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Foreword 
The Government of Malawi is committed to improving health 
and livelihoods in Malawi through community health – the 
provision of basic health services in rural and urban 
communities with the participation of people who live there.  
Historically, Community Health has significantly contributed to 
improvements in Malawi’s health outcomes in particular 
attainment of MDG4. However, the community health system 
faces resource constraints and inconsistencies around quality 
of service – which negatively affect health outcomes. 
 

Recognising the importance of community health and the 
opportunity to address these challenges, the Ministry of 
Health (MoH) has developed the country’s first National 
Community Health Strategy (NCHS) for the period of 2017-2022. This strategy has been 
developed in collaboration of all partners and stakeholders in line with existing policies and 
the Health Sector Strategic Plan (HSSP II).  
 This NCHS is intended to play an expansive role in ensuring that health services are accessible 
and patient-centred to achieve significant impact not just over the course of the next five 
years, but for a generation. Several consultations with various stakeholders, partners, civil 
society, and organizations across the health system, local government, other government 
departments, and communities highlighted community health’s issues, priorities and 
interventions.  
 

The core business of the NCHS is to ensure quality, integrated community health services 
which are affordable, culturally acceptable, scientifically appropriate, and accessible to every 
household through community participation. This strategy focuses on multiple areas such as 
integration of health services; community engagement; sufficient and equitable distribution 
of well-trained community health workforce; sufficient supplies, transport, and 
infrastructure, and more. This will contribute effectively to the attainment of national and 
international goals in particular Sustainable Development Goals (SDGs) 3 of Universal health 
coverage. 
 

The NCHS is more than a strategy. With a stronger community health system, we can all 
contribute to improved livelihoods for all people in Malawi. I, therefore, call upon all 
programme managers, donors, development partners, and implementing partners to take 
this strategy as the core document of reference for planning, implementing and evaluating 
community health services and for mobilizing resources and health financing, as it reflects the 
MoH’s aspiration for attainment of national and international health goals by improving the 
lives for all the people of Malawi. 

  
 
 
Honourable Dr. Peter Kumpalume, MP 
Minister for Health 
July 2017 
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Executive summary 
Community health –the provision of basic health services in rural and urban communities 
with the participation of people who live there – is essential to improving health and 
livelihoods in Malawi. Community health activities have contributed to historical 
improvements in Malawi’s health outcomes, especially for women and children, such as the 
decline in child mortality and malaria fatality rates. Going forward, community health will 
help Malawi to achieve its commitment to the Sustainable Development Goals (SDG); in 
particular, SDG 3 on universal health coverage. Therefore, building a strong community 
health system is core to Malawi’s development agenda. 
 
Malawi’s community health system faces resource constraints and inconsistencies around 
quality of service – which negatively affect health outcomes. Malawi has a shortage of at 
least 7,000 community health workers (CHWs), and existing CHWs are unevenly distributed 
across the country. Community health workers also face challenges related to lack of clarity 
on their roles and tasks, inadequate training and supervision, and limited access to transport. 
Communities experience frequent stock-outs of medicines and lack sufficient infrastructure 
(e.g., health delivery structures). Moreover, planning and implementation gaps are common 
due to ongoing challenges with decentralisation; inadequate institutional coordination, 
especially between government and partners; fragmented data collection; and lack of 
sustained community engagement. These challenges contribute to adverse health outcomes 
across the country; for example, life expectancy remains low at 61 years and the maternal 
mortality rate is high at 439 per 100,000 live births. 
 
Recognising the importance of community health and the opportunity to address these 
challenges, the Ministry of Health (MoH) has developed the country’s first National 
Community Health Strategy (NCHS) for the period of 2017-2022. The Community Health 
Services (CHS) Section has led this work in coordination with the Department for Planning 
and Policy Development (DPPD). The NCHS ties into the Health Sector Strategic Plan (HSSP II), 
which underscores primary health care and community participation as core principles. 
Extensive consultation guided the development of the NCHS: over 500 stakeholders across 
the health system, local government, and communities helped to highlight strengths and 
challenges, identify and prioritise key issues and activities, and develop the implementation 
plan. 
 
The vision of the NCHS is to improve the livelihoods of all people in Malawi. The mission is 
to ensure quality, integrated community health services are affordable, culturally acceptable, 
scientifically appropriate, and accessible to every household through community 
participation – in order to promote health and contribute to the socio-economic status of all 
people in Malawi. By 2022, the NCHS aims to contribute to achievement of two health 
outcome targets aligned with the HSSP II: a 25% decrease in the under-five mortality rate 
(U5MR)from 64 to 48 per 1,000live births and a 20% reduction in the maternal mortality ratio 
(MMR) from 439 to 350 per 100,000live births. 
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To achieve these goals, the NCHS defines a new community health system for Malawi. 
Within this system, community health refers to a package of basic preventive, promotive, 
curative, rehabilitative, and surveillance health services delivered at the community level 
with the participation and ownership of rural and urban communities. This package consists 
of the community components of the Essential Health Package (EHP), as defined by HSSP II, 
and CHWs will deliver these services through an integrated approach. For the NCHS, 
integration is defined as the coordinated delivery of multiple health interventions as well as 
interventions from other sectors that improve health outcomes. Integration will take place at 
the point of care, which helps to improve health system efficiencies, reduce fragmentation, 
and increase access to care. Other key features within the community health system include a 
team-based structure for CHWs, strengthened supervision, reinforced community structures 
(e.g., Village Health Committee, Community Health Action Group), and enhanced 
coordination led by the CHS Section and district-level Community Health Officers. Overall, the 
NCHS outlines the aspirations for how the community health system should function and puts 
in place processes and activities to achieve these goals. 
 
The NCHS also sets six strategic objectives for the community health system – each with an 
ambitious target and interventions to implement by 2022: 

1. Health services delivery: Deliver the Essential Health Package at community level 
through integrated services provided by CHWs in Community Health Teams(CHTs). Key 
interventions to achieve this goal include scaling up integrated delivery of the EHP at 
community level and rolling out CHTs with clear job descriptions for all CHW cadres. The 
target for 2022 is that 75% of HSAs deliver the majority of the community components of 
the EHP. 

2. Human resources: Build a sufficient, equitably distributed, well-trained community 
health workforce. Key interventions to achieve this goal include recruiting additional 
CHWs; promoting equitable geographical distribution of CHWs; and providing high-quality, 
integrated pre-service and in-service training to all CHWs. The target for 2022 is that 
Malawi reaches 74% of its policy recommendation for the ratio of trained HSAs to 
members of the population(~15K HSAs and ~1.5K SHSAs) and that 75% of HSAs and SHSAs 
are residing in their catchment areas. 

3. Information, communication, and technology: Promote a harmonised community health 
information system with a multi-directional flow of data and knowledge. Key 
interventions to achieve this goal include harmonising data management practices; 
exploring integrated mHealth solutions for CHWs; training all CHWs in the CHT on ICT and 
data management; and launching two-way feedback and data review systems between 
communities and the health system. The target for 2022 is that 75% of HSAs are reporting 
using the standardized village health register and that 50% of CHTs are using mHealth for 
integrated service delivery, data collection, and supervision. 

4. Supply chain and infrastructure: Provide sufficient supplies, transport, and infrastructure 
for CHWs in the CHT. Key interventions to achieve this goal include construction of Health 
Posts (Integrated Community Health Service Delivery Structures) and CHW housing units 
in hard-to-reach areas; procurement and distribution of durable, high-quality bicycles and 
motorcycles to CHWs; and scale-up of electronic supply and drug management to cover all 
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of community health. The 2022 target is that 95% of HSAs have a high quality, durable 
bicycle and that 900 Health Posts are operational and supporting integrated community 
health service delivery in hard to reach areas. 

5. Community engagement: Strengthen community engagement in and ownership of 
community health. Key interventions to achieve this include generating support for 
community health (e.g., launching national community health day); building the capacity 
of prioritised community structures (e.g., VHCs, CHAGs, and HCACs), and rolling out 
enhanced social accountability mechanisms at community level (e.g., scorecards).The 
2022 target is that 70% of Village Health Committees (VHCs) are meeting regularly on a 
monthly basis to support community health activities and that 70% of CHAGs and HCACs 
are active. 

6. Leadership and coordination: Ensure sufficient policy support and funding for 
community health and that community health activities are implemented and 
coordinated at all levels. Key interventions to achieve this goal include scaling up the 
coordinating function of the CHS Section at the national level; recruiting a Community 
Health Officer for each district; strengthening community-level coordination through 
CHAGs and CHTs; and hosting regular coordination meetings between stakeholders at all 
levels. The target for 2022 is that community health actors will have completed 80% of all 
agreed-upon coordination activities and milestones. 

The five-year implementation plan provides in-depth information on all recommended 
activities.  

In addition, six cross-cutting guiding principles – integration, community leadership, equity, 
gender quality, learning, and transparency and accountability – will underpin the success of 
the NCHS. The first two principles help ensure that existing programmes and initiatives 
related to community health leverage partnerships and integrate seamlessly across sectors, 
and that community members have ownership and remain accountable for the health of their 
populations. The principles of equity and equality demand that all Malawians receive high-
quality care from a community health system that promotes gender equality. The NCHS 
promotes continuous learning and course correction based on strengthened monitoring and 
evaluation efforts. While transparency and accountability are vital to maintaining the trust 
and commitment of all stakeholders. These principles are relevant across the full community 
health system and all NCHS strategic objectives. 
 
Over the next five years, implementation of the NCHS will require coordinated efforts from 
all actors working in the community health system. Implementation will take place across 
two phases that recognise the necessity of strengthening the foundational elements of the 
community health system before launching and scaling activities. Phase 1 will focus on setting 
the community health system up for success by clarifying guidelines and reinforcing 
structures. In parallel, implementation of high-impact activities, including procuring transport 
for CHWs, rolling out CHTs, recruiting CHWs, and setting up coordination mechanisms at all 
levels, will commence. Phase 2 will focus on scaling activities from Phase 1 and implementing 
additional activities, including: training CHWs on integrated service delivery, ensuring full 
rollout of the EHP and access to supplies, and constructing CHW housing units, among others. 
M&E will take place at every stage of implementation. 
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The CHS Section of the MoH is responsible and accountable for the successful 
implementation of the NCHS – and must have sufficient resources to carry out this 
mandate. Specific roles of the CHS Section include coordination and planning across 
programmes; development of policies and guidelines; monitoring adherence to policies and 
guidelines; overarching management of CHTs, and support for community structures (VHCs, 
CHAGs, HCACs, etc.). To fulfil these roles, the CHS Section will require predictable financial 
resources and additional human capacity, with the goal of reaching nine full-time employees 
(FTE) by the end of the five-year strategy. Effective programme management also hinges on 
dedicated coordination efforts from all actors in order to ensure efficient use of resources 
and consistency across the community health system.  
 
The total cost of providing high-quality community health services to all people in Malawi 
from 2017-2022 is estimated at $407 million, or about $3.9 in recurrent costs per Malawian 
each year by year 5. Annual costs will increase each year as Malawi scales up the number of 
CHWs and CHTs and associated supervision and training. CHW salaries, EHP commodities and 
supplies, and infrastructure account for the majority of costs – 30%, 20%, and 20%, 
respectively. Start-up costs (e.g., construction of Community Health Service Delivery 
Structures) total $117 million (29%), whereas year-by-year recurrent costs reach $79 million 
by year 5. Financing the NCHS will require support from government, donors, partners, and 
the private sector.  
 
Overall, the NCHS will transform the community health system and create enormous 
returns for Malawi: the NCHS can save over 9,000 child lives each year, generate at least a 
5:1 economic return on investment, empower communities and women, and prevent and 
mitigate global health security crises. 
 
The NCHS document is structured as follows: Chapter 1 introduces community health in 
Malawi and Chapter 2 summarises the process to develop the NCHS. Chapter 3 presents the 
national community health strategy and includes the vision, mission, guiding principles, 
strategic objectives, and interventions by thematic area to reach these objectives. Chapter 4 
provides a detailed overview of the structure of the new Malawi community health system 
which is essential to achieving the strategic objectives. Chapter 5 summarises the five-year 
implementation plan and resource requirements. Chapter 6 describes NCHS programme 
management – including how the CHS Section will collaborate with stakeholders. Lastly, 
Chapter 7 lays out a provisional M&E plan and targets. The annexes provide additional detail 
on the implementation plan, costing, and an overview of the findings from the NCHS 
Situation Assessment and stakeholder consultations. 
 

 
The NCHS is more than a strategy: with a stronger community health 
system, we can all contribute to improved livelihoods for all people in 

Malawi. 
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Chapter 1: Introduction 

1.1 Background 
Malawi is a landlocked country with a population of nearly 17 million people – which is 
estimated to surpass 20 million in the next five years1. Malawi has 28 administrative 
districts, which are further divided into traditional authorities (TA) and villages, the smallest 
administrative unit. Malawi’s economy has expanded over the past 30 years, with real GDP 
growth estimated at 2.9% in 2016. It remains predominantly an agricultural country, with 
agriculture, forestry, and fishing contributing 28% of GDP. Currently, GDP per capita is 
approximately $380, and given that inflation and population growth currently outpace 
economic growth, average living standards are falling. In 2010-11, 29% of households lived 
under the international poverty line of $2 per day. Poverty remains particularly prevalent in 
rural areas, where over 14 million people –more than 80% of the population – live. 
 
