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SOUTH AFRICA IS COMMITTED to 
providing free quality health services. 
To achieve this, it has embarked 
on an ambitious national health 
insurance (NHI) scheme. Ms Precious 
Matsoso, South Africa’s Director 
General of Health, and Dr Bob Fryatt, 
DFID’s Senior Health Adviser recently 
outlined progress towards NHI. 
Lesley Lawson looks at some of the 
highlights.
 Over the last few years South Africa 
has implemented a number of complex 
health care reforms in recognition of 
a growing health and health systems 
crisis. In August 2011, the government 
published a Green Paper outlining the 
shape of the forthcoming NHI scheme. 
NHI is based on the principle that 

health is a human right and access to 
health care should not depend on a 
person’s wealth or employment status. 
It is both a new health financing system 
and a bold strategy to improve access 
to, and quality of health services.
 Transforming South Africa’s health 
system will be a lengthy process. NHI 
is estimated to be up and running by 
2025. Although policy and legislation 
are still to be finalised, the past 18 
months have seen significant progress. 

Piloting the plan
In 2012, 11 of South Africa’s 52 health 
districts were selected to pilot the NHI. 
The aim is to understand each districts’ 
ability to assume greater responsibility 
for purchasing health services, the 

pros and cons of contracting private 
sector providers and the cost of 
establishing new District Health 
Authorities to manage NHI. Districts 
are developing NHI Business Plans to 
inform NHI policy and national-level 
implementation.
 The National Department of Health 
(NDoH) has also begun a process of 
contracting private general practitioners 
(GPs) to work in primary care clinics in 
the 11 pilot districts. They are to provide 
a range of services, including health 
promotion and prevention, treatment 
for patients referred by nurses, and 
chronic disease management. GPs will 
also oversee quality of care and provide 
staff training and mentoring. This GP 
contracting model will explore new 

Towards universal health access – community health workers enter an informal settlement outside Johannesburg
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Systems strengthening
The health reform strategy has a strong 
focus on human resources. Following 
a competency assessment of all public 
sector hospital CEOs, 118 new posts 
were advertised and 88% of them 
filled by January 2013. They and other 
health workers will receive training from 
the newly established Academy for 
Leadership and Management in Health 
Care. Efforts are being made to increase 
the number of doctors trained by 
local institutions and nearly 100 Cuban 
medical specialists have been recruited 
to start work in 2013.
 In addition a programme to improve 
the public health infrastructure has 
included the upgrading of 70 nursing 
colleges, and the establishment of 
a new digital information warehouse 
to strengthen the health information 
system.

Towards universal health coverage
The establishment of NHI is a major 
reform and poses many challenges 
and risks. While there is a good 
understanding of both the need for NHI 
and the plan itself, there are still many 
who question the policy. For this reason 
ongoing consultation and dialogue will 
be essential.
 The timetable for implementing NHI 
is ambitious by international standards, 
but there has already been good 
progress. As South Africa moves closer 
to the introduction of NHI, there is 
confidence that it is on the right track.

relationships between the public and 
private sector and provide important 
lessons for NHI. 

Strengthening hospitals
There have also been important 
policy reforms to strengthen hospital 
management in the public sector. New 
regulations stipulate what services 
different categories of hospitals 
provide and the qualifications needed 
by their Chief Executive Officers 
(CEOs). These regulations will ensure 
the efficient operation of the hospital 
systems and the recruitment of 
adequately qualified CEOs.
 A new policy is also being developed 
to allow hospitals to strengthen the 
collection of revenue and keep the 
surplus funds generated. A case study 
in Johannesburg’s Charlotte Maxeke 
Hospital found that in a five-month 
period an additional R37 million (£2.7m) 
could be recovered from patients 
covered by private medical schemes.

Improving quality
Great strides have been made in 
quality improvement and assurance 
with the development of a uniform set 
of National Core Standards and the 
Office of Health Standards Compliance 
to protect and promote the health and 
safety of service users. Service quality 
at all 3880 health facilities has been 
audited, and progress against this 
baseline is to be closely monitored.

Universal health coverage is no 
longer a dream for South Africa: 
if we work together it can become 
a reality.

