The onset of HIV and AIDS has created extra-
ordinary challenges for the public health, social,
political and economic sectors of developing
countries, of which Malawi is no exception. The
epidemic is undermining development gains,
changing the nature of developmentitself in ways
that are not yet fully understood, while at the same
time exhausting national capacities in an attempt
to meet these challenges.

The Malawi Human Development Report 2005
is intended to contribute to the Malawi Growth
and Development Strategy, and to the definition
and realization of Malawi’s Millennium
Development Goals (MDGs). Underlying the
report is the assumption that unless HIV and AIDS
is placed at the center of national planning
processes, Malawi’s chances of stimulating
economic growth, reducing poverty and promoting
human development are dramatically reduced.

The report analyses current human development
conditions in Malawi in light of HIV and AIDS.
Assessing a nation’s level of human development
represents an attempt to measure the standard of
living and well-being of its people —effectively their
ability to lead lives that are economically produc-
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tive, personally fulfilling and that benefit community
and the nation as awhole.

The text argues for a reassessment of, and new
parameters for, the national response to the
epidemic. Itidentifies the challenges that lie ahead
and that must be overcome if the MDGs are to be
achieved and more specifically if the people of
Malawi are to enjoy greater opportunities,
contribute to the development of the entire nation,
and offer a better life and brighter future for
generations to come. It calls for the localization
of the MDGs, starting with a needs assessment of
what it will take for Malawi to achieve the Malawi
development goals being elaborated in the Malawi
Growth and Development Strategy.

The report itself was prepared by a team of
Malawian consultants in collaboration with the
National Statistics Office and the National AIDS
Commission, with support from UN agencies
represented in Malawi, as well as UNDP’s
Southern Africa Capacity Initiative Programme in
Johannesburg, South Africa. UNDP Malawi is
delighted to publish this important “home-grown”
contribution with the hope of encouraging vital
national debate.

REVERSING HIV/AIDS IN MALAWI



Acknowledgement

We would like to acknowledge and express grati-
tude to all those stakeholders who contributed and
dedicated many hours to producing the Malawi
Human Development Report 2005. We are es-
pecially grateful to: Dr. Roland Msiska, Coordi-
nator of the UNDP Southern Africa Capacity Ini-
tiative Programme, Johannesburg; Mr. Desmond
Cohen (who was associated with the Botswana
NHDR 2000 on HIV/AIDS); Mr. Hakam
Bjorkman, Senior Advisor, Special Initiative on
HIV/AIDS at UNDP Headquarters; and Ms.
Dudu Chandiwana of the UNDP Southern Africa
Capacity Initiative Programme, Johannesburg.

The report was prepared by a team of consult-
ants: Roy Hauya, National AIDS Commission;
Prof. Paul Kishindo, Chancellor College Univer-
sity of Malawi; Professor Ndalama George
Liomba, School of Medicine, University of Ma-
lawi; Derek Zanera, National Statistics Office; Ms.
Janet Kathyola, Malawi Institute of Management;
and Mr. Mbwigha Denis Mulebe, Ministry of Eco-
nomic Planning and Development.

Finally, special thanks are extended to the net-
work of UNDP Economists for their comments

November 2005

MALAWI HUMAN DEVELOPMENT REPORT 2005

on the concept note and to the Core Team mem-
bers (Prof. Z. Kadzamila, University of Malawi;
Mr. Charles Machinjiri and Mrs. Mercy Kanyuka,
Commissioner and Deputy of Statistics, respec-
tively, National Statistics Office; Dr. Grace
Malandi, Ministry of Agriculture; the late Dr.
Wycliffe Chilowa, Centre for Social Research,
University of Malawi); and to Mr. Erasmus Morah,
UNAIDS Country Coordinator, for the document
review and other contributions from the joint UN
programme on HIV and AIDS.

Producing Malawi’s Human Development Report
involved collaborative efforts between UNDP,
Ministry of Economic Planning and Development
and the National Statistics Office of the Govern-
ment of Malawi. This report was initiated under
the leadership of Mrs. Zahra Nuru, UNDP Resi-
dent Representative in Malawi (2000 - 2004),
completed under the leadership of Mr. Michael
Keating, current UNDP Resident Representative
and facilitated by Abdoulie Sireh-Jallow, Economic
Advisor, Augustine Bobe, Economist, and Fred
Mwathengere, Programme Analyst (HI\VV/AIDS).
The concept note for the report was prepared by
John Wayem, Economic Advisor.



Contents

LIST OF TABLES, FIGURES AND BOXES 5
ACRONYMS 6
OVERVIEW 8
CHAPTER 1
THE HIVAND AIDS PROBLEM - STATUS AND DETERMINATION 15
Introduction 15
Status of the Epidemic 15
Geographical Distribution of the Epidemic 16
HIV and AIDS and Socio-Economic Status 16
Determinants of the Epidemic 17
Biological Determinants 17
Behavioural Determinants 18
Sexual Practices 18
Socio-Economic Determinants 19
Gender Determinants of HIV and AIDS 20
Migration and Mobility 22
Conclusion 23
CHAPTER?2
IMPACT ANALYSIS OF THE EPIDEMIC 24
Introduction 24
HIV and AIDS at Micro Level 24
Individual 24
Household 24
Business Sector 25
Government 25
HIV and AIDS at Macro Level 26
Effects of HIVV and AIDS on Literacy Levels and Human Development 27
Longevity and HIV and AIDS Links 27
The Impact of HIV and AIDS in Malawi 27
Impact on the Education Sector 30
Impact on the Health Sector 31
Impact on Agriculture Production and Food Security 32
Impact on the Business Sector 32
Impact on Governance 33
Conclusion 33

REVERSING HIV/AIDS IN MALAWI 3



CHAPTER3
THE NATIONAL RESPONSE PARAMETERS TO THE HIVAND AIDS EPIDEMIC

Introduction
The Early Years: 1985-1997

Medium Term Plans and National AIDS Control Programme
Shortfalls in the Early Response

The Middle Years: 1998-2004
National Mobilization and Action Planning

Strengthening National Coordination
Achievements and Prospects

National Response Successes
Growing Access to Critical Bio-Medical Services

Conclusion

CHAPTER 4

POLICY RECOMMENDATIONS FOR FOCUSING THE NATIONAL RESPONSE PARAMETERS

Introduction

Major Gaps in the National Response

HIV and AIDS and National Development Policy Framework
“Systemic National Response” Evolution