Despite recent achievements, Malawi has not yet achieved optimal health outcomes. Life 
expectancy remains low at 61 years. Over half of the country’s total disability-adjusted life 
years are a result of the top four leading causes– HIV/AIDS, lower respiratory infections, 
malaria, and diarrheal diseases. Malawi has reduced its child mortality rate, leading to 
achievement of Millennium Development Goal (MDG) 4. However, other indicators remain 
stagnant or even face declines. For example, the percentage of facilities able to deliver 
Malawi’s essential health package (EHP) fell from 74% in 2011 to 52% in 2015. Therefore, 
fewer people are accessing critical health services. 
 
The Malawi health sector operates under a decentralised system guided by the Local 
Government Act (1998). The Act delegates authority and funding from central government 
ministries to district assemblies, who guide health sector planning, budgeting, procurement, 
and service delivery at district and community levels. At central level, the Ministry of Health 
(MoH) sets strategic direction and formulates sector-wide governing policies. 29 district 
health offices oversee services provided in and outside of the district hospital. Five Zonal 
Health Support Offices (ZHSOs) provide technical support to districts in planning, delivery, 
supervision, and monitoring of health services. In total, the percent of government 
expenditure going toward public health averaged 10.4% from 2012-13 to 2014-15, well below 
the Abuja target of 15%. Therefore, donors have contributed the majority of resources for the 
health sector in recent years.  
 
The decentralised system has four tiers of service delivery: community, primary, secondary, 
and tertiary. Community services include those delivered through community initiatives, 
village clinics/health posts, and community health workers. Primary includes dispensaries, 
maternity facilities, health centres, and community and rural hospitals. District hospitals 
deliver secondary-level inpatient and outpatient services and serve as referral facilities for 
the primary level of care. At tertiary level, central hospitals serve as referral facilities for the 

                                                            
1All information in this section comes from the HSSP II, the NCHS Situation Assessment, and the Malawi Demographic Health 
Survey; please refer to these documents for sources. 
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district hospitals and provide additional services in their regions. Central hospitals also have 
the mandate to offer professional training, conduct research, and provide support to the 
districts. While the Ministry of Local Government and Rural Development (MoLGRD) is 
responsible for health care service delivery at community, primary and secondary levels, the 
MoH remains responsible at tertiary level. 
 
Community-based primary care is gaining prominence in Malawi and many other countries. 
Globally, community-based primary healthcare is critical to achieving the global health 
milestones put forward by the Sustainable Development Goals (SDGs). SDG 3 aims to ensure 
healthy lives and promote well-being for all ages by 2030, including the target to achieve 
universal health coverage by 2030. Other SDGs focused on poverty, hunger, education, 
gender equality, and water and sanitation also imply ambitious goals for the health sector2. 
Overall, the SDG targets related to health have a much broader scope than the health-related 
MDGs 4 and 5. Achievement of these goals therefore demands comprehensive approaches 
that focus on strengthening health delivery systems – including community health. CHWs 
help fight the top killers of mothers and children; build capacity to handle the growing 
burden of non-communicable diseases; and help prepare for and respond to health 
emergencies 3 . Many countries – including Ethiopia, Nepal, and Brazil – have seen 
transformative results from strengthening their community health systems. In Liberia, CHWs 
played a critical role in responding to the Ebola crisis. This success has resulted in an increase 
in number of funders of and organisations working in community health. Recognising this 
potential, many global efforts are underway to strengthen community health systems. These 
include the One Million Community Health Workers Campaign and the Financing Alliance for 
Health. 

1.2 Community Health in Malawi 
In Malawi, community health refers to the provision of basic health services in rural and 
urban communities with the participation of people who live there. Formal community 
health workers (CHWs) have existed in Malawi since the 1970s, when Malawi established 
Cholera Assistants following an outbreak of cholera. The MoH later changed the cadre of 
Cholera Assistants to Health Surveillance Assistants (HSAs), with their job description focusing 
more on prevention and promotion services than curative services. However, the MoH has 
relied heavily on task shifting to HSAs as one way of addressing human resource gaps and 
promoting equity in access to health services. Therefore, many HSAs have taken on more 
tasks and curative services without adequate supportive supervision. Today there are several 
cadres of CHWs employed by the government, including: HSAs, Senior HSAs (SHSAs), 
Community Health Nurses (CHNs), Community Midwife Assistants (CMA), and Assistant 
Environmental Health Officers (AEHOs). HSAs and SHSAs alone make up over half of the 
MoH’s+17,000 health workers and continue to play a fundamental role in extending access to 

                                                            
2These include Goal 1 on poverty; Goal 2 on hunger, food security, nutrition, and sustainable agriculture; Goal 4 on quality 
education; Goal 5 on gender equality; and Goal 6 on water and sanitation 
3 Strengthening Primary Health Care through Community Health Workers: Investment Case and Financing Recommendations, 
2016 
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healthcare to all people in Malawi. Malawi also has an active network of Community Health 
Volunteers (CHVs) 4. 
 
Community health is essential in improving health and livelihoods. 84% of the population 
lives in rural areas, 24% do not live within five kilometres of a health facility, and only 4% of 
rural households have access to electricity. Fifty six percent (56%) of Malawian adult women 
cite distance to health facility as a key barrier to health access when they are sick5. 
Community health therefore connects millions of people to the health system. Moreover, 
community-level interventions are critical in fighting the top four leading causes of illness – 
HIV/AIDS, lower respiratory infections, malaria, and diarrheal diseases – which together 
account for over half of the country’s disability-adjusted life years (DALYs) 6. For example, 
integrated community case management (iCCM) programmes in Malawi rely exclusively on 
HSAs; HSAs often conduct immunisations; and HSAs can test for HIV. Going forward, CHNs 
will be able to distribute ARVs and actively monitor HIV patients. Community health also 
saves money: one study in Malawi found that community-based management of acute 
malnutrition is more cost-effective than facility care7. Overall, delivery of many life-saving 
health services would not be possible without Malawi’s strong network of CHWs. 

 
Although community health activities have underpinned many historical improvements in 
Malawi’s health outcomes, further progress is needed. Despite recent improvements in 
infant and under five mortality, household sanitation practices, and malaria case fatality 
rates, many community health challenges remain. For example, the maternal mortality rate 
of 439 deaths per 100,000 live births8 is significantly higher than the SDG goal of 70 per 
100,000 live births; immunisation rates for children aged 12-23 declined from 81% to 76% 
between 2010 and 2015; and only 43% of children sleep under insecticide-treated mosquito 
nets9. Moreover, the community health system continues to face significant resource 
constraints and inconsistencies around quality of services. Notably, Malawi needs 7000+ 
more HSAs to meet the Malawi policy recommendation of 1 HSA per 1000 people, and only 
51% of current HSAs reside in their catchment areas10. Improving health in Malawi hinges on 
addressing these challenges. 
 
Looking forward, a strengthened community health system will advance the strategies of 
the Health Sector Strategic Plan (HSSP) II, decentralisation, and other national programmes. 
These efforts include health promotion, water and sanitation, nutrition, disease surveillance, 
community-based family planning, IMCI, childhood tuberculosis, HIV/AIDS, and EPI – all of 

                                                            
4 Per the Guidelines for Management of Community Health Volunteers in the Health Sector in Malawi, CHVs are “individuals who 
willingly offer their time, skills and knowledge to work with the communities to improve the health status of the communities 
they reside in without expecting financial remuneration.” 
5 National Statistical Office (NSO) [Malawi] and ICF. 2017. Malawi Demographic and Health Survey 2015-16. Zomba, Malawi, and 
Rockville, Maryland, USA. NSO and ICF. 
6 Institute for Health Metrics and Evaluation, Global Burden of Disease Study: GBD Results Tool, 2015 
7 Health Policy and Planning, “Cost-effectiveness of community-based management of acute malnutrition in Malawi,” 2011 
8 Estimate is from the past seven years; Malawi Demographic and Demographic and Health Survey Health Survey, 2015-2016 
9National Statistical Office (NSO) [Malawi] and ICF. 2017. Malawi Demographic and Health Survey 2015-16. 
Zomba, Malawi, and Rockville, Maryland, USA. NSO and ICF. 
10 National Integrated Community Case Management, Malawi Micro-planning report, 2015 



National Community Health Strategy 2017-22 
 

4 
 

which rely on the community health system and CHWs for delivery of life-saving 
interventions. The HSSP II underscores community-based primary health care and community 
participation as core principles across the eight HSSP II strategic objectives – and defines the 
package of services to be delivered at community level. Community health will in turn impact 
progress within the broader frameworks of the National Health Policy (2017-2030) and the 
Malawi Growth and Development Strategy III (MGDSIII). 

1.3 Rationale for the NCHS 
Against this backdrop, the National Community Health Strategy (NCHS) aims to achieve 
Malawi’s health and development goals by setting a five-year agenda for community 
health. This includes laying out key actions necessary to create a more scientifically and 
culturally acceptable, sustainable, integrated, and efficient community health system. 
Specifically, the NCHS seeks to: 

 Build consensus on integrated community health to unite stakeholders from multiple 
sectors around a unified plan. This consensus includes the vision and mission of 
community health, the priority issues, the solutions and activities, and its role as part 
of the HSSP II.  

 Identify gaps in support for community health so that the MoH and partners can 
target where further resources and support are needed. This includes examining 
existing guidelines and policies, knowledge and skills in the community health 
system, and other resources (e.g., human, materials, and infrastructure).  

 Establish standards to ensure consistency and quality of all aspects of community 
health – including processes and coordination, communication, and implementation. 

 Develop an integrated implementation plan in order to translate consensus, 
resources, and ideas into action that will lead to improved community health 
outcomes. The integrated implementation plan, as detailed in Chapter 5, spans five 
years and aligns with the HSSP II. It maps key activities by responsible stakeholders 
and timeline to ensure ease of use for stakeholders at all levels of the health system.  

 Build partnerships for effective implementation in order to foster high-quality 
services and performance improvements; continuous leveraging of resources; and 
minimal duplication. 
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Chapter 2: Consultation process and findings 

2.1 Process to develop the NCHS 
Extensive consultation guided the development of the NCHS. This included an in-depth 
Situation Assessment, five Zonal Workshops, two National Workshops, two writing retreats, 
and additional one-on-one interviews and consultations throughout the process. Over the 
course of this process, 500+ stakeholders were consulted. Participants included select 
national programme representatives, Zonal Managers, DHMTs, NGOs, civil society, other 
government departments (e.g., education, agriculture, irrigation, and water development, 
gender, and media), District Commissioners, councillors, Members of Parliament (MP), local 
leaders, community members, pharmacists, HMIS officers, and HSAs.  
 
Collectively, consultations supported to: 

 Develop an initial assessment of the Malawi community health system by identifying 
strengths and challenges (Situation Assessment) 

 Identify and prioritise key issues related to community health (Zonal and National 
Workshops) 

 Identify and prioritise activities to address key issues (Zonal Workshops) 
 Make recommendations related to key issues emerging from workshops (National 

Workshops) 
 Make decisions about core components of the NCHS (Writing retreats) 
 Develop a five-year implementation plan (Writing retreats and National Workshop) 

 
Figure 18in Annex C summarises the participants, objectives, and approach for each 
consultation activity, and the section below summarises the key findings. 

2.2 Key findings from consultations 
2.2.1 Situation Assessment 
 
The Situation Assessment found that the community health system is functioning and 
playing an integral role across promotion, prevention, and curative services across the 
country. Key strengths include the existence of several policies and guidelines specific to 
community health – as well as the long-standing existence of the HSA cadre; the recent filling 
of the SHSA cadre; the licensed CHN and CMA cadres; and the AEHO cadre. Malawi also has 
an active Community Health Technical Working Group (CH TWG) to coordinate stakeholders, 
and long-term community health planning efforts are underway through the HSSP II and the 
NCHS. On the ground, several programmes (e.g., IMCI and EPI) are using community health 
data to review and improve performance, and partners contribute supplies and transport for 
CHWs. Most importantly, recognition of the value of community health is increasing across 
the MoH and partners.  
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Despite numerous strengths, many systemic challenges remain. Firstly, the community 
health system remains fragmented across different programmes and partners, creating 
problems with coordination and integration. Secondly, resources are insufficient to meet the 
existing health needs and disease burden, especially considering the extent of the population 
that is rural and/or hard-to-reach11. In total, the Situation Assessment identified +100 issues 
of varying importance that affect community health service delivery in Malawi. For additional 
detail, please see Annex C 
 
2.2.2 Zonal and National Workshops 
 
Building on the Situation Assessment, zonal and 
national workshops provided a forum where 
many important issues and proposed 
interventions related to community health were 
discussed and prioritised across six thematic 
areas. The six Thematic Areas of the Community 
Health Framework are based on the HSSP II 
Framework and the WHO Health Systems 
Framework. The six Thematic Areas are: (i) health 
services delivery; (ii) human resources; (iii) 
information, communication, and technology; (iv) 
supply chain and infrastructure; (v) community 
engagement; and (vi) leadership and coordination. 
The paragraphs below summarise key challenges 
under each Thematic Area. 
 