Precious Matsoso and Bob Fryatt

 Three important reforms are also 
underway to re-engineer primary health 
care (PHC). 
 The first is the establishment of 
multidisciplinary district clinical teams 
to improve the quality of health care 
for mothers, newborns and children. 
These teams will provide mentoring and 
oversight in all health districts. To date 
nearly half the posts have been filled. 
 The second is the establishment of 
PHC outreach teams in all municipal 
wards to promote good health and 
preventive services in the community. 
Community health workers will be the 
contact point between the health system 
and the household. One quarter of the 
40,000-strong contingent of community 
health workers has already been trained. 
 The third reform envisages a novel 
school-based PHC system that will 
provide screening, education and health 
promotion to disadvantaged schools 
across the country. School nurses, 
supported by mobile clinics, will form 
the basis of this new system, and 
to date 30 mobile clinics have been 
deployed. 

COVER STORY CONTINUED

Matsotso MP, Fryatt R. National 
health insurance: the first 18 months 
http://bit.ly/YO5tLK
Contact: lesley.lawson@hlsp.org

READ MORE

South Africa’s NHI scheme aims to extend free health care to all South Africans
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SUPPORTING NHI IN SOUTH AFRICA
Managed by HLSP, the SARRAH 
programme has been providing support 
for several areas in the development 
of South Africa’s NHI policy and pilots. 
SARRAH is a five-year programme 
funded by the UK Department for 
International Development.  
 Visit: www.sarrahsouthafrica.org
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IN JANUARY 2013, THE THIRD WAVE 
of Stop TB Partnership’s TB REACH 
initiative was launched with a strong 
focus on early case detection and the 
use of GeneXpert technology, which 
offers more accurate diagnosis and can 
reduce time to appropriate treatment. 
 HLSP designed the TB REACH 
monitoring and evaluation process and 
has continued to adapt it through 112 

projects and three waves of funding. 
 The first wave of 30 TB REACH 
projects used a range of innovations to 
improve TB case detection, from horse 
riders to mobile phone technology. The 
results, released in November 2012, 
found that TB REACH partners were 
able to put on treatment an average 
of 25% more people with confirmed 
TB compared to the year before. 

Based on historical trends, the project 
areas would normally have seen a 
1.2% annual rise in the number of 
people found with TB – the equivalent 
of 820 people. With the TB REACH 
interventions, a 25.9% increase was 
observed, which equates to 18,043 
people who otherwise would have gone 
without treatment.
 Contact: bob.grose@hlsp.org

HLSP UPDATE

MONITORING TB REACH

Extending the reach of TB treatment – a health worker supervises a TB patient in Delhi as he takes his treatment
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FOLLOWING PAKISTAN’S DECISION 
to devolve from a centralised health 
care system, the HLSP-managed 
and DFID-funded Technical Resource 
Facility (TRF) has been providing 
increasing support to the provincial 
departments of health. The TRF 
advocated for, and supported the 
development of provincial health 
sector strategies to guide investment 
in line with local needs. The health 
sector strategies are proving essential 
in helping provinces prioritise the 
use of existing resources and to 
plan for the future. The strategies 
have also added value by providing 
a framework for other donors, such 
as the World Bank, to align their 
contributions to the health sector.
 Contact: jack.eldon@hlsp.org

HLSP WAS HIGHLY COMMENDED 
at the British Expertise International 
Awards for the ADB-funded dengue 
prevention project in Cambodia and 
Lao PDR in March 2013. The two-
year pilot project used guppy fish in 
household water pots to reduce the 
larvae of the mosquito that spreads 
dengue fever. 

DENGUE SUCCESS

Visit: www.saaids.co.za

MORE INFORMATION ONLINE

THIS JUNE AROUND 5000 DELEGATES 
will come together in Durban for the 
South African AIDS Conference.  
A decade after the first conference, this 
year’s theme is “Building successes: 
integrating systems” and provides 
an opportunity to learn from the past 
and look to the future. HDA, HLSP’s 
South African sister company, will once 
again be represented in force. Sarah 
Magni will present on the innovative 
Amaqhawe project which aims to 
prevent HIV among sex workers in 
South Africa’s Gert Sibande district, 
and Saul Johnson will co-chair the 
Epidemiology, Prevention and Public 
Health track.

HDA AT SA AIDS 2013 SUPPORTING HEALTH 
DEVOLUTION
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HLSP INSTITUTE LATEST NEWS

THE DEADLINE for the Millennium 
Development Goals (MDGs) is 2015. 
As the debate picks up on what shape 
the post-2015 development framework 
should take, the HLSP Institute 
summarises some of the discussions. 