Leadership and Coordination Capacity
Health Sector Leadership in the Response

Focus on most “At Risk Groups”
Integration of Gender in Strategic Frameworks

Access to and Quality of Critical Bio-Medical Services
Inaccurate and Untargeted Communication Materials

Limited Attention to High Impact Issues and Interventions
Policy Recommendations

Addressing Human Resource Needs
Mainstreaming HIV and AIDS Agenda in the Public and Private Sectors

Scaling Up Bio-Medical Services
Focusing Intervention on most “At Risk” Groups

Breaking Silence, Stigma and Discrimination
Addressing Poverty

Conclusion

BIBLIOGRAPHY

APPENDIX

Technical Notes

Trends in Human Development in Malawi

4 MALAWI HUMAN DEVELOPMENT REPORT 2005

EEEEERREER ¥

40
42

S8&8

45
47
47
48
48
49
49
50
50

51

53
57



Table
Table
Table
Table
Table
Table
Table

11
12
13
14
15
3.1
3.2

Figure 1.1
Figure 1.2
Figure 2.1
Figure 2.2
Figure 2.3

Box
Box
Box
Box
Box

11
1.2
13
14
3.1

List of Tables, Figures and Boxes

Trends in HIV and AIDS Indicators

HIV Infection in Adults by Region

HIV Prevalence Among ANC Women in Selected District Sites in 2003

Gender Disparities in Education Attainment

HIV Prevalence Among ANC Attendees by Level of Education

Strategic Management Plan (SMP) - Funding Detail by Donor (2003 - 2009) ----------------

Expanded HIV and AIDS Programme Funding (Non-NAC+SMP)

HIV Prevalence by Partners’ Occupation
Intergenerational Sex

Effect Channels of HIV and AIDS
Orphans in Malawi (1985 - 2005)

Problems Experienced by Children and Families Affected by HIV and AIDS ----------------

STI Prevalence

Some Findings from CPEP Study on Culture of Silence
Findings on Condom Use

Examples of Harmful Traditional Practices
Sector Coordination Framework

REVERSING HIV/AIDS IN MALAWI

15
16
16
16
17
36
37

17
22
24
29
30

18
18
19
20
38

5



Acronyms

AIDS
ANC
ART
BCAAM
CBCC
CBO
CDA
CHBC
CPEP
DA
DACC
DHRMD
DHS
DOT
GBV
GDP
GESP
EU
FBO
FHI
FMA
GoM
HBC
HIPC
HIV
IEC
JICA
MACRO
MANASO
MANET+
MBCA
MBTS
MEPD
MGCS

Acquired Immune Deficiency Syndrome
Antenatal Clinic

Anti-Retroviral Therapy

Business Coalition Against AIDS in Malawi
Community Based Childcare Centre

Community Based Organisation

Community Development Assistant

Community Home-Based Care

Community Population and Education Project
District Assembly

District AIDS Committee

Department of Human Resource Management Development
Demographic Health Survey

Directly Observed TB Treatment

Gender Based Violence

Gross Domestic Product

Gender Equality Support Project

European Union

Faith Based Organisation

Family Health International

Financial Management Agency

Government of Malawi

Home Based Care

Highly Indebted Poor Countries

Human Immunodeficiency Virus

Information, Education and Communication

Japan International Cooperation Agency

Malawi AIDS Counselling and Resource Organsiation
Malawi Network for AIDS Service Organisations
Malawi Network of People Living with HIV/AIDS
Malawi Business Coalition on HIV/AIDS

Malawi Blood Transfusion Service

Ministry of Economic Planning and Development
Ministry of Gender and Community Services

6 MALAWI HUMAN DEVELOPMENT REPORT 2005



MLVT
MTCT
MTP
NAC
NACP
NAF
NAPHAM
NEC
NGO
NSF
NSO
PMTCT
PRSP
SSR

STI

B
TWG
UNAIDS
UNDP
UNV
USAID
usb
VCT
VSO
WHO

Ministry of Labour and Vocational Training
Mother-to-Child-Transmission

Medium Term Plans

National AIDS Commission

National AIDS Control Programme

National Action Framework on HIVV/AIDS
National Association of People living with HIV/AIDS in Malawi
National Economic Council

Non Governmental Organisation

National Strategic Framework

National Statistics Office

Prevention of Mother-to-Child Transmission
Poverty Reduction Strategy Paper

Sentinel Surveillance Report

Sexually Transmitted Infection

Tuberculosis

Technical Working Group

United Nations Joint Programme on HIV/AIDS
United Nations Development Programme
United Nations Volunteer

United States Agency for International Development
United States Dollar

\oluntary Counselling and Testing

\oluntary Services Overseas

World Health Organisation

REVERSING HIV/AIDS IN MALAWI

7



Overview

evelopment can be described as the out-

come of action stemming from a dynamic
and integrated relationship between individuals
(combined to form households), firms (combined
to form industries) and government, all working in
a cohesive and mutually beneficial manner. The
efficiency and effectiveness of each component is
interdependent. If the capacity of any component
is eroded by HIV and AIDS, it affects the capac-
ity of the “group relationship™ as awhole. When
individuals therefore are infected by HIV and
AIDS, all components of the relationship suffer.

Since 1991, Malawi has ranked amongst the bot-
tom 20 countries worldwide on the Human De-
velopment Index; the result of poverty com-
pounded and exacerbated by HIV and AIDS.
Still, the nation’s HIV prevalence rate has stabi-
lized at close to 14% - signifying a degree of
progress in meeting the sixth Millennium Devel-
opment Goal of combating HIV and AIDS, Ma-
laria, Tuberculosis and other major diseases. The
targeted goal to halt and reverse the HIV and AIDS
rising trend has been partially achieved during the
past five years. In 1999 the rate was measured at
14.67%, but by 2003 had dropped to 14.41%.
Emphasis now should focus on accelerating the
rate of decline so that by 2015, targets are met
and HIV is controlled.