1. Health services delivery: High-quality service delivery is the cornerstone of a strong 
community health system. Two broad challenges with respect to health service delivery were 
prioritised: (i) limited integration of community health services at the point of care, and (ii) 
lack of clarity on roles and functions of different actors within the community health 
system12. 
 
There is inadequate clarity on which health services should be delivered at the community 
level and how they should be integrated. Vertically-based health programmes (e.g., iCCM, 
HIV/AIDs, nutrition, malaria, and immunisations); ineffective implementation of the health 
sector devolution plan; and the lack of an overarching policy at the national, district, and 
community levels to coordinate community health further exacerbate this challenge.  
 
There is also lack of clarity on how CHW cadres and relevant supporting structures (e.g., 
AEHO, VHCs) currently work together as a system, how referral works, and who is responsible 

                                                            
11 For iCCM, hard-to-reach is defined as further than 8km from a health facility. There is discussion about changing 8km to 5km 
to align with global standards. 
12 Workshop participants also prioritised lack of community engagement on matters affecting their health as a key issue, but this 
is considered in Section 4.7: Community engagement 
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for what tasks. In particular, HSAs are overburdened and have inconsistent and unclear 
responsibilities. While guidelines on the management of task shifting to HSAs exist, task 
shifting sometimes takes place with little oversight. For example, implementing partners 
sometimes add tasks to HSA workloads without coordinating with the district government. In 
addition, the linkages between HSAs and other cadres of CHWs – including community health 
nurses (CHNs) and volunteers – are weak.  
 
2. Human resources: Four key human resources challenges were highlighted:(i) a shortage of 
CHWs, particularly HSAs; (ii) uneven distribution of CHWs across Malawi; (iii) sub-optimal 
performance of CHWs due to inadequate training; and (iv) lack of incentives and clear career 
paths for CHWs.  
 
Malawi does not currently meet the recommended benchmark of 1 HSA per 1000 people. In 
addition to this shortage, HSAs are unevenly distributed across districts, and half of HSAs do 
not reside in their catchment area. While there are currently enough SHSAs to meet the 
recommended 1 SHSA to 10 HSAs ratio, they are unevenly distributed – resulting in a severe 
lack of supervision in certain districts. There are a number of underlying causes of this uneven 
distribution, including limited accommodations for HSAs in hard-to-reach areas, ease of 
transfer between districts, poor incentives to stay in hard-to-reach areas, and a lack of 
enforcement of guidelines on recruitment and deployment for HSAs.  
 
Several underlying factors reduce the effectiveness of CHW performance, including 
insufficient training and poor incentives. Given the expanded scope of work for many HSAs, 
the initial 12-week pre-service HSA training does not adequately equip HSAs with the skills 
they need. SHSAs, on the other hand, have received no dedicated pre-service training. 
Further, training is not equally distributed across CHWs, and follow-up trainings for HSAs are 
inconsistent – many of these supplementary trainings come from partners and programmes, 
and there is limited national coordination of how non-state actors are building HSA capacity. 
Finally, the lack of significant non-salary incentives across multiple CHW cadres – such as 
housing, transport, performance-based incentives, and limited career paths – sometimes 
results in demotivation. 
 
3. ICT: Communication and information management is critical in assessing health outcomes 
and health coverage, managing the workforce, tracking the quality of care delivered, and 
ensuring effective integration of service. NCHS consultation activities prioritised two 
overarching information and communication challenges: (i) a lack of integrated data 
collection tools and systems, and (ii) inaccessibility of data at the community level.  
 
Lack of integrated data collection tools results in duplicated data collection efforts from HSAs 
and therefore creates substantial workload burden. At present, HSAs are assigned over 50 
data collection forms and processes, 40 of which are expected to be completed at least 
monthly. While the Central Monitoring and Evaluation Division (CMED) has developed an 
essential indicators list, implementing partners – who have their own monitoring 
requirements – often extend this list. Poor partner coordination has resulted in duplication of 
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data systems and reporting. Therefore, many opportunities exist to reduce data collection 
time and improve integration. The MoH, through CMED, is revising the indicators and 
working to integrate information systems, including DHIS 2, iHRIS, and cStock. Further, many 
partners across Malawi are experimenting with mHealth solutions for data collection, stock 
management, and service delivery to address some of the data management challenges.  
 
Related to data management, there is limited flow of information between actors in the 
community health system. During consultations, HSAs and VHCs noted they do not receive 
feedback or readouts about the data they collect and share.  As a result, they do not feel 
ownership and/or see value in the elaborate data collection requirements placed on them. 
Further, given the absence of data, community stakeholders are unable to utilise data to 
plan, implement, or improve community health services. 
 
4. Supply chain and infrastructure: Effective community health systems require basic 
infrastructure at the community level and well-functioning supply chains. Based on 
consultations, priority challenges include (i) insufficient infrastructure, particularly clinic 
shelters and HSA housing; (ii) inadequate and low-quality transport for CHWs, and (iii) supply 
shortages due to poor supply chain management. These challenges are particularly acute in 
hard-to-reach areas and have implications for the quality of care communities receive.  
 
At present 41% of EPI outreaches are conducted under a tree, and the lack of housing 
contributes to SHSAs and HSAs residing outside of their catchment area. Similarly, limited 
transport options for CHWs impacts their ability to access communities. Some HSAs have 
bicycles, but these bicycles are not of high-enough quality and there are no clear plans for 
their maintenance and replacement.  

Numerous challenges with supply chains at the community level lead to shortages of key 
supplies. Community health workers experience regular stock-outs of critical medicines due 
to poor stock management and insufficient funds at the national level.  There is a lack of 
security and storage options for drugs at the community level, and drug mismanagement is a 
serious system-wide challenge. Finally, community supply chains are not well-integrated into 
national supply chains; for example, there is no standard supply list for HSAs – making supply 
management at the community level difficult.  

5. Community engagement: Strong community structures and community-level engagement 
are critical in ensuring successful community health programmes. Many of the current 
externally-driven, top-down processes of health policy development do not promote 
community participation in and ownership of community health. Key issues prioritised during 
consultations include: (i) insufficient community-level engagement, participation, and 
ownership of community health and (ii) lack of strong community-level structures and 
insufficient clarity on their roles and responsibilities. 
 
The community health system, as it stands, is not sufficiently accountable to the community 
in terms of monitoring, prioritisation of key health issues, and deployment and performance 
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of CHWs. For example, the community is seldom actively involved in setting health priorities. 
Vertical health programming, ineffective devolution of health to the district and community 
level, and the lack of an overarching policy at the national, district, and community level to 
coordinate community health further exacerbates this challenge. Moreover, communities are 
also not aware of the benefits of community health programmes. The lack of awareness 
means that communities do not access community health as their first point of care, instead 
going straight to hospitals.  

While numerous community structures exist to support community health – e.g., VHCs, 
HCACs, HACs, Health and Environment Committees (HECs) – there are considerable gaps and 
areas for improvement. Firstly, many of these structures are not functioning as they should. 
For example, many VHCs and HCACs are not operational. Secondly, some stakeholders noted 
there are no clear guidelines on the functions and reporting structures of different health 
committees (i.e., HAC, HEC, VHC) and capacity building is needed. In addition, their roles 
relative to each other; to the community health system; and to other non-health community 
organising structures remain unclear. Thirdly, many members of these structures are not 
sufficiently aware of and/or do not have sufficient training to implement their 
responsibilities, as per existing guidelines. 

6. Leadership and coordination: Strong leadership, institutional support, and coordination 
underpin a well-functioning community health system – and will determine the success of the 
implementation of the NCHS. Through consultations, stakeholders noted two key challenges 
in this Thematic Area: (i) inadequate coordination of planning and implementation at the 
community, district, national level and (ii) insufficient linkages across national, district, and 
community level stakeholders.  
 
Uncoordinated planning and implementation of activities is common across the MoH, DHOs, 
and partners. For instance, at the national level, donor funding does not always align with 
MoH priorities, and alignment with district and community priorities is even less common. At 
the district level, DHOs do not have sufficient oversight over the partners active in their 
jurisdiction, which results in poor coordination (and associated duplication and gaps) of 
programmes. Many implementing partners often bypass district governments and set up 
their programmes directly in communities, further exacerbating coordination problems. The 
absence of a CH-focused technical working group at district level and a weak capacity to 
coordinate further exacerbates coordination problems. Lastly, the lack of clear guidelines on 
devolution means that oversight roles of governance structures across the system remain 
weak.  
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Chapter 3: The national community health strategy 

3.1 Community health in Malawi: Key definitions 
In Malawi, community health refers to a basic 
package of preventive, promotive, curative, 
rehabilitative, and surveillance health services 
delivered in rural and urban communities with the 
participation of people who live there. This 
package of services consists of the community 
components of the Essential Health Package (EHP), 
as defined by HSSP II13. 
 
CHWs within the CHT will deliver the package of 
community health services through integration at 
the point of care. Integration is defined as the 
coordinated delivery of multiple health 
interventions as well as interventions from other 
sectors that improve health outcomes. This integrated approach helps to improve health 
system efficiencies, reduce health care fragmentation, and increase access to care. The level 
of integration will vary based on the point of care. Data management, supply chains, CHW 
supervision, and programme planning will also be integrated where possible. 

3.2 NCHS vision and mission for a new community health system 
The vision of the NCHS is to improve the livelihoods of all people in Malawi. The mission is 
to ensure quality, integrated community health services are affordable, culturally acceptable, 
scientifically appropriate, and accessible to every household through community 
participation – in order to promote health and contribute to the socio-economic status of all 
people in Malawi. 
 
By 2022, the NCHS aims to contribute to the achievement of key HSSP II health outcome 
targets that hinge on effective delivery of community health services: 

 Child mortality: A 25% decrease in the under-five mortality rate (U5MR) from 64 to 
48 per 1,000live births by scaling up iCCM, immunisations, and other community-
level interventions that save the lives of children  

 Maternal mortality: 20% reduction in the maternal mortality ratio (MMR) from 439 to 
350 per 100,000 live births by promoting ANC facility visits, educating mothers and 
spouses on dangerous signs during pregnancy, educating women on correct use of 
Misoprostol after delivery in the community, and other health promotion efforts that 
save the lives of mothers 

 

                                                            
13Please see the Annex C for a full list of EHP interventions. 

Community health refers to basic 
preventive, promotive, curative, 
and rehabilitative health services 
delivered at the community level 
with participation and ownership 
of rural and urban communities. 
This package of services consists 
of the community components of 
Malawi’s Essential Health 
Package. 

FIGURE 2: COMMUNITY HEALTH DEFINITION 
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The six cross-cutting guiding principles underpin all six NCHS strategic objectives shown 
below. The six strategic objectives each map to a Thematic Areas of the Community Health 
Framework and are aligned with the WHO framework as well as HSSP II strategic objectives.  
 
1. Health services delivery: Deliver the Essential Health Package at community level 

through integrated services provided by CHWs in Community Health Teams.  

Target: By 2022, 75% of HSAs will deliver the majority of the community components of 
the EHP14 

2. Human resources: Build a sufficient, equitably distributed, well-trained community 
health workforce.  

Target: By 2022, Malawi reaches 74% of its policy recommendation for the ratio of 
trained HSAs to members of the population (~15K HSAs and ~1.5K SHSAs) and that 75% of 
HSAs and SHSAs are residing in their catchment areas. 

3. Information, communication, and technology: Promote a harmonised community health 
information system with a multi-directional flow of data and knowledge.  

Target: By 2022, 75% of HSAs are reporting using the standardized village health register 
and that 50% of CHTs are using mHealth for integrated service delivery, data collection, 
and supervision. 

4. Supply chain and infrastructure: Provide sufficient supplies, transport, and infrastructure 
for CHWs in the CHT.  

Target: By 2022, 95% of HSAs have a high quality, durable bicycle and that 900 Health 
Posts are operational and supporting integrated community health service delivery in 
hard to reach areas. 

5. Community engagement: Strengthen community engagement in and ownership of 
community health. 

Target: By 2022, 70% of Village Health Committees (VHCs) are meeting regularly on a 
monthly basis to support community health activities and that 70% of CHAGs and HCACs 
are active. 

6. Leadership and coordination: Ensure sufficient policy support and funding for community 
health and that community health activities are implemented and coordinated at all 
levels. 

Target: By 2022, that community health actors will have completed 80% of all agreed-
upon coordination activities and milestones. 

The NCHS strategic objectives form the framework for recommendations, interventions, 
and activities that are the roadmap to achieving the vision, mission, and objectives of the 
NCHS – as summarised in Figure 4 below. These strategic objectives and their targets stem 
from extensive consultations, outlined in Section 2, and guide the recommendations in 

                                                            
14 The CHS Section and CMED will provide a detailed definition for each indicator and how to measure it.  
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Sections 3.4 to 3.9 below. The detailed implementation plan in Annex A contains additional 
information on each NCHS activity. 
 
FIGURE 4: RELATIONSHIPS BETWEEN NCHS STRATEGIC OBJECTIVES, RECOMMENDATIONS, INTERVENTIONS, 
AND ACTIVITIES 

 
 

3.4 Thematic Area 1: Health service delivery 
Strategic objective: Deliver the Essential Health Package at community level through 
integrated services provided by CHWs in Community Health Teams. 
 