A successful ‘formula’, with drawbacks
The prominence given to health in the 
MDGs had several positive effects. The 
Draft Report of the Global Thematic 
Consultation on Health* lists some of 
them as: raising the profile of global 
health to the highest political level, 
increasing development assistance for 
health, and improving health outcomes. 
Crucial to the MDGs’ success was the 
fact that they were easy to understand 
and communicate. 
 Yet one of the concerns raised was 
that this ‘simplicity’ meant key health 
challenges, and broader issues such as 
equity and human rights, were left out. 
Another concern is that since the goals 
focus on aggregate national targets, 
they neglected outcomes for vulnerable 
and marginalised groups – thereby 
masking (or maybe exacerbating) 
inequities. Similarly, the application of 
universal targets meant that for some 
countries the bar was set much higher. 

The world has changed
The world is now a very different place 
from the turn of the century. The role 
of aid is being redefined, and the focus 
of global development is much less 
on low income countries, and more on 

universal and sustainable development. 
Two-thirds of the world’s poor now 
live in middle income countries, 
and although the wellbeing of many 
populations has improved, there are 
growing income inequalities, both in 
middle and high income countries. 
There are new global challenges, such 
as environmental degradation, non-
communicable diseases (NCDs), and 
the emergence (or re-emergence) of 
infectious diseases. But there is also 
increasing interconnectedness and 
stronger evidence on what works. All 
this will affect whatever framework is 
adopted post-MDGs.

Towards a new framework
Many common threads emerge from this 
initial (but broad ranging) consultation. 
One is the need to strike the right 
balance between being comprehensive 
– highlighting the links between health 
and other sectors – and setting an 
agenda that leaves countries some 
flexibility for adaptation to their specific 
contexts. Strengthening the building 
blocks of national health systems is 
seen as another priority area. 
 Although many contributions to the 
consultation focused on the issue of 
changing health priorities, there was 
also consensus that the ‘unfinished 
business’ of the current health MDGs 
should continue to feature prominently 
until progress is made.
 Some contributors called for a 
different approach to address the 

growing burden of NCDs, which will 
mean managing people with chronic 
disabilities or multiple co-morbidities. 
It is also recognised that a long list 
of goals covering each priority health 
concern would be unwieldy and 
impractical. Hence many contributors 
argue that the post-2015 framework 
should prioritise people not diseases, 
with broader, more holistic goals. Three 
types of goals currently appear to have 
most support: maximising healthy life 
expectancy; universal health coverage; 
and a set of MDG-like health goals. The 
debate is set to continue in the lead up 
to the UN General Assembly Special 
Session in September 2013. 
 HLSP continues to contribute to the 
process. 
 Contact: linda.westberg@hlsp.org 

*  Published in April 2013. This article presents a 
selection of issues raised by the consultation 
Available here: www.worldwewant2015.org/health

CONTRIBUTING TO THE DISCUSSION
Through the AusAID Health Resource 
Facility, we have prepared two internal 
briefing papers: one to inform Australia’s 
position on the Post-2015 Development 
Framework, and another on science and 
innovation in the post-MDG agenda. We 
also submitted findings to the UN Global 
Thematic Consultation on addressing 
inequalities (see back page).

WHAT NEXT FOR  
THE MDGS?
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THE ASIA PACIFIC REGION is home 
to a diverse group of countries, all of 
which are undergoing social, economic 
and political change – in many cases 
at a rapid velocity. Clare Dickinson and 
Dan Whitaker give us a preview of their 
forthcoming discussion paper, which 
analyses evolving health financing 
issues and donor engagement in this 
transforming region.
 A decade and a half of continual 
economic growth in the region has 
propelled once low income countries, 
such as Indonesia and Vietnam, to 
middle income status. Several hundreds 
of millions have been lifted from poverty. 
But inequality remains evident, based on 
where people live, their ethnicity, gender 
or age. Sixty per cent of the world’s poor 
now live in five populous middle income 
countries including China and Indonesia. 
The region also contains small and 
remote entities, such as Niue island, 
with not much more than a thousand 
inhabitants. There are countries too, 
such as Papua New Guinea and Timor-
Leste, where governance and institutions 
are so weak that they can fairly be 
labelled ‘fragile states’. Amid relentless 
economic growth, the development 
agenda remains very much unfinished. 