More encouraging is Malawi’s progress when
compared regionally. In southern Africa, nations
have on average, a HIV and AIDS prevalence of
20% - 30%. Thus while Malawi’s success to date
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is marginal, there remains reason for optimism. For
example, the infection level amongst young women
(15-24 years) attending antenatal clinics (ANC)
in Lilongwe has declined from 26% in 1996 to
16% in 2003. And for all ANC attendees in
Lilongwe, the infection has reduced from 26% in
1998 to 17% in 2003. The Central region has
also consistently registered the lowest rates, al-
though the prevalence in Blantyre, Mzuzu and sev-
eral semi-urban areas still remain high, between
20% - 35%.

The national response undertaken during the mid-
dle years (1998 - 2000) and the delayed out-
comes from earlier interventions have apparently
aided in initiating this trend reversal. During this
period, government and UNDP collaborated in
planning and coordinating a nationwide commu-
nity mobilization, capacity building and strategic
planning effort to support communities, institutions
and organizations in developing the ability to dis-
cuss, more openly, issues about HIV and AIDS,
and in responding more effectively to its chal-
lenges.

By “breaking the silence” and stimulating debate,
individuals, communities and institutions, the elite
and religious organizations cultivated a deeper
knowledge and understanding about the nature and
impact of HIV and AIDS, and therefore became
better equipped to offer more effective and sus-
tained responses. As a result, Malawi’s first Na-
tional HIV and AIDS Strategic Framework (NSF)
was developed and implemented during the pe-



riod 2000 - 2004, which became a strong rallying
point for programming and resource mobilization.
In March 2000, during a Resource Mobilization
Round-Table, donors and partners pledged over
USD 100 million and reinforced their commitment
to fight HIV and AlDs.

The Malawi Human Development Report 2005
is presented in four chapters. Chapter 1 outlines
the status of HIV and AIDS in Malawi based on
the Sentinel Surveillance Report (SSR) produced
in 2003. The determinants, derived from numer-
ous published reports, focus on knowledge, atti-
tudes and beliefs, sexual practices, cultural norms
and practices, socialization processes and guardi-
anship of social beliefs, among others. This chap-
ter explains the extent of the HIV epidemic in Ma-
lawi and emphasises, in particular, women and
young girls as the most vulnerable populations. The
determinants contributing to the spread of HIV in
Malawi, as in many African countries, are behav-
ioural, economic and socio-cultural. Inorder to
significantly reduce further spread of the virus, sev-
eral areas must be addressed. Current responses
will require additional investigation to assess the
extent to which they focus on underlying socio-
economic and gender issues — the core of the epi-
demic. Atransformed, targeted and empowered
approach must link HIV prevention and impact
mitigation to poverty reduction strategies.

For women and young girls, their poverty, limited
access to education and lack of participation in
decision-making roles must be addressed as pri-
orities. Cultural practices and gender-based
norms, which promote HIV transmission, should
be reviewed and men’s attitudes towards women
and sexuality must be changed. Young menshould
be counselled to resist imitating harmful practices
from foreign cultures that promote sexual experi-
mentation. Condom use, including female con-
doms, requires more effective promotion. The
laws dealing with rape, defilement and women’s
rights to property inheritance need to be strength-
ened.

Chapter 2 concentrates on the impact of HIV
and AIDS on household welfare, orphaned chil-
dren, the extended family, educational and health
sectors, agricultural production, business enter-
prises and public service delivery. Although the
effects of HIV and AIDS are mainly understood
to affect human development, the reverse is also
true. HIV and AIDS typically lead to illness and
death, reducing productivity and depleting and
depriving the work force of skilled labour. Ab-
senteeism and attrition that result threaten both the
quality and quantity of services that organizations
provide to the public.

Progression of the disease from the point of infec-
tion to full blown AIDS may occur over a period
of several years; however, diagnosis alone can
prove cause enough for severe emotional trauma.
And once the diagnosis is revealed publicly to
friends, work colleagues and family, the infected
individual may then be shunned because of asso-
ciated stigma. As the disease continues to
progress, so too does the frequency of opportun-
istic infections experienced, weakening and ren-
dering the person less productive and more de-
pendent on others. The inevitable premature death
that follows robs the individual of a fulfilling and
productive life and eliminates potential contribu-
tions to the welfare of family and society as a
whole.

When HIV and AIDS factor into the equation at
household level, consequences can be economi-
cally devastating for a family. Household income
may reduce dramatically when a breadwinner falls
ill or dies, exacerbating the depth of poverty. Fam-
ily coping mechanisms are further tested as ex-
penditures increase to meet treatment needs of
the sick, which often deplete household savings
and result in the liquidation of assets. Some fam-
ily members may have to devote their time to car-
ing for the sick relative rather than on income earn-
ing activities.

Children are perhaps the most severely affected
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by the epidemic. A nationwide child labour sur-
vey conducted in 2003 revealed that poverty was
the most critical factor forcing children aged 5 —
17 years into the work force (MLVT and NSO,
2004). And those children living in households
affected by the epidemic are more likely to enter
the work force than those from non-affected house-
holds. The added high mortality amongst adults
asaresultof AIDS multiplies the tragedy by pro-
ducing greater numbers of orphaned children. Ac-
cording to the National AIDS Commission (NAC),
an estimated 840,000 children under 18 years
were orphans in 2003. Of these children, ap-
proximately 45% were orphaned due to AIDS-
related deaths of one or both parents (NAC,
2003). With this rise in orphan numbers, a new
dimension to the family unit has been created —
child-headed households. These households, of-
ten headed by children as young as 10 years, ei-
ther depend on charity for survival or the child-
heads are forced to work to support younger sib-
lings.

In the education sector, literacy levels are being
threatened as the epidemic affects and infects both
teachers and pupils. The educational system is
struggling to cope with staff shortages that affect
the delivery and quality of lessons and ultimately
may lead to low achievement levels, higher drop-
out and repetition rates and consequently, lower
literacy levels. Asteachers or their family mem-
bers infected with the virus become ill from op-
portunistic diseases, high levels of absenteeism
result. Bennel, etal (2002) found that personal
illness and attendance at funeral services each ac-
counted for 35% — 45% of teacher absences from
school. Death was reported as the major cause
of attrition among qualified primary school teach-
ers in the public service between 1997 and 2000
(UNDP, 2002). About 66% of teacher deaths
could be attributed to HIVV and AIDS.

Similarly, as the epidemic advances the number of

sick children who dropout of school increases.
Many of the estimated 70,000 children under 15

10 MALAWI HUMAN DEVELOPMENT REPORT 2005

years who were living with HIV in 2003, may be
too sick to start or continue with school, or may
have already died.