Strategic recommendations:  
 Fully integrate community health services at the point of care. Integrated service 

delivery improves efficiency within the community health system and expands access to a 
wider array of life-saving interventions. Integration of community health at the point of 
care will require changes to training, supervision, M&E, and the community health supply 
chain, as discussed in Intervention 1.1 below and Section 4.6. 

 Ensure complete alignment of the package of services delivered by CHWs to the 
community components of the EHP. These core community health services include 
prevention, promotion, community case management, surveillance, referral, and 
rehabilitative. Clear definition of the package and alignment with EHP helps to 
standardise CHW training and ensure more consistent, high-quality delivery of services 
across the country. Interventions 1.1 and 1.2 are required to promote integration of the 
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comprehensive approach ensures that CHWs are well-supported with clinical tasks (e.g., 
service delivery) and other parts of their roles (e.g., data collection) and are held 
accountable for performance. The roll out of integrated supervision requires specific 
guidelines and resources (e.g., integrated supervision checklist), as discussed in 
Interventions 1.1 and 1.2 below.    

 Build Community Health Teams. Community health workers will work within Community 
Health Teams (CHTs) that include CHVs, HSAs, a SHSA, an AEHO, and a CHN and/or other 
clinical member such as CMA. Team structures ensure that CHWs are benefitting from 
peer learning and working collaboratively to deliver services – rather than operating 
within cadre-based siloes. Team structures also strengthen referral mechanisms and 
reinforce regular clinical mentoring, performance management, and supportive 
supervision. Intervention 1.2 includes activities to institute formal CHTs across Malawi. 

 
Interventions and activities: 
To strengthen integrated health services delivery, the NCHS recommends two strategic 
interventions. Detailed activities for each intervention are outlined in Annex A. 
 
1.1 Increase integration of community health services at the point of care. Key activities 

relate to scaling up integrated delivery of the community components of the EHP – 
guided by integrated health service delivery guidelines and tools (e.g., integrated 
supervision checklist and integrated referral form). The NCHS will also standardise and 
scale-up an integrated referral system across all programmes and levels of care for 
improved linkages with facilities. 

1.2 Roll out Community Health Teams with clear job descriptions for all CHW cadres. This 
includes clarifying roles and updating job descriptions for all CHWs; launching formal 
CHTs and workplans to ensure CHWs spend the appropriate amount of time on assigned 
responsibilities; and developing and rolling out standard operating procedures (SOPs) on 
monthly integrated supervision (including clinical mentoring, performance management, 
and supportive supervision). As needed, the CHS Section will revise existing community 
health guidelines to mainstream quality improvement. 

3.5 Thematic Area 2: Human resources 
Strategic objective: Build a sufficient, equitably distributed, well-trained community health 
workforce. 
 
Strategic recommendations: 
 Achieve policy recommendations for the ratios of CHWs to members of the population. 

In order to ensure sufficient coverage of the population, the NCHS will work towards 
increasing the number of CHWs over the next five years – as captured in intervention 2.1 
below – to meet global and national policy recommendations: 

o 1 HSA per 1,000 people 
o 1 SHSA per 10 HSAs 
o 1 AEHO per health facility 
o 2 CHNs per health centre 
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o 1 CMA per Community Health Delivery Structure 
 Ensure all members of the Community Health Team – including CHNs and CMAs – 

spend sufficient time in the community. To promote quality community health services, 
clinical members of the CHT must spend the majority of their time in the community, 
rather than at health facilities. This includes CHNs and CMAs who are based at health 
facilities and centres.  

 Allow district ownership of CHW deployment strategies. Given varying levels of health 
care access and need across districts, different geographies can have unique CHW 
deployment strategies. Districts should work towards the average target ratio of 1 HSA 
per 1,000 people and 1 SHSA per 10 HSAs, but they have the discretion to decide how to 
deploy HSAs across the district. Given wide variability in the current deployment of 
CHWs, Intervention 2.2 includes activities necessary to promote a more equitable 
distribution of HSAs and SHSAs across the country.  

 Develop and roll out an integrated, government-led training programme for all CHWs in 
the CHT. This training programme should include pre-service, in-service, and on-the-job 
training to ensure that CHWs can deliver the full integrated package of community 
services, as described in Section 4.3. More standardised, consistent training is also 
required to reduce inconsistencies in service delivery and sub-optimal CHW performance. 
To ensure equitable distribution of training, partners should coordinate any additional 
training programmes with District Health Offices and should not reach out to CHWs 
directly.  

 Define and launch a more standardised package of financial, non-financial and social 
incentives for CHWs in the CHT. Standardised incentives are critical to retaining CHWs 
and promoting strong performance across the country. Therefore, the government will 
develop a package of financial, non-financial, social incentives, and performance-based 
incentives for CHW cadres in partnership with implementing partners, as discussed in 
intervention 2.4 below. 
 

Intervention and activities: 
To improve the quantity, quality, and distribution of CHWs in Malawi, the NCHS recommends 
four strategic interventions. It is worth noting that Intervention 2.4 on incentives closely 
relates to Interventions 2.1, 2.2, and 2.3 on recruitment, distribution, and training, 
respectively. Detailed activities for each intervention are outlined in Annex A. 
   
2.1 Recruit additional CHWs from their communities to ensure sufficient capacity across the 

community health system. This includes conducting a gap analysis to guide the 
recruitment decisions for all CHT members: HSAs, SHSAs, AEHOs, CMAs, and CHNs.  

2.2 Achieve a more equitable distribution of HSAs and SHSAs. Key activities include revision, 
dissemination, and roll out of the updated CHW Human Resource Policy and provision of 
hardship allowances to non-volunteer members of the CHT working in hard-to-reach 
areas. 

2.3 Provide high-quality, integrated pre-service and in-service training to all CHWs. This 
includes the revision and roll out of the HSA pre-service training to increase its duration 
and scope and the launch of three new integrated training packages: SHSA pre-service 
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training, supervisor training (for AEHOs, CHNs, and CMAs), and CHT in-service training. 
The NCHS will also strengthen on-the-job training by implementing the CHT structure.   

2.4 Provide incentives to all CHWs in the CHT to improve performance, retention, and time 
spent in community. Key activities relate to rolling out a package of non-monetary and 
social incentives for CHT members – such as performance-based incentives, housing, 
transport, ID cards, supplies, exchange visits, recognition of good performance, 
certificates, and celebrations. 

3.6 Thematic Area 3: Information, communications, and technology 
Strategic objective: Promote a harmonised community health information system with a 
multi-directional flow of data and knowledge. 
 
Strategic recommendations: 
 Harmonise data management processes. In order to reduce the burden of data 

collection on HSAs and other CHWs, government programmes (e.g. civil registration and 
vital statistics, National ID, and others) and partners should standardise and harmonise 
data collection methods. Integrated electronic data management solutions should also be 
harmonised with the National eHealth Strategy and consider leveraging existing 
mHealth/digital tools, as discussed in Interventions 3.1 and 3.2 below.  

 Provide sufficient training for HSAs, their supervisors, and CHVs on data and ICT. All 
HSAs must receive training on data management, analysis and technologies to improve 
the quality of data collected and their ability to use the data productively. Intervention 
3.2 below includes activities to integrate these skills into existing CHW trainings. 

 Create a data feedback loop for CHWs and communities. Appropriate feedback loops are 
essential in ensuring CHWs in the CHT understand the value of the data they have the 
responsibility to collect. Activities that promote regular feedback, as outlined in 
Intervention 3.3, help CHWs in the CHT and communities use data to inform their 
decisions, thereby promoting higher quality care across the community health system. 
 

Interventions and activities: 
To strengthen information and communication systems related to community health, the 
NCHS recommends three strategic interventions. Detailed activities for each intervention are 
outlined in Annex A. 
 
3.1 Harmonise existing community health data management systems. A sampling of 

activities includes rolling out a more streamlined, integrated Village Health Register 
which would include both integrated community health information and civil registration 
and vital statistics (CRVS) in line with national IDs. Activities would also include 
maintaining a comprehensive CHW database with information on employment status, 
training received, supplies received, and location for non-volunteer members of the CHT.  

3.2 Explore an integrated mHealth solution for CHWs. Activities relate to exploring the 
launch of an integrated, electronic community health platform that improves data quality 
and verification; reduces data collection burden and duplication; improves real-time 
analysis and performance management; improves service delivery (e.g., via electronic job 
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aids); strengthens supply management (e.g., cStock or a similar interface), and allows for 
integration of community data with the DHIS II. 

3.3 Build CHW and community capacity in data management. This includes training CHWs in 
the CHT on ICT, data management and analysis for performance and decision making by 
developing and integrating a new training module into CHW pre-service and in-service 
trainings.  

3.4 Launch two-way feedback and data review systems. Key activities relate to conducting 
quarterly meetings for two-way sharing between CHTs, VHCs, CHAGs, HCACs and 
communities on their health metrics and performance – as well as monthly data 
validation review meetings at the health facility to ensure quality and consistency of data 
before sharing with the district. The NCHS will also create and roll out SOPs for 
community involvement in data collection, management, and dissemination – ensuring 
involvement of chiefs and local leadership. 

3.7 Thematic Area 4: Supply chain and infrastructure 
Strategic objective: Provide sufficient supplies, transport, and infrastructure for CHWs in the 
CHT. 
 
Strategic recommendations: 
 Develop service delivery structures in hard-to-reach areas. Over five years, the NCHS 

should target constructing Health Posts (integrated community health service delivery 
structures which are physical buildings staffed by HSAs and members of CHT that serves 
3-5 catchment areas) in all hard-to-reach areas in order to increase access to 
comprehensive care for millions of people who do not currently live within 8km of a 
health facility. These Health Posts should be built with local materials, where possible, to 
promote sustainability and community contributions of materials and labour. The 
structures should also follow standardised guidelines, as detailed in Intervention 4.1 
below, to ensure quality and consistency 

 Provide houses for CHWs – all SHSAs, all HSAs, and CHNs as needed – living in rural 
areas. Available housing is critical to increasing both the percentage of HSAs who live in 
their catchment areas and CHW retention rates. To ensure privacy for CHWs, housing 
units should be separate from the Community Health Service Delivery Structures – as 
detailed in Intervention 4.1 below.  

 Provide durable transport options to HSAs and SHSAs. HSAs require durable bicycles to 
fully cover their catchment areas, and SHSAs require motorcycles to perform supervision 
activities across approximately 10 catchment areas. SHSAs working in hard-to-reach areas 
should receive first priority for motorcycles, followed by SHSAs supervising over 10 HSAs. 
After achieving full bicycle coverage for HSAs, each VHC should also receive a bicycle to 
increase the mobility of CHVs. All transport options must have a clear maintenance plan 
to ensure sustainability over multi-year periods, as discussed in Intervention 4.2 below. 
To ensure flexibility, DHOs and partners should decide on how to support fuel and 
maintenance costs for transport options (e.g., motorcycles).  
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 Integrate the community health supply chain with the broader supply chain. Better 
coordination with existing supply chains is needed to ensure CHWs in the CHT have the 
supplies they need to deliver integrated services, as discussed in Section 4.5. 

 
Interventions and activities: 
To improve supply chain management and existing infrastructure, the NCHS recommends 
three strategic interventions. Detailed activities for each intervention are outlined in Annex A. 
 
4.1 Rehabilitate and construct community health infrastructure. This includes construction 

of Health Posts in hard-to-reach areas and housing units for CHWs (HSAs, SHSAs, and 
CHNs as needed) in rural areas, as well as the rehabilitation of the three primary health 
care training centres. Although not feasible in the next five years, the next community 
health strategic plan will aim to increase the number of PHC training centres by two. 

4.2 Provide reliable transport to SHSAs, HSAs, and CHV groups. Key activities relate to 
procurement and distribution of durable, high-quality bicycles and motorcycles to CHWs 
in the CHT, per the strategic recommendation above. The NCHS also recommends 
revision and roll out of transport guidelines to include CHW transport, maintenance, and 
monitoring.  

4.3 Improve supply chain management at the community level. Key activities include the 
launch of a Standard Supply List for HSAs; training for CHWs on supply management and 
logistics and for community structures on drug monitoring; and expansion of electronic 
supply and drug management to cover all of community health – building on lessons 
learned from the existing cStock system.  

3.8 Thematic Area 5: Community engagement 
Strategic objective: Strengthen community engagement in and ownership of community 
health. 
 
Strategic recommendations: 
 Collaborate with prioritised community structures. To avoid fragmentation, government 

partners and programmes should build the capacity of prioritised community structures -- 
including the VHC, CHAG, VDC, HCAC and ADC – rather than creating additional ones. This 
relates to intervention 5.2 below.  

 Strengthen leadership and accountability at community level. Social accountability not 
only strengthens quality of care, but also promotes the NCHS guiding principle of 
community leadership. This relates to interventions 5.1 and 5.3 below.  

 
Interventions and activities: 
To address the above-mentioned challenges, the NCHS recommends three strategic 
interventions. Detailed activities for each intervention are outlined in Annex A. 
 
5.1 Strengthen community-level ownership of and engagement in programmes and 

interventions. This includes electing CHVs to manage some of the responsibilities of the 
CHT, rolling out official consultations with communities and CHTs to inform DIPs; holding 
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national community health day to raise awareness and buy-in; and development of 
community engagement guidelines. Throughout implementation of the NCHS, the CHAG 
will also regularly present to the VDC on community health issues and monitor progress.  