Health status transition
There is great diversity of both health 
status and health systems across and 
within countries. But each country 
is moving at its own pace through 
a demographic and epidemiological 
transition. National mortality rates are 
falling, followed by fertility rates, leading 
to the prospect of declining working 
age populations. This gives many 
countries a ‘window’ in which there 
are enough surplus savings to finance 
major expansions of the welfare state 
and perhaps universal quality health 
care coverage. Later, with life expectancy 
rising strongly, the ratio of workers to 
dependent elderly citizens will turn 
negative and bring major fiscal challenges. 
 Generally, the traditional diseases 
of the region – such as malaria, 
tuberculosis – and dangers surrounding 
maternity and early childhood are being 
overcome. In their place, incidence of 
non-communicable diseases (NCDs) is 
rising quickly along with higher incomes, 
less healthy diets, lack of exercise, 
tobacco, alcohol and unprecedented old 
age. NCDs such as diabetes and heart 
disease are far more costly to treat, and 
require integrated primary and specialist 
care that was not previously as important. 

PREPARING FOR CHANGE IN ASIA PACIFIC

A region on the move – countries such as Vietnam have rapidly transitioned to 
middle income status
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In some of the poorest countries, NCDs 
are becoming common alongside 
communicable diseases, subjecting them 
to a double burden. At the same time, 
SARS, bird flu and the recent outbreak 
of a new type of flu in China highlight 
the danger of emergent infections. 
 Many countries in the region are 
reforming their health sectors, often 
with hybrids of tax-funding and 
social health insurance. Expansion 
of coverage is proving to work best 
where there are specifically targeted 
subsidies. The share of health care 
which is publicly funded varies greatly 
– just 12% in Myanmar, but over 90% 
in most Pacific island states. However 
classification is often challenging as 
innovative public-private partnerships 
are more frequently tried.

Donor-led funding priorities
External aid flows to the region follow 
donor priorities, such as a strong bias 
towards communicable diseases, and 
neglect of NCDs. While overall aid flows 
are broadly constant, there is important 
change taking place within the total. In 
2010, Cambodia and Solomon Islands 
received more than six times the 
amount of per capita health aid than a 
decade earlier, however for Fijians the 
figure remained the same. 
  Aid from the traditional OECD donors, 
with their stuttering economies, is 
expected to decline. Meanwhile new, 
economically faster growing donors 
– China, Korea, the Gulf States – are 
stepping up their activities. But the 
engagement that the new development 
partners offer may be quite different 
from that of their traditional 
counterparts. 
 The forthcoming paper will discuss 
key challenges facing the region and 
the implications for future health care 
financing, health systems and donor 
engagement. 

The paper has been accepted for 
a session on government financing 
for health care at the International 
Health Economics Association (iHEA) 
congress in Sydney in July, and will 
be published on the HLSP website. 
Contact: institute@hlsp.org

MORE INFORMATION ONLINE SOON
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AS INITIAL FUNDING for the Solomon 
Islands’ health sector wide approach 
(SWAp) ended in June 2012, the HRF 
provided support to AusAID and the 
Ministry of Health to plan a second 
phase of funding (2012–2016). Support 
included a review of current SWAp 
partner coordination mechanisms, 
an independent assessment of the 
delivery strategy and in-country 
support on how to implement the 
next phase of the SWAp.

GLOBAL ROUND UP

TOWARDS A HEALTHIER ASIA PACIFIC 

TONGA
HEALTH PROMOTION 

SOLOMON ISLANDS
SECTOR WIDE SUPPORT

FOUR OF THE FIVE most common 
causes of death in Tonga are non-
communicable diseases (NCDs) such as 
diabetes, heart disease, stroke and lung 
disease. The HRF has been providing 
ongoing support to the Tongan Ministry 
of Health to adopt a health promotion 
approach to preventing these diseases.
 In 2011, the HRF provided mentoring 
and training to support the roll out 
of a strategic health communication 
approach across the government’s four 

national NCD subcommittees relating 
to NCD risk factors: tobacco control, 
alcohol misuse, healthy eating and 
physical exercise.
 More recently, the HRF has worked 
with the Ministry of Health to develop 
its health promotion strategy as it 
tackles lack of physical exercise, 
unhealthy eating and high consumption 
of alcohol and tobacco. The strategy 
includes a community mobilisation 
component and mass media campaign.

Walk against diabetes in Naura – we have been supporting AusAID’s work to combat non-communicable diseases and 
improve health and fitness in the Pacific
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IN THE PAST THREE YEARS, 
AUSTRALIA HAS PROVIDED OVER 
£1 BILLION in overseas development 
assistance in health, mainly in the 
Asia Pacific region. Through our 
management of the AusAID Health 
Resource Facility (HRF) we are helping 
to drive a more efficient return on this 
investment. 