Professionals and skilled workers in the health sec-
tor have also been stricken by AIDS and are among
the nearly 80,000 people who die annually from
the disease. The epidemic has reduced both the
quality and quantity of health care workers and
worsened the results of health indicators. Mater-
nal mortality, for example, has increased from 620
per 100,000 to about 1,120 per 100,000 preg-
nantwomen. Life expectancy estimated now at
42 years, would have been 56 years without the
presence of HIV and AIDS. Analarming 14 years
have been lost to the epidemic. The number of
new TB cases in 2003 was approximately 30,000;
without HIV and AIDS the number would have
been 10,000 cases (NAC, 2003). An UNDP
(2002) report found that staff deaths in the Minis-
try of Health proved the primary cause of attrition
above all others. Most of the deceased were
young adults aged 30 — 44 years, according to
the National AIDS Commission.

AIDS has also taken hold of the agriculture sec-
tor by affecting the labour force and income. Loss
of agricultural labourers during crucial periods of
planting and harvesting can significantly reduce
crop production. With a reduced labour force,
the problem may worsen as farmers are more likely
to plant less labour intensive crops. Frequently
this results in substituting export crops for food
crops. Palamuleni, et al (2003) found that pro-
longed illness of a family member led to delayed
farm operations and abandonment of labour in-
tensive crops in favour of those less labour inten-
sive. HIV and AIDS-related illnesses and deaths
in households heavily dependent on agriculture also
threaten food security. Greater time may be spent
on caring for the sick, attending funerals and
mourning than on food production. Astudy car-
ried out by Zomba Rural Development Project in
2003 revealed that HIV and AIDS affected house-
holds produced 14.8% less food than non-affected



households (Phiri, etal, 2004). The study also
found that illness related absenteeism and a
shortage of staff increased staff workloads in the
agricultural extension service that in turn reduced
the number of extension visits. Instead of the rec-
ommended fortnightly visits, the study showed
21.1% of small-scale farmers were visited only
twice a month, while 47.9% received no visita-
tionsatall. Inthe small-holder agriculture sector
where alternative sources of technical information
are limited, the absence of extension visits deprived
farmers of useful information which may have ad-
versely affected production, particularly of new
crops.

High death rates in some rural areas have left many
gardens uncultivated as those with the property
rights have died. In matrilineal Machinga, high
mortality among the women has created opportu-
nities for men to acquire the land from the de-
ceased, normally an opportunity not afforded ac-
cording to custom. This situation may represent
the beginning of male encroachment on female land
rights ina matrilineal social system. Anumber of
leasehold estates also lay abandoned or partially
cultivated as the survivors lacked resources to fully
work the land.

Although there is a paucity of data on the effect of
HIV and AIDS on business enterprises, Jones’
(1996) study of Makandi tea and coffee found
that HIV and AIDS accounted for 3.4% of the
estate’s gross profits during the 1995 — 1996 fis-
cal year. Small- and medium-scale businesses are
particularly vulnerable to HIV and AIDS-related
ilinesses and deaths. 1n 2001, such proprietors
operated 60% of Malawi’s enterprises; of the re-
maining enterprises, 97% employ one to three
people. Premature deaths of entrepreneurs in-
crease defaults on loans for small- and medium-
scale enterprises. Palamuleni, etal (2003) found
that 60% of businesses owned by people living
with HIV and AIDS experienced a decline in in-
come because part of the capital was diverted for
treatment and other household needs; in some

cases business was undertaken irregularly.

A reduction in the work force has serious conse-
quences for governance. The initial impact felt
from the problem of reduced lifespan at societal
level is a loss of human resources, including expe-
rience and established networks. Anincreased
demand exists therefore to recruit and train indi-
vidualstofill vacancies. However, training institu-
tions are not capable due to resource limitations,
to produce replacements fast enough. Inefficien-
cies develop in public institutions as posts are left
unfilled and senior employees are required to as-
sume the duties of absent subordinates, or inex-
perienced juniors are promoted rapidly (de Waal,
2003). State institutions are faced with the chal-
lenge of maintaining their viability in the context of
a rapid staff turnover and shorter working lives.
The quality of service provision is threatened by
institutional decline, and so too is the capacity to
meet the challenges arising from the epidemic.

Chapter 3 deals with the national response to HIV
and AIDS. It focuses on the early years (1985 —-
1997), followed by the period 1998 — 2004 high-
lighting the achievements and prospects as a re-
sult of the response. During the implementation
of the National Strategic Framework, Malawi
adopted “the three ones” strategy, which in-
volves developing one broad-based strategic plan-
ning framework for all stakeholders; one func-
tional national authority to provide leadership and
coordination; and one national monitoring and
evaluation system to collect data and to guide all
efforts in measuring the progress and impact of
interventions. The principle of “three ones” has
now become the cornerstone for coordinating na-
tional HIV and AIDS responses and it is well sup-
ported by donors and development partners glo-
bally.

Many development partners have identified the
HIV and AIDS epidemic as an area of priority. A
“progressive partnership” has evolved between
NAC and bilateral and multilateral development
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partners. The HIV and AIDS Technical Working
Group (TWG) set up under NACP was broad-
ened by NAC and became the linchpin for moni-
toring progress in the response. The coordination
role of the Commission was further strengthened
in August 2002 when it was relocated to the Of-
fice of the President and Cabinet, giving NAC
greater visibility. The NAC Trust Deed was re-
vised and a process initiated with government for
an Act of Parliament to strengthen the legal status
and mandate of the Commission.

National response to date has been responsible
for several major successes, which include an in-
creased general knowledge and awareness about
HIV and AIDS, enhanced knowledge about con-
doms and their use, promotion of community
home-based care and improved precautions to
ensure safe blood supplies and universal preven-
tion measures. Interventions also expanded ac-
cess to critical bio-medical services, including ad-
dressing the demands for voluntary counselling and
testing services, progressing the prevention of
mother-to-child transmission programme, and scal-
ing up the provision of antiretroviral therapy.