5.2 Build the capacity of prioritised community structures involved in community health. 
This includes training community structures on their updated roles (i.e., VHC, CHAG, VDC, 
HCAC, ADC) and orienting the DEC, communities, and partners on these roles. 
Throughout implementation of the NCHS, the CHT will also support, monitor, and 
supervise the prioritised community structures. 

5.3 Establish social accountability mechanisms within the community health system. Key 
activities include community monitoring and evaluation through two-way follow up and 
feedback mechanisms (e.g., scorecards, Community Action cycle (CAC), performance 
appraisals, assessments, and quarterly meetings to share information) and semi-annual 
meetings with local leaders and chiefs to improve accountability for implementation of 
the integrated district-level community health action plan and Village Action Plans. 

3.9 Thematic Area 6: Leadership and coordination 
Strategic objective: Ensure sufficient policy support and funding for community health and 
that community health activities are implemented and coordinated at all levels. 
 
Strategic recommendations: 
 Coordinate at national level through the CHS Section and the CH TWG. The CHS Section 

should be accountable for the successful implementation of the NCHS, which requires 
strengthened national coordination to ensure all stakeholders are working together 
toward common goals. Intervention 6.1 details specific national-level coordination 
activities for the CHS Section to implement.  

 Coordinate at district level through the Community Health Officer and the district CH 
TWG. The Community Health Officer should be accountable for the successful 
implementation of the NCHS within each district. To ensure strong linkages with national 
community health efforts and the broader health system, the Community Health Officer 
should report regularly to the CHS Section and the DHMT. The Community Health Officer 
should also oversee specific coordination activities within each district, as detailed in 
Intervention 6.2. 

 Ensure national programme and partner coordination. To reduce fragmentation across 
the community health system, all partners must work with the CHS Section and district-
level Community Health Officer(s) to plan and implement community health related 
programmes and activities. Interventions 6.1, 6.2, and 6.3 all contain coordination 
activities relevant to actors working in community health.  

 
Interventions and activities: 
To address coordination challenges, the NCHS recommends three strategic interventions. 
Detailed activities for each intervention are outlined in Annex A 
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6.1 Scale up and enhance coordination mechanisms at the national level. Key activities 
relate to widely disseminating the NCHS at all levels and briefing stakeholders on 
community health-related roles and responsibilities of governance structures; singing 
Memoranda of Understanding (MOUs) with partners working in community health; 
leading regular coordination meetings; and developing a National Community Health 
Policy to set clear principles, norms, and guidelines. 

6.2 Scale up and enhance coordination mechanisms at the district level. A sampling of key 
activities includes recruiting or appointing a designated Community Health Officer in each 
district; launching district-level CH TWGs that bring together partners and representatives 
from other sectors; and developing and implementing district-level community health 
plans that feeds into DIPs. Districts will also register and map partners to identify 
opportunities for support. 

6.3 Strengthen coordination linkages across national, district, and community levels. Key 
activities related to establishing strong communication and reporting lines between the 
national CHS Section, district-level Community Health Officers, CHTs/CHAGs, HCACs and 
partners.  
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Chapter 4: The new community health system 
Malawi’s community health system spans a wide array of government departments and 
partners across sectors at the national, zonal, district, and community levels. A strong 
community health system requires clear roles for each stakeholder, as well as guidelines and 
norms on how stakeholders are expected to work together. Key stakeholders include the 
community, CHWs, health facilities, government, partners, financiers, and civil society – as 
depicted in Figure 5 below.  

The sections below outline the aspirations for how the community health system should 
function. This includes the roles, responsibilities, and ways of working that all stakeholders 
should aim to follow throughout the implementation of the NCHS. This builds on the existing 
system, but includes new and modified features to strengthen the system – based on 
workshop recommendations, decisions made during the writing retreats, and lessons learned 
from Malawi and other countries. The section lettering (e.g., A, B, C) indicates where each 
stakeholder group sits within Figure 5. 

Some of these roles may continue to evolve as the MoH revises its guidelines on health 
sector decentralisation. Going forward, the CHS Section will align the community health 
system structure with the forthcoming MoH decentralisation guidelines and the updated 
district- and community-level structures, roles, and responsibilities proposed. 
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4.1 Communities 
A. Communities 
Communities have primary ownership of the community health system. They have three 
overarching roles: to use, provide, and monitor community health services. Community 
engagement is the process of working collaboratively with community members to fulfil all 
three of these roles – which involves generating awareness of and demand for services; 
planning for community health; helping to improve services (e.g., via feedback mechanisms); 
and supporting the enabling environment for community health. The latter includes 
advocating for inclusion of community health priorities in Village Action Plans and 
contributing community resources, where possible (e.g., materials and labour for 
construction of Community Health Service Delivery structures and CHW housing units; see 
Section 4.6 for details). Community participation, engagement, and ownership form the 
essential foundation for a strong community health system, an integral part of the health 
system. 
 
Community based organisations – such as NGOs, social and professional groups, civil 
society groups, and faith based organisations, amongst others – play an important role in 
supporting communities in demanding, planning, implementing, and monitoring community 
health services as well as promoting social accountability on community health. 

4.2 CHWs 
B. CHWs 
Community health workers serve as the first point of contact between communities and 
the health system. In many cases, CHWs are members of the communities they serve. 
Malawi has several cadres of CHWs, all of whom should work together in a well-defined 
Community Health Team (CHT) that exists at Group Village Headman (GVH) level. Each CHT 
should work plan together and meet monthly (with core team) and quarterly (with AEHOs 
and CHNs). In doing so, CHTs ensure high-quality supervision and peer learning – which 
ultimately strengthen the quality of community health services delivery. Each CHT should 
include: 
 HSA: HSAs form the backbone of the CHT. HSAs live in their 

catchment areas and are members of the communities they 
serve. They provide community health services and 
supervise CHVs. Malawi aims to have 1 HSA per 1,000 
people, to align with national policy and the global 
benchmark. Each CHT should include approximately 5 HSAs.  

 SHSA: Senior HSAs spend the majority of their time 
supervising HSAs. Each SHSA provides performance 
management and supportive supervision to 10 HSAs. Each 
CHT should include 1 SHSA, who is a member of two CHTs. 
The target ratio of SHSAs to HSAs is 1:10.  

 AEHO: AEHOs directly supervise SHSAs. They provide 
performance management and supportive supervision. In CHVs

HSA

SHSA

AEHO
CHN

CMA

Community health team

FIGURE 6: COMMUNITY HEALTH  
TEAM STRUCTURE 
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addition, AEHOs oversee official performance appraisal for all SHSAs and HSAs. Each CHT 
should include one AEHO, who is a member of multiple CHTs. AEHOs receive performance 
management and appraisal and supportive supervision from Environmental Health 
Officers (EHOs).  

 CHN: CHNs play an integral role in delivering community health services and ensuring 
quality. CHNs provide clinical mentoring to all SHSAs and HSAs, and they also deliver 
services that HSAs and SHSAs cannot provide. For example, the HIV program has proposed 
that CHNs distribute ARVs and closely monitor HIV patients going forward. Each CHT 
should include 1 CHN. Given nursing shortages, a CMA or another clinical officer can fill 
this role if a CHN is not available. CHNs will receive clinical mentoring, performance 
management and appraisal, and supportive supervision from registered nurses.  

 CMA: CMAs are midwives who are licensed to practice by the Nurses and Midwives 
Council of Malawi. They provide critical midwifery services at community level. CMAs 
receive clinical mentoring and supportive supervision from Nurse Midwife Technicians 
(NMTs) and performance management and appraisal from NMTs, CHNs, registered nurses, 
or registered midwives. Each CHT should include 1 CHN or CMA.  

 CHV: CHVs are from the community and elected by the VHC. There should be at least 4 
skilled CHVs per HSA. There are many types of skilled CHVs at the community level 
including Community based Distribution Agents (CBDAs), Growth Monitoring 
Volunteers(GMVs) and Peer educators (PE), to name a few. They are active in health 
promotion, prevention, monitoring, surveillance, response, and referrals. CHVs are part of 
the CHT and receive supervision from the HSA in their catchment area.  

 

4.3 Local government and Community Structures 
Local government oversees the day-to-day implementation of community health activities. 
It is very important that health-specific structures (e.g., VHC, DHO) have strong linkages to 
other local government structures (e.g., VDC, District Council). Local government consists of 
local authorities and district health officials: 
 
C. Village, group village, and traditional authority levels 
 
 VHC: HSAs are responsible for establishing VHCs in their village(s) and remain accountable 

to VHC members, who represent the community. Village health committees promote 
primary health care activities through recruitment of CHVs, overseeing work in the village 
according to their action plan, ensuring they hold regular meetings with their community 
to disseminate information and give feedback, and by working hand-in-hand with the HSA. 
HSAs support supervision and training ofVHCs to assure quality. Each VHC should have 
approximately 10 members as described in the VHC manual.   

 VDC: The VDC is responsible for identifying development issues at the Group Village 
Headman (GVH) level and taking them through the ADC to the DEC. This includes issues 
related to community health. Moreover, community health links to other sectors – such as 
nutrition – through the VDC. 
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 CHAG: The Community Health Action Group – a structure 
proposed by the NCHS based on the existing Community 
Action Group model – is an arm of the VDC at GVH level 
and is responsible for linking several VHCs to one VDC. It 
serves as the collective voice on community health issues 
for both the VDC and individual village heads – which 
complements the technical-oriented CHT. The CHAG 
reports to the VDC. The CHAG also supports its 
designated VHCs, helping to ensure the committees are 
operational and functioning effectively. For technical 
guidance, the CHAG also coordinates closely with the CHT 
and the HCAC. To ensure strong representation, each 
village is part of one CHAG, and one person per village 
serves as a member. These village members account for 
~60% of CHAG members, and VDC members account for 
the remaining ~40%. Given this 60% majority, all CHAG 
decisions apply to all villages.  

 ADC: The ADC is responsible for identifying development 
issues at the TA level and taking them through the council 
to the DEC. This includes issues related to community 
health. 

 HCAC:  The Health Centre Advisory Committee (HCAC)is a committee of volunteers 
representing community members, the CHT and service providers which bridges the 
community and the health centre. Every health centre should have a HCAC that links with 
VHCs, ADCs, CHTs, CHAGs and DHMTs. HCAC members support management of health 
services including community health services. 

 
D. District level 
 
 District Health Office: The District Health Office oversees coordination, planning, 

supervision, and monitoring the implementation of the health agenda. The District Health 
Office includes the District Health Officer (DHO), District Medical Officer (DMO), District 
Nursing Officer (DNO), District Environmental Health Officer (DEHO), District Health 
Promotion Officer (DHPO), District Health Services Administrator and other supporting 
positions. 

 Community Health Officer: Each District Health Office should have a designated 
Community Health Officer. The community health officer oversees coordination, planning, 
supervision, and monitoring of all activities related to community health in the district and 
reports to the DHMT and to the CHS Section.  

 District Health Management Team: The DHMT promotes effective coordination between 
all health-related players in the districts. It is responsible for planning, organising, 
monitoring, and evaluating of services in the district, including community health. Today, 
the DHMT includes the DHO, DMO, DNO, DEHO, DHPO, DHA, and District Accountant. 
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F. National level 
At the national level the MoH sets strategic direction for the health sector and formulates 
governing policies. Central responsibilities include oversight of policy making, standard 
setting, quality assurance, planning and mobilising resources, guidance on implementation 
priorities, provision of technical support and supervision, research, and monitoring and 
evaluation. 
 
Within the MoH, the CHS Section serves as the overall community health coordinator for 
Malawi. The CHS Section sits within the Preventive Directorate of the Ministry of Health and 
has the following roles: 

 Coordination and planning across programmes and stakeholders 
 Development of policies, guidelines, strategies 
 Monitoring adherence to guidelines and policies 
 Overarching management of CHWs within the CHT – including support with 

recruitment, capacity building, and national supervision 
 Mobilisation of shared resources for the community health system 
 Guidance on implementation priorities and technical support on community health to 

other programmes 
 Monitoring and evaluation the community health systems 
 Internal and external communication on matters related to community health 

Given its mandate, the CHS Section plays the leading role in addressing community health 
challenges across the country. 
 
Carrying out this mandate necessitates dedicated coordination efforts from all actors 
working in the community health system, both governmental and non-governmental.  

 National government implementing programmes: The CHS Section is not responsible 
for direct implementation, but rather coordinates with MoH implementing 
programmes (see figure below) to strengthen the community health system. These 
programmes – including EPI, IMCI, Environmental Health, HIV/AIDs, TB, RHU, 
Nutrition, Malaria, and others– play a critical role in planning, implementing, and 
monitoring activities related to community health. Therefore, all national 
programmes implementing at community level should work closely with the CHS 
Section and follow guidelines for community health reporting and coordination. This 
includes participation in community health coordination meetings for all national 
programme managers that take place every quarter in addition to the quarterly 
Community Health TWG.  

 Other national government: The CHS Section works closely with non-implementing 
units and Directorates, including: Department of Planning and Policy Development to 
set the strategic direction for community health; Human Resources to effectively 
manage CHWs within the CHT; HTSS to ensure adequate supplies are available at 
community level; and Health Education to ensure strong health promotion efforts 
within communities. 

