well covered by previous impact
evaluations

Other (specify):

' These criteria are requisites for impact evaluation.
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EXPLANATORY NOTES
for the

PROJECT INFORMATION FORM (Form 7.3)

1. The purpose of the Project Information Form (PIF) in to evaluate the
project and abstract relevant findings and conclusions for use in OED's
Annual Reviews. It standardizes and classifies most answers to
facilitate data entry in a computerized form for easy aggregation
(Bankwide, by region, country, sector, lending instrument, etc.). It is
a core PIF, intended to capture important information generic to most
sectors, and may be supplemented by sector-specific forms as determined
by each Division. The PIF is to be completed for each project both for
ICRe and Performance Audits.

2. This includes only projects which have been restructured following a
formal agreement between the borrower and the Bank that has been
approved by or reported to the Executive Directors.

3. See relevant Country Brief or Country Strategy Paper; for SAL9, see
Policy Framework Paper.

4. Complexity is determined by such factors as the range of policy and
institutional improvements, the number of institutions involved, the
number of project components and their geographic dispersion, the number
of cofinanciers, etc.

5. OD 10.50 deals with Financial Analysis and Management.

6. Indicators of cost-effectiveness may be sub-sectoral specific. For
education and PHN sectors, use the following guidelines.

Cost per unit of output: In education, ideally, recurrent cost per
graduate of a specific level or type of training supported by the
project. In absence, cost per student year (in shorter training
courses, cost per trainee hour may have to be used). In gHN, center
operating costs per client visit; recurrent cost of treating a case of a
given disease. In all cases provide clear description of the measure(s)
used including units of measurement.

Measures of internal efficiency: In education, e.g., student-teacher
ratios, dropout rates, repetition rates. In PNj, client-doctor/nurse
ratios, client visits per extension worker per period.

Cost Der unit input: In education, e.g., construction cost per classroom
or per unit floor space, average cost of textbooks. In jM, construction
cost per primary health center or (eg for hospitals) per floor space,
cost per standard package of drugs/medicines, cost per unit of
contraceptives.

7. Eg., indicators should reflect the cost of underutilization, should
allow comparison with SAR figures, etc.

8. OD 11.10, Annex F deals with the Evaluation of Consultant Performance
and OD 11.13 with Reporting of Consultants' Performance.

9. OD 10.70 deals with Project Monitoring and Evaluation.

10. OD 6.50 deals with Project Cost Estimates and Contingency Allowances.
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11. OD 5.00 deals with Public Sector Management and OD 5.10 with Public
Enterprise and Divestiture.

12. OD 4.15 deals with Poverty Reduction; OD 10.40, Annex E with Estimating
the Poverty Impact of Projects.

13. OD 4.10 deals with Women in Development.

14. OD 4.20 deals with Indigenous People.

15. OD 4.30 deals with Involuntary Resettlement.

16. ODs 4.00, 4.01, and 4.02 deal with Environmental Policies, Assessment
and Action Plans.

17. OD 4.25 deals with Cultural Property.

18. OD 5.20 deals with Private Sector Development.

19. OD 10.00 deals with Project Generation and Preparation.

20. OD 10.10 deals with Project Appraisal and ODs 10.20-40 deal more
specifically with Technical, Sociological, Institutional and Economic
criteria.

21. OD 10.40, Annex C deals with Risk and Sensitivity Analysis.

22. OD 13.05 deals with Project Supervision.

23. OD 6.00 deals with Cost Recovery and the Pricing of Public Goods.

24. ODs 11.00, 11.02 and 11.03 deal with Procurement.

25. OD 13.10 deals with Borrower Compliance with Audit Covenants.

26. OD 8.40 deals with Technical Assistance.