Chapter 4 concludes by offering policy recom-
mendations for redefining the national response to
the epidemic. It looks at the gaps in the national
response that need to be filled to generate the ac-
celeration necessary to lower the prevalence rate
of HIV and AIDS. Anumber of parameters for
the response are redefined in order to determine
the effects of HIV and AIDS on individuals, as
well as on the economy. The revised parameters
are also expected to form the basis of redirecting
local and donor resources. Lessons drawn from
the failures of past responses will contribute to
redefining the parameters and chart future inter-
ventions. The policy recommendations put for-
ward are summarized as follows:

e Address human resource needs

With the severe shortage of human resources in
both the public and private sectors, the quality and
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delivery of essential services, including those HIV
and AIDS-related, are seriously challenged. Edu-
cation, health and agriculture are affected in par-
ticular as the numbers of nurses, clinical officers,
schoolteachers and agricultural extension work-
ersdecline. Recommendations therefore include
establishing, in the short-term, a means to address
the crucial shortages and a long-term strategy that
ensures sustainability and retention of the work
force once the urgency of the situation has dimin-
ished.

Immediate action should focus on relieving the vi-
tal resource shortages affecting the delivery of es-
sential services. Recruitment of foreign nationals,
volunteers and retired nationals on fixed term con-
tracts of no more than five years and the encour-
aged return of those nationals working outside the
country by means of incentives could help rapidly
improve the current dilemma. Preventing further
loss of competent, skilled personnel to more at-
tractive employment opportunities abroad and from
AIDS-related deaths require dialogue with the in-
ternational community and the provision of ARVs
and other drug therapies to treat the disease and
opportunistic infections.

Universities and institutions of higher learning
should review and revise their policies that restrict
student enrolment numbers for critical professions
such as nursing, the education of health techni-
cians and agricultural extension workers. Greater
enrolments are also necessary within the Malawi
Police Force and Army, both suffering from high
attrition rates believed to be HIV and AIDS-re-
lated.

e Mainstreaming HIV and AIDS agenda
in public and private sectors
With HIV and AIDS crossing all segments of so-
ciety, public and private sectors should assume
responsibility for mainstreaming an HIV and AIDS
approach in all core business activities. Govern-
ment policy currently supports a 2% budget allo-
cation for HIV and AIDS activities within each



government ministry and department; however,
execution of such programmes by several minis-
tries and departments is not possible due to ca-
pacity issues. Thisalso holds true for many city
and district assemblies charged with decentraliz-
ing HIV and AIDS activities to the community.
Addressing the problem requires technical exper-
tise to help speed up implementation of HIV and
AIDS programme activities. Establishing facili-
ties that simplify grant application mechanisms and
increase the pace in awarding them could help
greatly. Finally, guidelines for monitoring the public
sector to ensure the 2% annual budget allocation
for HIV and AIDS activities is implemented as
planned, should be put in place.

e Scaling up biomedical services
Access to voluntary counselling and testing
(VCT) services isimproving but still remains low
in many rural areas. The number of health care
workers and others trained to provide HIV and
AIDS counselling, conduct HIV testing and to
manage ARV therapy is inadequate. Recommen-
dations to address these problems include the need
to decide on and support an aggressive, rapid
scale up intervention programme that will increase
the number of people on ARV therapy and ulti-
mately contribute to an improved manpower base.
Accomplishing this goal, however, demands that
greater numbers of health personnel be trained to
manage ARV therapy. To meet this target, train-
ing institutions could include ARV managementas
part of their curriculum for doctors and clinical
officers, prior to graduation.

Access to services for prevention of mother-
to-child transmission (PMTCT) of HIV by
pregnant women is inadequate (only 3%) in Ma-
lawi. Typically pregnant women must volunteer
to receive HIV counselling and testing services,
which are limited to only a few hospitals. To in-
crease access and at the same time prevent verti-
cal testing, a public health approach is suggested
to include screening of all pregnant women and
providing treatment for all those infected along with

their children. However, public dialogue is nec-
essary for the community to appreciate and un-
derstand this approach to the epidemic. Preven-
tion of mother-to-child transmission services could
also provide an alternative arrangement for the
large number of women who attend antenatal serv-
ices but who prefer to deliver at home in absence
of formal health care providers.

Implementing the EU supported Malawi Blood
Transfusion Service (MBTS) project needs to
be sped up to ensure blood transfusions do not
depend upon donations from HIV infected rela-
tives, but rather from voluntary, non-remunerated
donors. To facilitate the process, training in the
appropriate use of blood and blood products
should be part of the formal training of medical
undergraduates and clinical officers. Furthermore,
sustainability approaches for the MBTS after EU
funding is depleted need to be planned for to en-
sure continued availability of safe blood for trans-
fusions. Knowledge and practice of universal
safety precautions should become an institution-
alized part of bio-medical sciences training.

Condom promotion and use offer opportunities
to reduce HIV infection. Presently, use in Malawi
is embattled with confusing messages from faith-
based organisations articulating a moralistic ap-
proach to HIV and AIDS prevention. Preventing
HIV and AIDS should promote methods that
combine the benefits of both abstinence and con-
domuse. HIV and AIDS programmes must em-
phasize that no single strategy will prevent infec-
tion for those at risk.

Bio-medical services requires the support of the
health sector, with the Ministry of Health at the
helm. Itis recommended that the ministry urgently
reconstitute and strengthen its HIV and AIDS Unit
and ensure an adequate mix of essential skills.

e Focusing intervention to “most at

risk” populations
The epidemic is shifting to the Northern region
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and rural areas, suggesting that organisations may
be less actively involved in HIV and AIDS activi-
ties in these parts of the country. Also in some
districts, cultural practices play a crucial role in
daily life that can increase the risk of HIV infec-
tion. These areas require greater HIV and AIDS
specific programme interventions.

Girls and women are the fastest growing
populations of HIV infected persons. Girls should
be encouraged to remain in school longer and is-
sues leading to early dropout need to be address-
ed. Literacy classes, combined with training on
income generating activities, can reduce poverty
that often puts girls at risk of HIV infection by
engaging in sex with older men in exchange for
money. These and other successful projects need
to be multiplied in various regions of the country.

Men too should be targeted, especially those with
disposable income. Men usually determine the
circumstances associated with intercourse, have
more chances to contract and transmit HIV and
often refuse to protect themselves with condoms.
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e Breaking the silence, stigma and
discrimination

Leaders at all levels should lead by example and

promote open discussion of HIV and AIDS to

help reduce associated stigma and discrimination.

e Affected poverty

While remedies for addressing poverty in Malawi
are beyond this report, the need for meaningful
inroads must be made in this area if further spread
of HIV and the impact of AIDS are to be reduced.