 Partners: Similar to national programmes, partners implementing at community level 
should work closely with the CHS Section and follow guidelines for community health 
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important that health facilities at the community level are closely integrated with other parts 
of the community health care system. 
 
H. Development partners and civil society 
 
Development partners support critical community health activities in collaboration with the 
government and communities themselves. Key partners include donors, development 
finance institutions (DFIs), implementing partners, and private sector investors. Specific 
opportunities to support the community health system include: 
 Ensure ongoing partner programmes and activities align to and coordinate with the 

NCHS, at the national, district, and community levels 
 Provide direct support for activities within the NCHS, including: supporting integrated 

pre-service and in-service training for all CHWs; helping districts provide CHW supplies, 
CHW transport, and CH infrastructure; and developing and scaling innovative ICT 
solutions, revitalising and capacity building of VHCs, CHAGs, HCACs and other prioritised 
community health structures 

 Support broader capacity building and governance activities at the national, district, and 
community levels (e.g., supporting the operations of the CHS Section or helping to build 
the capacity of prioritised community-level structures) 

Given donors provided the majority of resources to the Malawi health sector in recent years, 
supporting government actors and supplementing their budgets will be critical. 
 
At the national level, it is critical that partners collaborate with the CHS Section and 
districts to ensure efficient use of resources and consistency across the community health 
system. Firstly, coordination is essential in ensuring efficient use of resources by minimising 
duplication and directing resources to areas with the greatest need. Therefore, it is important 
that partners keep the CHS Section appraised of all activities related to community health. 
Partners can do so through a.) participation in coordination mechanisms (national CH TWG, 
partner coordination meetings) and b.) quarterly reporting to the CHS Section. Similarly, at 
the district level, it is important that partners coordinate all community health activities with 
the DC/DEC and the District Health Office – and specifically, the designated Community 
Health Officer within it. Second, coordination is essential to ensure a consistent system for 
delivering community health services – thereby eliminating the confusion that exists today 
from village to village given the many different terms, structures, and processes that 
programmes use. Therefore, it is critical that partners commit to support the delivery of the 
integrated package of community health services (i.e., the community components of the 
EHP) rather than defining additional services and processes. Moreover, partners should only 
work with paid members of the CHT (e.g., HSAs, SHSAs, CHNs) if the DHO approves and 
oversees the activities; this includes any in-service and refresher trainings. Like all 
stakeholders, partners are expected to respect the scope of work of all CHW cadres – which 
only the Community Health TWG has the authority to change. Partners are ultimately 
accountable to the communities they serve. Therefore, partners should collaborate with 
existing community structures, including the VHC, CHAG, HCAC, and VDC. 
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Civil society lobbies for community health priorities and the resources required to deliver 
high-quality services. Throughout consultation, stakeholders raised several priorities for the 
community health system, including: lobbying for resources to improve connectivity; lobbying 
the MoH to increase the drug budget and CMS to stock all essential medicines; and lobbying 
partners to support CHW supplies, equipment, and transport. Civil society also plays a critical 
role in third-party oversight and accountability of the health system. 
 

4.5 Coordination mechanisms (not depicted in Figure 5) 
The NCHS defines coordination as efforts to ensure that programme activities are 
implemented in a consistent, integrated, and resource-efficient manner. This is achieved 
through consistent communication, joint planning, implementation and monitoring of 
activities. 
 
The Community Health Technical Working Group (CH TWG) serves at the primary forum for 
coordination at the national level – supported by the CHS Section. Members include the CHS 
Section, representatives from all other national programmes, all partners working in 
community health, and representatives from other sectors. The overall aim of the CH TWG is 
to support the integration of community health services – in order to provide appropriate, 
coordinated, effective, and efficient care – by assessing feasibility, providing strategic 
direction, and overseeing transition planning. Specifically, it is responsible for (i) providing 
technical support in planning, monitoring and evaluation of community service 
implementation at community level and (ii) advocating and mobilising resources to support 
effective implementation of community service delivery at community level. The CH TWG 
meets every quarter. 
 
Each district should also have a dedicated CH TWG, led by the Community Health Officer. 
These are new structures recommended by the NCHS, and their responsibilities mirror those 
of the national CH TWG: providing technical support, advocating, and mobilising resources to 
support effective implementation at district level. Ensuring effective implementation is 
particularly important given districts oversee all day-to-day community health activities.  
 
At community-level, the CHT and CHAG work together to coordinate activities within each 
group of villages (GVH level). The CHT provides technical leadership, while the CHAG is the 
primary vehicle for community leadership and participation/engagement. The CHT and the 
CHAG should meet each quarter to ensure strong coordination, both upwards with the VDC 
and ADC and downwards with the VHCs and community members.  
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Chapter 5: Implementation plan 

5.1 Five-year action plan 
Successful implementation of the NCHS will require coordinated efforts from all actors 
working in the community health system, including central and local government, partners, 
CHWs, and communities themselves. Activities will take place across national, district, and 
community levels, with designated stakeholder(s) responsible for each. The implementation 
plan aligns with current guidelines to strengthen health services decentralisation, promoting 
the ownership of planning and implementation at district and community levels. 
 
The implementation of the NCHS will take place across two phases that recognise the 
necessity of strengthening the foundational elements of the community health system 
before scaling activities. The appropriate sequencing of certain activities ensures there is a 
community health system in place capable of supporting the vision and mission of the NCHS. 
At the same time, community health activities that are already taking place – such as the 
delivery of the EHP – will continue. This is to ensure that ongoing activities proceed without 
interruption as processes take due course. Finally, the NCHS will be continually assessed 
throughout the implementation plan to ensure tracking of programme effectiveness. System 
assessment will include a baseline, mid-term, and final assessment and will also incorporate 
the ongoing performance monitoring of the NCHS M&E framework. 
 
Phase 1 (years 1 and 2): Phase 1 focuses on setting the community health system up for 
success by clarifying guidelines and reinforcing structures for the community health system 
and, in parallel, implementing a few high-impact activities. Critical early activities include 
clarifying roles and teams for CHWs, establishing district CH-TWGs, recruiting district 
Community Health Officers, establishing standard supply lists, rolling out revised CHW human 
resource and residency guidelines, and establishing and implementing a core set of 
integrated community health indicators.  
 
In parallel, implementation of some high-impact activities will commence to ensure 
continued momentum and rapid improvement of the quality of community health services 
being delivered. Activities include procurement of bicycles for HSAs, recruitment of more 
CHWs, setting up CHTs, harmonising data collection, and rolling out community engagement 
mechanisms. The implementation activities started in Phase 1 will continue through the 
entire period of the NCHS. Phase 1 will also include a baseline assessment of the community 
health system, against which the progress of the NCHS shall be tracked.  
 
Phase 2 (years 2-5):During Phase 2, in addition to scaling activities that have commenced in 
Phase 1, several new activities will be implemented. This includes developing and rolling out 
integrated training curriculums for both pre-service and in-service training of CHWs, 
implementing the standardised referral system, providing all CHWs in the CHT with critical 
supplies, constructing CHW housing units, and deepening community engagement and social 
accountability processes, amongst others. The latter half of Phase 2 will focus on scaling all 
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Central and district governments will be the first source for NCHS financing. The central 
government will continue to contribute significant resources towards procurement of 
commodities and supplies to implement the EHP at the community level including matching 
funds to development partners. In addition, the central government will lead programme 
management costs such as the CHS section’s operational costs and policy and guideline 
development which will support broader mobilization of resources both domestically and 
internationally. The district governments will play a critical role especially with the continued 
transition to a decentralized system. District governments will be the primary source for CHW 
salaries and CHW supervision while it is also expected that districts will provide significant 
support towards transport and infrastructure including Health Posts and CHW housing. 
Communities also will be expected to participate and contribute through work as volunteers, 
community groups such as VHCs, and support in infrastructure especially with supplying 
materials and labour for the construction and maintenance of Health Posts and CHW homes. 
 
Other stakeholders including donors, implementing partners, and the private sector will be 
looked on to fill critical gaps in NCHS financing requirements. Development partners, 
including multilateral donors, bilateral donors, foundations, development finance institutions, 
and NGOs are crucial for financing the successful implementation of the NCHS. As possible 
and while working in an integrated fashion across programmes, partners’ support will be 
needed across activities including delivering community EHP interventions, CHW training, 
supplies, transport, infrastructure, ICT, and more. The NCHS will also look to mobilize private 
sector resources and develop public private partnerships (PPPs) to ensure sustainable 
implementation and financing sources. Recognized opportunities to work with private sector 
include ICT, infrastructure, transport, and CHW supplies. 
 
The CHS Section will track financing commitments and progress toward established targets 
throughout the implementation of the strategy. To do so, the CHS Section will develop a 
funding database with the Aid Coordination Unit of the MoH to allow CHS active 
management of funding for community health. To promote transparency and accountability, 
the Section will share updates with all stakeholders through quarterly and annual meetings at 
the national, zonal, and district levels. The CHS Section will also be responsible for adjusting 
targets, supporting resource mobilisation, and prioritising resources – as necessary – based 
on year-to-year progress.  
 
Overall, collective efforts to finance the NCHS will transform the community health system 
and create enormous returns for Malawi: Based on a conservative analysis, the NCHS can 
save over 9,000 child lives each year, generate at least a 5:1 economic return on investment, 
empower communities and women, and prevent and mitigate global and domestic health 
security crises. For additional detail on financing and investment opportunities, please see 
the NCHS Advocacy Tool.  
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NCHS programme management hinges on mutual accountability and active coordination 
between the CHS Section and all actors working in the community health system – including 
national government programmes, district health offices, other local government authorities, 
partners, and communities themselves. Each actor isresponsible for proactively collaborating 
with the CHS Section, as detailed in the table below. In addition, the CHS Section is 
responsible for sharing back community health information to these actors – via coordination 
meetings, annual reviews, bulletins, and other relevant channels.  
 
FIGURE 14: COORDINATION WITH THE CHS SECTION 

Category Actors included Coordination with CHS Section 
National MoH 
implementing 
programmes 

 Directorates: Clinical Services, 
Nursing Services, Reproductive 
Health, HIV 

 Preventive Directorate Units: 
Environmental Health Services, 
Epidemiology, HEU 

 Programmes: Malaria, EPI, 
NTDs, Nutrition, IMCI, TB 

 Help deliver integrated package 
of community services 

 Report each quarter on 
community activities to the CHS 
Section 

 Participate in every CHTWG 
meeting as well as quarterly CH 
national programmatic 
coordination meetings 

 Seek approval of CHTWG for all 
activities taking place at 
community level 

National MoH 
non-
implementing  
Directorates and 
Units with a clear 
link to CH 

 Directorates: Human 
Resources, HTSS, Planning and 
Policy, CMED 
 

 Account for all community health 
needs within planning and policy 
development processes 

 Coordinate CHWs in a way that 
promotes sufficient recruitment; 
strong performance and 
retention; and equitable 
distribution 

 Ensure strong health promotion 
efforts at community level 

 Include CHS section in relevant 
TWGs 

District Health 
Offices 

 All 29 districts, led by the 
District Community Health 
Officer 

 Report each quarter on 
community activities to the CHS 
Section 

 Oversee delivery of integrated 
package of community services 

Partners  Donors supporting community 
health 

 Implementing partners 
working in community health 

 Help deliver integrated package 
of community services 

 Report each quarter on 
community activities to the CHS 
Section 

 Seek approval of CHTWG for all 
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Chapter 7: Monitoring and evaluation 

7.1 Monitoring and evaluation system and process 
The NCHS monitoring and evaluation (M&E) plan will provide a national framework to 
measure and track progress of the implementation of the strategy at all levels. The NCHS 
provides an overview of the M&E framework and a detailed M&E plan will be developed in 
the first phase of NCHS implementation. M&E will take place at every stage of 
implementation and will allow the CHS Section to continuously improve current and future 
programme planning, implementation, and decision-making.  
 
M&E is a continuous process and consists of five key activities:  
 
(i) Alignment on indicators - The indicators presented within the results framework in 

Section 6.2 below will be the minimum data collected for monitoring purposes. 
Additional indicators will need to be developed in conjunction with MoH staff, 
partners, and M&E experts to ensure that they are meaningful to all. The choice of 
indicators will need to be streamlined to ensure minimal data-collection burden on 
CHWs. 

(ii) Data collection – Data collection is a continuous process and will be undertaken by a 
number of different stakeholders, including DHOs through CHWs, community 
structures (such as VHCs, CHAGs, and HCACs), and communities. 

(iii) Data analysis– Data analysis can be continuous or periodic, depending on the type of 
data being collection. The synthesis of findings will allow for evaluation of the 
programme and its constituent’s activities. 

(iv) Data dissemination – It is important that the findings from M&E activities are 
disseminated widely, including to communities and CHWs. Such feedback loops 
support improved operations and performance. To address the existing challenge of 
limited flow of information between actors in the community health system, data will 
be reported back to CHWs and communities through quarterly meetings.  

(v) Refinement of programmes / Data utilization – The process of M&E is iterative and 
the findings should ultimately result in a refinement and improvement of existing 
programmes, where necessary. The CHS Section will review the findings from the 
evaluation on an annual basis. 
 