 The HRF provides AusAID staff at central 
and country level with high quality expertise 
and analysis across the full spectrum of 
health topics. Through our assignments, 
we have contributed to health strategy 
and policy development, and design, 
implementation and review of AusAID’s 
country and regional programmes. We also 
deliver activities which build the capacity 

of AusAID staff. These pages describe 
just a few of the ways in which we’ve 
helped AusAID to improve performance 
in the health sector since 2009.

Contact: jackie.mundy@hlsp.org
Visit: www.ausaidhrf.com.au

MORE INFORMATION ONLINE
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TIMOR-LESTE
SUPPORTING FUTURE 
PROGRAMMING 
FROM 2014, AUSAID WILL 
IMPLEMENT A NEW PROGRAMME 
which aims to improve the health 
and nutrition of women and children 
in Timor-Leste. Leading up to this 
critical time, the HRF has been 
providing vital support in evaluation, 
analysis, policy advice and strategy. 
 This support included facilitating 
the team’s planning process and 
the provision of essential support 
to the consolidation and re-design 
of two major AusAID programmes. 
The first is a multi donor trust fund 
which is supporting the Ministry of 
Health to deliver its National Health 
Sector Strategic Plan. The second is 
building in-country capacity of basic 
secondary care services, particularly 
aimed at improving the health of 
women and children. The HRF is also 
supplying a three member Technical 
Advisory Group, providing strategic, 
high level advice and guidance to this 
programme. 

ASIA PACIFIC
AVOIDABLE BLINDNESS
AVOIDABLE BLINDNESS, caused 
by conditions such as cataract, 
glaucoma and trachoma, is an 
important cause of disability in the 
Asia Pacific region. In developing 
countries, many of the causes of 
avoidable blindness can be linked 
to poverty, for example as a result 
of malnutrition and limited access to 
health services.
 In support of AusAID’s long-term 
engagement on low vision and 
avoidable blindness, the HRF has 
carried out a number of pieces 
of work. These have included a 
discussion paper on opportunities for 
integrating eye health into broader 
health systems strengthening and an 
analysis of the drivers of avoidable 
blindness, stakeholders involved and 
intervention options. 

AUSAID HEALTH RESOURCE FACILITY (HRF)

ASIA PACIFIC
WORKING WITH AUSAID TO 
FIGHT MALARIA
RESISTANCE TO ANTIMALARIALS 
is a growing problem in South East 
Asia. Artemisinin-based combination 
therapies have been used to combat 
drug resistance, however there is 
now evidence of reduced sensitivity 
to these drugs in the Greater Mekong 
Sub-region – covering Cambodia, 
China, Lao PDR, Burma, Thailand, and 
Vietnam. Resistance to other malaria 
drugs also started in this region and, 
unless contained, artemisinin resistance 
could have catastrophic consequences 
for the effectiveness of treating malaria 
around the globe. 
 In 2011, the HRF undertook an 
analysis of current strategic frameworks, 
epidemiological data and technical and 
programme responses to artemisinin 
resistant malaria in the Greater Mekong 
Sub-region. This was a cutting edge 
piece of analysis, which drew attention 
to an emerging health threat of global 
significance. A range of partners were 
involved in funding and/or contributing 
to the analysis, which helped build a 
coalition of support for addressing the 
issue of artemisinin resistance. 
 The report also helped draw attention 
to the need to build high level political 
support for containing artemisinin 
resistance across the Asia region. 
This was an important driver for the 
ministerial meeting on malaria in Asia 
Pacific – ‘Malaria 2012’ – hosted by 
Australia in Sydney last October. 
 The HRF provided strategic support 
to AusAID before and during the Malaria 
2012 conference. This included producing 
five background issues papers (which 
provided the evidence base for policy 
discussions), presentations and inputs 
to the final ‘consensus document’. At the 
conference, Asia Pacific regional leaders 
agreed to strengthen and coordinate the 
response to the disease and Australia 
committed AU$100 million in funding over 
the next four years to help reduce death 
and illness from malaria in the region.
 To read the background issues paper 
for the Malaria 2012 conference visit: 
www.malaria2012conference.com/
materials.php

PACIFIC
PACIFIC HEALTH 
DEVELOPMENT AGENDA

The HRF went beyond what 
was required by the service 
order to provide proactive 
intellectual and organisational 
support. This led not only 
to better quality outcomes 
but also saved significant 
management time.
 