CONCLUSION

HIV and AIDS is threatening to reverse Malawi’s
human development gains. By reassessing the na-
tional response, several short-comings have
emerged that have contributed to the nation’s fail-
ure to control and reduce the prevalence of the
epidemic. Yet, understanding these deficiencies has
created new opportunity to redirect response pa-
rameters that will enhance and accelerate future
efforts in reducing HIV and AIDS and in realizing
Malawi’s Millennium Development Goals.



CHAPTER 1

The HIV and AIDS Problem
- Status and Determination

INTRODUCTION

Chapter 1 presents a situation analysis of the HIV
and AIDS epidemic in Malawi, focusing on modes
of transmission and determinants of the disease.
It also establishes a basis for analysing the im-
pacts that are discussed in chapter 2.

STATUS OF THE EPIDEMIC

Malawi is one country in sub-Saharan Africa se-
verely affected by the HIV and AIDS epidemic.
The latest findings shown in Table 1.1 indicate a
14.4% prevalence rate amongst adults aged 15 —
49 years (NAC, 2003); a significant level since
the country’s first diagnosed case of AIDS in 1985.
The table also highlights a 7.7% increase in HIV
and AIDS prevalence between 1987 and 1992,
but both incidence and prevalence rates had sta-
bilized between 1997 and 2002. However, the

TABLE 1.1:- TRENDS IN HIVAND AIDS INDICATORS

actual number of people infected and living with
HIV and AIDS has in fact increased over the years.
For example, in 1987 there were only 52,251 peo-
ple living with the epidemic. This figure increased
to 750,108 by 2002 and by 2003 a total of
760,000 Malawians aged 15 — 49 years were
living with the disease, 58% of whom were women.
HIV infection rates in young girls and women tend
to be much higher than in boys and men of corre-
sponding age (under 30 years). In 2003, approxi-
mately 900,000 Malawians were HIV infected,
including 70,000 children (0 — 14 years) and
60,000 adults over 50 years old. Still, almost 10
million remained HIV negative.

GEOGRAPHICAL DISTRIBUTION OF
THE EPIDEMIC

Table 1.2 illustrates the geographic distribution of
HIV and AIDS in Malawi for 2001 and 2003.

1987 1992 1997 2002 2003
HIV Population
Total 52,251 356,669 649,255 750,108 760,000
Males 30,015 163,141 272,798 316,875 320,000
Females 22,234 193,527 376,545 433,232 440,000
Prevalence (%) 1.6 9.3 12.2 14.4 14.4
New HIV Infections
Total 21,942 88,539 71,490 76,760
Males 11,541 37,494 30,411 34,270
Females 10,401 51,045 41,079 42,490
Incidence (%) 0.8 3.0 25 2.4

Source: NAC - Malawi National HIV/AIDS Estimates 2003 Technical Report

The difference between the total numbers and sum of males and females is due to cases where the sex was not indicated and could not be

determined.
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According to this table, HIV and AIDS preva-
lence was higher in urban areas (23%) than in ru-
ral areas (12.4%). The epidemic spread more
rapidly in the Northern region compared to the
Central and Southern regions, suggesting the need
for more concentrated interventions in this part of
the country. No studies have yet been conducted
that empirically explain the reason for this rapid
spread to the north, but contributing factors could
include cross border trading between Malawi and
Tanzania, along with inadequate HIV and AIDS
interventions in this region.

TABLE 1.2:- HIVINFECTION INADULTS BY REGION
Region

Prevalence Rate (%)

2001 2003
Urban Adult 23.0
Rural Adult 124
Southern Region 19.0 19.5
Central Region 11.0 9.7
Northern Region 10.0 1.3
National (15-49 yrs) 15.0 14.4

Source: National AIDS Commission

Table 1.3 shows the prevalence rates among an-
tenatal clinic (ANC) attendees in selected districts
and sites. Nsanje district suffered the highest rate
of 32.9%, an increase from 21% in 1997. This
11.9% rise is the highest ever recorded in Ma-
lawi, yet reasons for this rapid gain are still un-
known.

HIV AND AIDS AND SOCIO-ECONOMIC
STATUS

Current literature on the epidemic correlates illit-
eracy and poverty levels with a high prevalence of
HIV and AIDS. The 1998 Integrated Household
Survey indicates that 65.3% of Malawians were
living below the poverty line and women were the
majority of these poor. Education indicators
showed that 73.8% of males were literate as com-
pared to 48.9% females (NSO, 2002). Table 1.4
shows the differences in literacy between sexes
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TABLE 1.3:- HIV PREVALENCE AMONG ANC WOMEN
IN SELECTED DISTRICT SITES IN 2003

Sentinel Site Locality %HIV+
Kaporo Health Centre Rural 20.5
Mbalachanda Health Centre Rural 145
Rumphi District Hospital Semi-Urban 16.2
Nkhata Bay District Hospital Semi-Urban 241
Mzuzu Health Centre Urban 20.8
Kamboni Health Centre Rural 6.7
Thonje Health Centre Rural 1.4
Kasina Health Centre Rural 7.2
Mchiniji District Hospital Semi-Urban 18.1
St. Anne's Mission Hospital Semi-Urban 9.9
Ntcheu District Hospital Semi-Urban 22.0
Lilongwe Bottom Hospital Urban 16.9
Gawanani Health Centre Rural 17.0
Milepa Health Centre Rural 15.1
Mianga Health Centre Rural 23.2
Mangochi District Hospital Semi-Urban 145
Mulanje Mission Hospital Semi-Urban 29
Nsanje District Hospital Semi-Urban 32.9
Limbe Health Centre Urban 27.6
Total 19.8

Source: NAC; HIV Sentinel Surveillance Report 2003

TABLE 1.4:- GENDER DISPARITIES IN EDUCATION AT-

TAINMENT
Education Level Femali/f Maleo/f
No Education 27.0 104
Primary Education
4 Years 304 29.0
8 Years 31.4 40.2
Secondary Education 11.0 19.0
Tertiary Education 0.1 0.5

Source: Demography and Household Survey 2002

are primarily due to women’s limitations in access-
ing and achieving levels of education.