In addition to reporting on key output and outcome indicators, operational research will be 
a core component of the NCHS M&E plan. Such operational research will allow the CHS 
Section to learn about the effectiveness of certain interventions in addressing specific 
community health challenges in Malawi. Illustrative research questions that could be 
explored include: What are the most cost-effective interventions for driving community 
demand, improving retention of CHWs in their catchment area, and strengthening 
community structures? Does the implementation of a community information system result 
in improved accountability? What are effective ways to manage parallel community 
volunteers? And does the implementation of an integrated supervision tool improve quality 
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of service delivery and care? A research agenda, identifying the precise questions and 
responsible stakeholders, will be determined in the first year of NCHS implementation. 
 
Although the CHS Section bears primary responsibility for M&E of the NCHS, the M&E plan 
will be integrated into existing MoH M&E systems where possible to avoid duplication of 
efforts. Collecting and reviewing community health information will require close 
coordination between MoH, district governments, development partners, and communities. 
Within this M&E system, stakeholders will be responsible for different tasks, as     
summarised  in the figure below. 
in the figure below. 

7.2 Results framework 
Health outcome indicators and targets 
 
By 2022, the NCHS aims to contribute to the achievement of two HSSP II health impact 
targets that hinge on effective delivery of community health services: 

 Child Under-5 mortality: A 25% decrease in the under-five mortality rate (U5MR) 
from 64 to 48 per 1,000 live births by scaling up iCCM, immunisations, and other 
community-level interventions that save the lives of children  

 Maternal mortality: A 20% reduction in the maternal mortality ratio (MMR) from 
439to 350 per 100,000live births by promoting ANC facility visits, educating mothers 
and spouses on dangerous signs during pregnancy, educating women on correct use 
of Misoprostol after delivery in the community, and other health promotion efforts 
that save the lives of mothers. 
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Annex A: Detailed costed implementation plan 
 
The tables below provide the comprehensive five-year action plan by Thematic Area, which 
includes the level at which the activity takes place, responsible stakeholder(s), the activity 
code which links with the strategic intervention within the thematic area that the activity 
maps to (first two digits), a timeline for each activity, and the costs for that activity. The 
year(s) in which the activity takes place is shaded green while the annual costs associated 
with that activity shown in USD (thousands). The last two columns on the right show the total 
cost of the activity in USD (thousands) and MWK (millions). Activities that do not have a cost 
associated with them may either be covered by other activities that they are integrated with 
or be part of what existing resources will cover. This implementation plan represents the 
total costs of the community health system each year and not just new or incremental 
activity. For example, activities related to recruiting CHWs cost both the CHWs already 
employed as well as the newly recruited CHWs. This applies to HSAs, SHSAs, CHNs, CMAs, and 
AEHOs in which those already employed are costed within each year in addition to those 
newly recruited in each year. Costs were calculated using a quantitative community health 
system costing model (NCHS Costing Model).Additional details on costing, activities, 
assumptions and methodology can be found in the NCHS costing model with inquiries 
directed to the CHS section or DPPD. 
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Annex B: Summary of findings from the Situation Assessment, zonal and 
national workshops 

Situation Assessment Summary 
Overall, the community health system is found to be functioning and playing an integral role 
across promotion, prevention, and curative services. Community health is predominately 
delivered through HSAs who are the main connection between the formal health system and 
communities, delivering a wide range of services and are the main implementers of EHP. A 
majority of HSAs have received the basic 12-week HSA training while many have also received 
supplementary training.  The +9,000 HSAs also make them the largest cadre of the MoH. In 
2015, over 1,200 HSAs were promoted to Senior HSAs meaning there is now an improved 
opportunity for supervision and management of HSAs. Successful programs in community 
health such as immunizations, iCCM, environmental health and more have contributed to 
Malawi’s significant declines in infant/under 5 mortality, malaria fatality rates, and improved 
sanitation and hygiene among others. 
 
However, community health continues to be fragmented across different programmes and 
partners creating problems with coordination and integration. Resources are also insufficient 
to meet the need and disease burden especially with the high portion of the population that 
is rural or hard-to-reach. As part of this situation assessment well over 100 unique issues 
were identified. A review of key issues and assessment by thematic area follows below: 
 
Health Service Delivery 
Malawi has many guidelines and policies recently developed meant to shape community 
health including guidelines on task shifting to HSAs, integration, and community participation. 
However, these guidelines have varying degrees of dissemination and have struggled to see 
implementation. Basic HSA training has grown from a 6-week to a 12-week course covering 
+20 topics. As of 2017 all practicing HSAs will have completed the basic 12-week course with 
support from the Global Fund. This course does not cover additional trainings that have been 
offered to HSAs further expanding their roles and responsibilities to include programmes 
such as iCCM, nutrition, HTS, and more. These additional trainings, predominately partner-led 
and funded, have resulted in rapid expansion of responsibilities and inconsistency in roles 
and service quality for HSAs in addition to frequently taking HSAs away from their catchment 
areas.  Recent analysis has shown at least 340 unique tasks that have been assigned to HSAs 
which increases to 550 when different service points are also considered. Community groups 
such as VHCs and other CHVs are supposed to support in many of these activities, but there is 
a lack of clarity for which tasks can be managed by CHVs and most community groups have 
not been trained to do so. CHVs are also not ubiquitous across the country and vary 
depending on implementing partners in those areas while others may or may not be active. 
Meanwhile, staffing levels of other community health workers such as CHNs and CMAs have 
not allowed for a strong focus on community services. 
 
The role of HSA supervision has traditionally been with the Environmental health unit, 
specifically AEHOs and EHOs. Programme specific supervision may also occur (e.g.  HIV 
partners supervising HTC.)  Supervision visits may be conducted by members of the MOH, 
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district officials, and donors/NGOs.  An additional layer of supervisors was established when 
the MoH filled the cadre of Senior HSAs in 2015 by promoting over 1,200 HSAs to Senior 
HSAs to provide increased support and supervision to HSAs. Unfortunately, Senior HSAs have 
not been trained in supervision or provided more specific role clarity. An assessment from 
2015 showed that on average across districts HSAs were only receiving about 3 support and 
supervision visits annually out of expected 12.Supervisors may or may not be trained in all 
areas in which they are supervising.  For example, AEHO’s have not received training in iCCM 
or HIV.  

Human Resources 
Malawi has devoted significant investment towards community health as the 9,214 HSAs are 
full-time MoH employees and make up over half the MoH’s clinical staff. However, the # of 
HSAs remains over 7,000 short of meeting policy recommendation of 1 HSA to 1,000 
population. Bottlenecks for filling vacancies from HSAs that have retired, transferred, or died 
also exist due to a lack of a process of filling vacancies especially amid the ongoing 
decentralization process. There is also a shortage of other community-level workers such as 
community nurses who are being used to fill gaps at health facilities and spending less time 
on community work. 
 
Of the 9,214 total HSAs, 1,282 are Senior HSAs. Unfortunately, the distribution of Senior 
HSAs across districts is not equitable relative to population size and # of HSAs. This means 
some districts have more Senior HSAs than HSAs while others have as many as 22 HSAs for 
every Senior HSA. There is also limited documentation on supervision and not a protocol for 
dealing with HSAs not performing up to standard. 
 
Accessibility of workforce is also a major challenge as 51% of HSAs practicing iCCM are not 
residing in their catchment areas due to such factors as recruiting from outside catchment 
areas and districts, inadequate housing in hard to reach areas, and personal reasons such as 
following spouses to other locations. Weak HR accountability and incentive structures for 
HSAs have also contributed to this challenge. Career trajectory and paths are especially 
unclear for community health workers and HSAs noted static salaries regardless of years of 
service or number of tasks practiced or trainings passed. Career progression pathways, key 
skills needed, and performance based management and incentives are not established 
resulting in both motivation and commitment challenges affecting service delivery and 
turnover. 
 
Information, Communication, and Technology 
There is significant data collection through various methods and implementers of community 
health. HSA’s are technically assigned to complete over 40 M&E forms and processes while 
there are currently 15 different types of data used in community health. The amount of data 
collection creates a burden for implementers around consistency and quality of data that is 
weakened by insufficient quality assessments and training for data collection. 
 
Individual programmes often have their own indicator lists, many that overlap with other 
areas, and greatly expand the burden of data collection on implementers such as HSAs. In 
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addition, CMED and many programmes do not use indicators that specify community level, 
meaning attribution to community health services is difficult. Multiple processes for data 
collection also raises questions around data quality given the amount of time needed to 
devote to multiple M&E processes as well as limited trainings and supervision. Integrated 
supervision tools have been a challenge as evidenced by attempts by SSDI and Save the 
Children in which both the format and time burden of the supervision tool inhibited more 
widespread use.  
 
For accessing data and information, certain programmes use their vertically collected 
information well. However, wider audiences or units working across programmes face 
difficulty accessing information. For example, health systems such as DHIS II, HR systems such 
as iHRIS, and supply chain systems such as cStock all contain information relevant to 
community health. However, these sources have different user groups that do not share 
information regularly. There is an ongoing project to change this as DHIS II becomes the 
interface for multiple databases including HR. There is also no available database containing 
active programmes, partners, and activities in relation to health broadly and community 
health in particular. The newly formed Aid Coordination Unit is working on this though. 
 
In Malawi, there are multiple projects being used by NGO’s for appointment reminders and 
treatment compliance for HIV/AIDS care. For community health, D-Tree supports both 
CBMNH and iCCM through decision algorithms, supervisory checklist, and a tech support line. 
The NGO Village Reach has health center by phone and utilizes electronic data collection 
systems (ODK) while Baobab uses mHealth for EMRS, Vital Stats, and others. Finally, directly 
in community health iCCM with JSI are using cStock for management of drug tracking and 
orders. 
 
Supply Chain and Infrastructure 
In consultations with districts, housing for HSAs in catchment areas, structures for village 
clinics, and inadequate transport for HSAs and supervision were the top 3 issues prioritized 
representing 5 of the top 6 prioritized issues. 
 
For supplies and materials, there are multiple examples of successfully providing HSAs and 
communities with supplies including IMCI and EPI that manage extensive supply chains for 
community level activity. However, drugs and supplies face formidable obstacles in 
community health. Firstly, there is an overall shortage of many critical supplies in Malawi. 
Secondly, resources that are available are not distributed equally across geographies or need 
but are often influenced by the implementing partner for that area. Thirdly, due to a lack of 
an integrated system there are coordination challenges with complementary programmes. 
Fourth, insufficient prioritization for community-related drugs and supplies means districts 
and health centers often do not allocate sufficient resources for community health (including 
drugs and fuel). This has meant that community-level materials especially around drug 
commodities have depended on partner support such as Save the Children, UNICEF, PSI, and 
others to ensure HSAs have adequate supplies to practice and perform their responsibilities. 
 



National Community Health Strategy 2017-22 
 

77 
 

Also, community level supplies and materials have historically not been incorporated into the 
MoH Physical Assets Management plans. There are efforts underway currently to include at 
least iCCM and community health more broadly in their planning, sourcing, and allocation 
processes. These factors have led to large gaps for community level materials. For iCCM alone 
it was identified that nearly 3,000 bicycles, over 2,000 drug boxes, 20,000 uniforms, 1,800 
MUAC tapes, and 2,000 cell phones would be needed to fill the gap. 
 
For infrastructure, the challenges are just as prevalent. Malawi’s population is 84% rural 
while 24% is not within 5km of a health facility. In addition, 51% of iCCM HSAs are residing 
outside catchment areas while 41% of EPI outreaches are conducted under a tree. Many 
HSAs are also providing iCCM village clinic services out of their homes because they do not 
have access to a place specifically set aside to deliver services. Not having a structure to 
practice from, people are less likely to use services delivered under a tree, especially during 
the rainy season. Also, where structures do exist, they are often specified for a specific 
program (such as iCCM or family planning) instead of an integrated community health 
structure that delivers services across programs. Additionally, in hard-to-reach areas where 
adequate housing may be difficult to find, it is less likely for an HSA to reside in their 
catchment area. In fact, the issues of inadequate housing for HSAs in their catchment area 
was highlighted as the number one priority to address for 13 districts. Training facilities are 
also a consideration. There are currently 3 PHC Training sites which is positive, but not 
sufficient for large scale training activities and they also require renovation. 
 
For supervision and management, transport and communication infrastructure represent key 
bottlenecks. Supervision and coordination are critical to achieving quality, consistent 
community health services but without functioning vehicles or internet at national and 
district levels the health system is held back. Due transport shortages, SHSA’s and AEHO’s do 
not visit all HSA catchment areas on a regular basis and only conduct a subset of required 
supervision at the facility.  Guidelines recommend monthly supervision of HSAs, but reports 
show 3-4 time are year is the average. It was noted in interviews that most supervision and 
all mentoring was done at the health facility. 
 
Community Health Prioritization (Community Engagement) 
Malawi has an extensive history of working with community members to support community 
health services. Each health center has a Health Center Advisory Committee which works to 
ensure communities receive the service they expect and who work closely with Village Health 
Committees. Village Health Committees provide promotion outreach services in the 
community by working closely with HSAs. Their work complements the preventative and 
curative services of the HSA and other CHWs. VHCs and other community involvement from 
local leaders such as chiefs and TAs as well as local governance structures have even played a 
role in mobilizing resources towards constructing community health structures and transport 
resources to collect drugs and supplies from health centers. Unfortunately, these examples 
are more the exception than the norm and broad, consistent expectations of communities 
are unclear. CHWs such as HSAs are often not directly accountable to their communities, 
while groups such as VHCs or CHAGs have not all been trained or oriented to their roles. Also, 
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there are examples of partners and programs starting new community groups thereby 
weakening existing CHVs and community groups instead of reinforcing them. Weak 
community systems then struggle with lower community awareness for services that are 
available. 
 