Anna Gilchrist, Health Policy 
Manager, Pacific Division, AusAID

AUSAID IS SUPPORTING PACIFIC 
COUNTRIES to shape the future of 
their health systems in order to meet 
the health MDGs and pursue the 
Healthy Islands vision. The HRF has 
been supporting AusAID as it finalises 
its Pacific Health Development 
Agenda – a document which frames 
AusAID’s health investment in the 
Pacific. The HRF facilitated an 
internal and external consultation, 
feeding the results into a draft of the 
agenda which AusAID could then 
finalise. The HRF was also asked to 
run a workshop for AusAID’s Pacific 
health team, which aimed both to 
enhance participants’ knowledge 
of a range of health topics and 
update them on the new agenda’s 
implementation priorities.

COUNTRIES WHERE THE  
HRF WORKED IN 2012

17

3400
HEALTH SPECIALIST  
DAYS PROVIDED IN 2012
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HLSP
WORKING TO IMPROVE 
WORLD HEALTH
HLSP provides technical assistance 
in the health sector, and programme 
management and policy advice to 
international agencies and national 
governments in developing countries. 
Our expertise ranges from health 
systems strengthening to cross-cutting 
issues related to aid effectiveness.
 We have experience working with 
both the public and non-state sector 
and in fragile states. Our services are 
tailored to reflect not only our client 
needs but also those of the country in 
which we are working.
 Through the HLSP Institute, we 
share our knowledge and experience 
and contribute to policy and debate on 
global health issues and development 
practice.
 HLSP is supported by an in-house 
team of technical specialists and 8000 
external consultants offering a broad 
range of health sector skills including 
health policy and planning, sector 
financing, governance, gender, and 
capacity development.

CONTACT US
HLSP head office
10 Fleet Place
London
EC4M 7RB
United Kingdom

t +44 (0)20 7651 0302
e enquiries@hlsp.org
w www.hlsp.org

Follow us on Twitter @HLSPtweets

HLSP is a member of the 
Mott MacDonald Group.

Compass Issue 16, May 2013
Printed on 80% recycled  
20% sustainably sourced paper
Previous issues are available at: 
www.hlsp.org/compass
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Mothers matter – Malawi has made impressive progress in achieving equity in 
skilled birth attendance

Contact: john.james@hlsp.org  
Visit: www.hlsp.org/Home/
Resources/EquityinSBAMalawi.aspx

MORE INFORMATION ONLINE

ACHIEVING EQUITY IN SKILLED 
BIRTH ATTENDANCE (SBA) is crucial 
to attaining the maternal health MDG. 
Malawi has made impressive progress 
in this area: between 2006 and 2010, 
SBA increased from 54% to 71% 
nationally. HLSP was asked by UNFPA 
to investigate the practices and factors 
that contributed to Malawi’s increasingly 
equitable provision of SBA.

Policies for equity
Malawi’s success is underpinned by its 
supportive policy environment. Since 
1999, the government has focused on 
providing universal health care through 
a free essential health package (EHP). 
The 2005 Road Map for Accelerating 
the Reduction of Maternal and Neonatal 
Mortality outlined clear strategies and 
an implementation plan to improve 
maternal and newborn health. In addition, 
equity is the principal focus of the 2011– 
2016 Health Sector Strategic Plan.
 The 2004–2010 health sector-wide 
approach (SWAp) has also been an 
enabling factor. Not only did it attract 
additional finance, it was instrumental 
in providing an effective, coordinated 
approach to improving health care 
delivery and implementation of the 
EHP. Malawi’s ongoing decentralisation 
process has also meant that many 
district health offices now have the 
funds to provide health services 
appropriate for the local situation.

Community uptake
In three districts, a pilot programme 
trained health surveillance assistants 
and village health committees working 
with pregnant women, which resulted 
in 92% of women attending facilities 
for deliveries. The programme has now 
been rolled out nationally.
 Between 2004 and 2009, numbers 
of nurse midwives increased by 39%. 
The SWAp-financed Emergency Human 
Resource Programme has addressed 
recruitment, deployment (through incentive 
schemes) and in-service training for nurse 
midwives, particularly in rural areas.
 The Ministry of Health is establishing 
partnerships with private providers such 
as the Christian Health Association of 
Malawi (CHAM) to provide SBA. In rural 
areas, CHAM provides all maternity 
services free of charge under the EHP. 
This initiative accounted for 17% of all 
facility-based deliveries in 2010.
 Despite being one of the poorest 
countries in the world, Malawi has 
achieved considerable success in 
increasing equitable SBA. These findings 
were submitted to the UN Global Thematic 
Consultation on addressing inequalities.