Yet, other data available in the country appear to
refute many findings that positively correlate illit-
eracy and poverty with a high prevalence of the
epidemic. Figure 1.1 highlights the HIV preva-
lence among ANC attendees according to part-
ners’ occupation. Itrevealsan increase in occur-
rence of the virus in women whose partners were
businessmen, skilled workers or professionals, and



FIGURE 1.1:- HIV PREVALENCE BY PARTNERS’ OCCUPATION
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Source: HIV Sentinel Surveillance Report 2003

lower in women whose partners were farmers/
fishermen. This implies that those living in a higher
socio-economic bracket are more predisposed to
HIV.

The data presented in Table 1.5 on HIV preva-
lence based on education level of ANC attendees
also support a positive correlation between high
levels of education and a high prevalence of HIV
and AIDS. Asignificantly higher incidence of HIV
infection amongst women who had achieved a sec-
ondary level of education was evident, compared
to those who had no education or only completed
primary school.

Based on the findings, greater interventions
amongst people of higher socio-economic back-
grounds may be warranted.

TABLE 1.5:- HIV PREVALENCE AMONG ANC ATTEN-
DEESBY LEVEL OF EDUCATION

95%

Education Total % .

Level Sample HIV+ HIV/+ Con:::!t::::;
None 1,921 369 192 175-21.1
Primary 4785 913 191 18.0-20.2
Secondary 1201 279 232 209-257
Post Secondary 68 19 279 17.7-401
Total 7975 1580 19.8 19.0-20.7

Source: NAC - HIV Sentinel Surveillance Report 2003
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DETERMINANTS OF THE EPIDEMIC

The primary mode of spreading HIV in Malawi is
unprotected heterosexual intercourse, which ac-
counts for 88% of the transmissions. Mother-to-
child transmission (MTCT) is responsible for 10%
of the infections and other unsafe practices cause
another 2%. The determinants discussed in this
report will focus on heterosexual intercourse, the
most common means of transmission.

While every individual is physiologically suscepti-
ble to HIV if exposed, transmission by sexual in-
tercourse only becomes risky when conducted in
an unsafe environment. Determinants of the in-
fection are thus examined in terms of individual
risk that emanates from people’s attitudes and be-
haviours, as well as the socio-economic environ-
ment that influences people’s participation in risky
behaviours.

Biological Determinants

Prevalence and treatment of sexually trans-
mitted infections (STIs)

The very presence of sexually transmitted infec-
tions (STIs) in individuals can facilitate the spread
of HIV by providing an effective port of entry for
the virus. According to the 2000 DHS, women,
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particularly those married, and single men were
disproportionately affected by STIs, as outlined
inBox 1.1. The transmission of HIV froman in-
fected man to a woman occurs more readily than
from awoman to a man. Because women have a
large genital mucosal surface, they may be more
predisposed to HIV than men. The virus is more
easily transmitted to a woman through sexual in-
tercourse, especially if she has suffered tears or
abrasions in her genital wall. Semen also remains
in the female genital tract longer than penile con-
tact with vaginal secretions, again exposing the
woman to greater risk of infection. Women in-
fected with HIV have shown high concentrations
of the virus in their urethral and vaginal secretions.

BOX 1.1:- STI PREVALENCE

* 11% of women and 8% of men had STis 12
months prior to the survey

* 11.3% of married women reported having STis
compared to 6.8% of unmarried women

® 11.3% of unmarried men had STis as compared to
6.6% of married men

Source: Malawi Demographic and Health Survey (MDHS), 2000

The high prevalence of HIV in-country can be at-
tributed to a number of reasons. For example,
treatment sought in reproductive health and STI
treatment facilities are limited, primarily due to the
stigma associated with STIs and the preference
for therapy from traditional healers. Many women
also fear reprisal from their spouses if they are
treated for STIs. Others believe that vaginal itch-
ing or discharge is normal and therefore may not
seek treatment at all.

Behavioural Determinants

Knowledge, attitudes and beliefs about sex
and HIV and AIDS

Knowledge about HIV and AIDS and prevention
measures in Malawi is effectively universal. The
DHS (2000) reports that over 90% of Malawians
had heard about HIV and AIDS and knew how
to protect themselves from infection, regardless
of gender, education, residential, and marital sta-
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tus. However, this knowledge had not translated
into positive behaviour change. Many people con-
tinue to practice risky sexual behaviours and re-
main reluctant to take advantage of voluntary
counselling and testing (VCT) services.

A*culture of silence” still exists on matters related
to sex and sexuality as customs prevent public
scrutiny and debate on these subjects. Box 1.2
summarises some of the findings from a study con-
ducted by the Community Population and Educa-
tion Project (CPEP) in the Ministry of Gender and
Community Services in 2001, illustrating sexual
taboos. As long as discussions are prohibited on
matters related to sex, the risk of HIV infection
will continue because many lack vital information
on sexual and reproductive health matters that
could prevent its spread.

BOX 1.2:- SOME FINDINGS FROM CPEP STUDY
ON CULTURE OF SILENCE

® Most parents did not discuss reproductive health
issues with their children because it was
considered culturally unacceptable

e Some parents feared that these children might
experiment based on issues discussed

e Girls could not suggest condom use to their
boyfriends for fear of being suspected of being
promiscuous and infected

Sexual Practices

Early sexual debut among the youth

The majority of young and single people are en-
gaging in sexual intercourse. According to the
2000 DHS, 67% of single men and 38% of single
women reported having had sex in the 12 months
prior to the survey. Evidence also supports that
the age of sexual debut is young, with over 50%
of youth experiencing their first episode of sexual
intercourse before the age of 15 years (Coombes,
2001). Engaging in sexual intercourse at these
young ages increases the risk of HIV infection
among the youth.

Unprotected sex and multiple sex partners
Male condoms are promoted as a means of fam-



ily planning and to prevent STIs, including HIV
and AIDS. They are readily available in most
parts of the country, with an annual supply esti-
mated at 19 million pieces. Although 80% of adults
believe condoms are safe and effective (DHS,
2000), condom use by men is reportedly low and
even lower amongst women, as shown in Box 1.3.