A significant gap in all of this is data. Although specific examples exist there is a lack of a 
holistic view of how many CHVs and functional groups there are supporting community 
health that would allow a more proactive and focused effort. Without information on existing 
groups it will be difficult to formalize community roles in owning and managing community 
health. 
 
Leadership and Coordination 
To manage the health system appropriately there must be long-term goals and alignment 
towards common objectives. Unfortunately, Malawi has never had a National Community 
Health Strategy or Policy before and so it has been left to specific programmes to implement 
their long-term plans without fully coordinating around implementation and roles at the 
community level. This has led to inconsistent or unclear objectives, targets, and prioritization 
of tasks. It is also a large contributing factor to seeing HSA workload and tasks expanded so 
rapidly without cross-cutting oversight or guidance on the role of community level workers. 
Guidelines have been developed, but without the stronger coordinating mechanism of a 
strategy or policy or widespread stakeholder engagement, they have been difficult to 
implement. However, the initiative to develop a National Community Health Strategy and the 
development of the HSSP II have started to provide platforms to address these challenges. 
Partners are also supporting an increased coordinating structure for community health to 
move towards more integrated service delivery and a more integrated system overall. 
 
Integration is thus a major priority for community health that will depend on improved 
coordination to succeed. The recently formed Community Health sub-TWG which first began 
in 2016 is a step in this direction which provides a forum for the MoH to call together 
programs and partners working at a community level to disseminate information and review 
new initiatives. Table 18 provides a sample of different activities happening concurrently in 
Malawi relating to community health. However, significant hurdles still remain. Funding is 
uneven across programs while competing interests and meetings from development partners 
further prevent coordination. This means proposal processes or activity planning may not 
always include relevant stakeholders both because there is not enough time to do so and 
because priorities across teams and partners may be conflicting. The lack of coordination 
extends beyond the immediate health system and includes insufficient inclusion of 
community members, civil society organizations, and other sectors such agriculture or 
education working within the communities. Integration and a movement towards a more 
holistic and efficient use of resources will not be possible without changes both in the way 
implementing programs approach community health and in the way that the MoH tries to 
manage it. 
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Management processes and quality are another area which came up during consultations. 
Core management practices such as team planning and alignment, meeting coordination, 
assigning responsibilities and roles, and establishing communication standards and protocols 
all were identified as being barriers to effective leadership and coordination within the 
community health system. Tools such as a key contact list or a shared team calendar are 
either not in use or easily accessible. While overall, management practices receive 
significantly less attention than technical knowledge even though the primary challenges 
preventing coordination and integration are management related.  
 

Consultative Workshops for NCHS Development 
The figure below summarises the participants, objectives, and approach for each consultation 
activity, and the section below summarises the key findings from each activity.  
 

FIGURE 18: CONSULTATION PROCESS TO DEVELOP THE NCHS 

Activity Participants Objectives Approach 
Situation 
Assessment 
Aug 2016 – Jan 
2017 

• +30 MOH officials, 
+100 District officers, 
and +10 development 
partners 

• +20 sources and 
reports 

• Develop a common view 
of the CH system 

• Identify strengths and 
issues (+100) 

• Support key planning 
processes (HSSP II) 

Interviews, 
meetings, 
literature 
review 

Five Zonal 
Stakeholder 
Workshops 
7 – 16 February 
2017 

• +350 participants 
• DHMT, DCs, TAs, 

HSAs, VHCs 
• National & district 

technical officers 
• NGOs and other 

sectors 

• Promote district-level 
ownership and 
communication 

• Prioritise key issues (+60) 
• Identify and prioritise key 

activities to address 
issues (+200) 

Five one-day 
consultative 
workshops 
with group 
work 

National 
Stakeholder 
Workshop 
2 March 2017 

• ~100 participants 
• National MoH officials 

and other sectors 
• National NGOs & 

development partners 

• Promote national-level 
CH prioritisation 

• Promote national-level 
CH prioritisation 

• Promote national-level 
CH prioritisation 

•  

One-day 
consultative 
workshop with 
group work 

Writing retreat  
6-10 March 2017 

• CHS section
• Key MoH national 

officials 
• Key partners, NCHS 

consultants 

• Review learnings from 
activities 

• Identify and make key 
decisions 

• Align on core 
components of NCHS 

• Outline implementation 
plan 

Five-day 
interactive 
workshop 

National 
Stakeholder 
Workshop 

• ~100 participants
• National MoH 

officials and other 

• Solicit input on the draft 
NCHS 

One-day 
consultative 
workshop 
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5 April 2017 sectors 
• National NGOs & 

development 
partners 

Writing retreat  
April 2017 

• CHS section
• Key MoH national 

officials 
• Key partners, NCHS 

consultants 

• Finalise NCHS decisions, 
based on input from the 
national workshop 

• Review and sequence 
activities within the 
implementation plan 

Interactive 
workshop 
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FIGURE 19: ISSUES AND ACTIVITIES PRIORITISED BY WORKSHOP PARTICIPANTS, BY THEMATIC AREA 

Thematic Area Issues prioritised by 
participants 

Activities prioritised by 
participants 

Health services delivery 
 
Definition: Alignment on 
services meant to be 
delivered at community 
level, clarity of roles in the 
health system, proper and 
coordinated training, and 
systems and guidelines to 
ensure sufficient and 
consistent quality of 
services.  
 

 Lack of clarity on roles 
and functions of different 
actors within the 
community health system

 Lack of community 
engagement on matters 
affecting their health 

 Limited integration of 
health services at the 
point of care 

 Providing clarity on CHW roles 
 Building capacity of structures 

and systems at the 
community level 

 Improving partner and 
departmental integration of 
health services at the point of 
care through awareness and 
district implementation plans 

Human resources 
 
Definition: Workforce that is 
sufficient, equitably 
distributed, supervised, 
accountable, and properly 
incentivised to community 
health workforce to thrive 
and fulfil their roles.  
 

 Shortage of community 
health workers, 
particularly HSAs 

 Uneven distribution of 
community health 
workers across Malawi 

 Sub-optimal performance 
of community health 
workers due to 
inadequate training and 
poor supervision 

 Increasing the number of 
CHWs in the system 

 Distributing HSAs more evenly 
across the country by 
encouraging them to remain 
in their catchment areas and 
enforcing the existing HSA 
deployment policy 

 Improving incentives, training, 
and supervision for all CHWs 

Information, 
communication, 
technology 
 
Definition: Critical to 
managing a large, 
decentralised CH 
workforce, assessing health 
outcomes, and coordinating 
across programmes and 
geographies with 
technology enabling more 
effective information and 
communication.  
 

 Lack of integrated data 
collection tools and 
systems 

 Uneven data quality 
 Inaccessibility of data at 

the community level 

 Harmonising data systems and 
collection mechanisms 

 Improving data collection 
quality through CHW training 
and supervision 

 Creating regular feedback 
loops between the community 
and the health facility through 
monthly data validation 
meetings and quarterly 
meetings for districts to 
report back to village health 
committees 
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Thematic Area Issues prioritised by 
participants 

Activities prioritised by 
participants 

Supply chain and 
infrastructure 
 
Definition: Effective 
community health requires 
a functioning supply chain 
and infrastructure that can 
support even hard to reach 
areas with equipment, 
vaccines, drugs, and other 
supplies needed.  
 

 Supplies shortages due to 
poor supply chain 
management and funding 
gaps 

 Insufficient infrastructure, 
particularly clinic shelters 
and HSA housing 

 Inadequate and low-
quality transport 

 Improving supply chain 
management through training 
and improved systems 

 Lobbying for additional 
resources from the MoH and 
partners 

 Constructing additional 
infrastructure such as clinics 
and housings for HSAs 

 Providing adequate and 
durable transport, such as 
high-quality bicycles and 
sufficient fuel 

Community engagement
 
Definition: Community 
health is an essential part of 
Malawi’s health system but 
in order to be successful it 
requires both community 
ownership and policy level 
attention in order to secure 
community, government, 
and external resources.  
 

 Insufficient community-
level engagement, 
participation, and 
ownership of community 
health 

 Lack of strong 
community-level 
structures and insufficient 
clarity on their roles and 
responsibilities 

 Inadequate policy-level 
attention and support for 
community health 

 Improving community-level 
ownership by engaging in joint 
planning 

 Providing clarity on and 
building community level 
structures 

 Prioritising community health 
at the national policy level 

Leadership and 
coordination 
 
Definition: Having effective 
and institutionalised 
planning and management 
practices, enables resources 
to be used in an efficient, 
actionable way and 
coordinated across different 
stakeholders.  
 

 Insufficient coordination 
between national, 
district, and community 
levels of health system 

 Inadequate coordination 
of planning and 
implementation of 
activities at the district 
level 

 Limited devolution of the 
health sector and health 
activities 

 Improving coordination 
between all levels of 
government by developing a 
community health strategy 
and creating more fora for 
coordination 

 Improving coordination of 
partners and activities at the 
district level through 
stakeholder mapping and joint 
work planning 

 Facilitating devolution of the 
health sector by briefing 
stakeholders on governance 
structures and enforcing 
existing policies  
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Annex C: Full list of community interventions within the Essential Health 
Package (EHP) 
Figure 20 lists all EHP interventions that are provided at the community level. Interventions 
that have a yellow box with an “x” are those only performed by CHNs or CMAs and are not 
provided by other CHWs such as CHVs, HSAs, SHSAs, or others. 
 
FIGURE 20: LIST OF EHP INTERVENTIONS IMPLEMENTED AT COMMUNITY LEVEL 

Category Intervention Only Done by 
CHNs/CMAs 

RM
N

CH
 

Tetanus toxoid (pregnant women)  

Deworming (pregnant women) X 

Daily iron and folic acid supplementation (pregnant women) X 

Syphilis detection and treatment (pregnant women) X 

IPT (pregnant women) X 

ITN distribution to pregnant women   

Injectable  

Pill  

Male condom  
Child Protection  

Va
cc

in
e 

Pr
ev

en
ta

bl
e 

Di
se

as
es

 

Rotavirus vaccine  

Measles Rubella vaccine  

Pneumococcal vaccine  

BCG vaccine  

Polio vaccine  

DPT-Heb-Hib / Pentavalent vaccine  

HPV vaccine  

M
al

ar
ia

 

Uncomplicated (adult, <36 kg) X 

Uncomplicated (adult, >36 kg) X 

Uncomplicated (children, <15 kg)  

Uncomplicated (children, >15 kg)  

RDTs X 

iC
CM

 
 

Pneumonia treatment (children)  

ORS  

Zinc  

Community management of nutrition in under-5 - Plumpy Peanut  
Community management of nutrition in under-5 - micronutrient powder  

Community management of nutrition in under-5 - vitamin A  
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RDTs for under-5  

Growth Monitoring  

En
vi

ro
nm

en
ta

l 

Vermin and Vector Control & Promotion  

Disease Surveillance  

Community Health Promotion & Engagement  

Village Inspections (including emergencies, health and safety)  

Promotion of hygiene (including hand washing with soap and food 
safety) 

 

Promotion of Sanitation (latrine refuse, drop hole covers, solid waste 
disposal, hygienic disposal of children’s stools) 

 

Occupational Health Promotion (including climate change and health)  

Household water quality testing and treatment  

Home-based care of chronically ill patients  

NTDs 
 

Schistosomiasis mass drug administration  

Trachoma mass drug administration  

HI
V/

AI
DS

 
 

Cotrimoxazole for children X 

PMTCT X 

HIV Testing Services (HTS)  

ART (all ages) X 

Viral Load (collection of samples only)  

N
ut

rit
io

n 
 

Vitamin A supplementation in pregnant women  

Management of severe malnutrition (children)  

Deworming (children)  

Vitamin A supplementation in infants and children 6-59 months  

TB
  

First line treatment for new TB Cases for children  

First line treatment for retreatment TB Cases for children  

NCDs 
 

Basic psychosocial support, advice, and follow-up  

Anti-epileptic medication X 

Treatment of depression (first line) X 
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Annex D: Monitoring & Evaluation Responsibilities 
FIGURE 21: M&E RESPONSIBILITIES OF VARIOUS STAKEHOLDERS 

Stakeholder Responsibility
CHS Section  Primarily responsible for M&E of the NCHS 

 Sets M&E guidelines, including indicators and cadence of data collection 
 Conducts data analysis at national level 
 Emphasizes data utilization at all levels for decision making 
 Conducts annual review of the NCHS and leads midterm/final NCHS evaluation  
 Coordinates M&E efforts with MoH and partners 
 Sets the research agenda for community health along with partners 

HMIS  Collates data nationally 
 Conducts data analysis 

DHOs  Collects, collates, and analyses district-level data 
 Submits high-quality data to MoH 
 Data utilization for programming and decision making 

CHWs  Collect data for core CH indicators 
 Conduct basic analysis of data 
 Disseminate findings to communities 

Communities  Collect data 
Partners  Collect and analyse data 

 Conduct independent research and evaluation 
 Synthesise findings and disseminate findings to all levels 
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