BOX 1.3:- FINDINGS ON CONDOM USE

® 14% of men reported having used a condom in
their last sexual encounter as compared to 5% of
women

¢ Condom use with casual partners is lower among
young men aged 19 - 25 and men aged 40 - 45

e Condom use is lowest among older women aged
25 - 49 years (17%) as compared to younger
women aged 15 - 24 (32%)

e Condom use among married women is lower
(2.6%) than among women who have never been
married (32.5%)

Source: MDHS 2000

Promoting female condoms has received less at-
tention and use has been minimal. They are more
expensive than male condoms and consequently,
have not been readily available. This discourages
their use and places women at higher risk of in-
fection, especially for those unable to persuade
their partners to use male condoms.

Other factors contributing to limited use include
inadequate knowledge, poor attitudes about what
constitutes sexual pleasure and the association of
condom use with promiscuity and sexually trans-
mitted infections.

Socio-Economic Determinants

Poverty

Generally poverty is thought to increase an indi-
vidual’s susceptibility to HIV infection, particu-
larly in the case of women and young girls. Pov-
erty also limits a nation’s capacity to respond ad-
equately to the HIV and AIDS epidemic. Ac-
cording to existing evidence, the socio-economic
status of women in Malawi is typically lower than
that of men, which places them at greater risk of

infection. Barnett and Whiteside (2002) report
that “differential incomes, status and social stand-
ing may determine livelihood choices and ultimately
sexual networks.” Poverty frequently leads
women and girls to engage in transactional sex as
a source of income and subjects them to sexual
trafficking and exploitation. Anumber of studies
in Malawi have found that young girls from poorer
families marry at an early age and many women
engage in transactional sex to escape poverty
(Coombes, 2001).

Because women often depend on men for their
livelihood, they may find it difficult to negotiate for
safer sex and/or abandon risky relationships alto-
gether. Ultimately these women are exposed to
greater risk of infection. Limited education and
restricted inheritance rights further accentuate
women’s poverty. Their access to and control
over productive resources is limited (Ngwira, et
al, 2002). Women'’s participation in decision-mak-
ing processes and socio-economic development
is also restricted. Traditional reproductive roles
and the responsibility as caregiver to family mem-
bers inflicted with HIV and AIDS, reduce wom-
en’s ability to contribute to the wage market. Ironi-
cally, while women provide the majority of labour
in the agriculture sector, 72% of them do not earn
wages (DHS, 2000).

Despite belief that poverty facilitates HIV infec-
tion amongst women and limits their opportunity
to education, epidemiological data for Malawi sug-
gest the opposite to be true, as shown in Tables
1.4and 1.5 previously. These conflicting findings
require further investigation to explain and under-
stand conclusively the reality of the situation.

Cultural norms regarding multiple partners
and promiscuity

Malawian culture inherently promotes ideals of fi-
delity and mutual faithfulness. However in prac-
tice, male promiscuity is condoned and perceived
as a symbol of manhood, while for females it is
simply not tolerated. Society’s double standards
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for similar types of behaviour undermine the ef-
fectiveness of prevention programmes that centre
on discouraging the practice of multiple sexual
partners (Gupta, 2000).

Polygamy is commonly practiced in some cultures,
particularly in the Northern and Southern regions
of Malawi, and evidence supports that one-fifth
of married women are in polygamous marriages
and are effectively heads of their households
(Ngwira, etal, 2002). Polygamy per se does not
increase the spread of HIV providing mutual faith-
fulness exists; however, because women in these
marriages are not treated equally and men are not
always faithful, the practice does presentan in-
creased risk for viral transmission.

Harmful traditional cultural practices

Box 1.4 provides examples of some harmful tra-
ditions practiced in Malawi. Most involve unsafe
sexual customs, which increase susceptibility to
HIV infection and create additional reproductive
health complications among women and young
girls, particularly during childbirth. Practices of
wife inheritance, initiation ceremonies, death
cleansing rites and the tradition of offering women
to men as “bonus wives”, called “mbiligha”, are
common. Initiation ceremonies and mbiligha prac-
tices involve older men engaging in sex with young
girls. And there are no tests performed to ensure
that either party is HIV free. These traditions have

far reaching implications on the sexual behaviour
of women, especially the young. They tend to pro-
mote multiple sexual partnerships and encourage
girlsto marry young. Unfortunately, little is known
about positive analogous practices that exist which
may aid in countering the spread of the virus.

Exposure to foreign cultural values

Globalization is introducing foreign cultural prac-
tices, which are transforming Malawi’s traditional
norms and values about sex and sexuality. The
sexual act is becoming a marketable business pur-
suit as evidenced by the rise in transactional and
commercial sex activities, especially in urban ar-
eas. Outside influences, like exposure to sexual
and pornographic material via electronic media,
have also contributed to increased sexual activity
amongst the youth. Pornography is one reason
cited why primary and secondary school students
engage insexual pursuits (Kadzamira, et al, 2001).

Gender Determinants of HIV and AIDS

Gender-based norms surrounding sexual
behaviour

Girls and women in Malawi are culturally social-
ized to discount themselves, to glorify males as
superior and to assume a submissive role under
all circumstances. They are also expected to re-
main passive and submissive during sexual activ-
ity or risk being labelled promiscuous. These gen-

BOX 1.4:- EXAMPLES OF HARMFUL TRADITIONAL PRACTICES
e A study by Oxfam in Mulane district reported that girls were being encouraged to have sex after initiation rites

in order to become better wives (Coombes 2001)

e Rituals, such as death cleansing, are performed under the erroneous belief that non-compliance to the rituals
would lead to death or some other harmful event to those refusing to participate

e Mbiligha is the practice of offering a young female relative of a dead wife to the surviving husband as a
bonus for good behaviour and to care for him and any children left behind

e Wife inheritance is encouraged in societies where it is believed that the children of the deceased are well

taken care of by their kinsmen

® Minor forms of male genital mutilation involve elongation of the labia minora to please men

e Dry sex that involves applying herbs and other corrosive substances to the vagina for tighter sexual

intercourse

e (Cultural ban of sexual intercourse for a period of 6 - 9 months for couples after childbirth promotes the

practice of men having extramarital sexual intercourse

e Anecdotal evidence of traditional healers demanding sex from women as part of the concoctions to help

childless women to conceive
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der norms perpetuate male dominance within
sexual relationships. They limit choices for women
who have no control over their reproductive sys-
tem and increase their risk to HIV.

Gender based violence

Gender based violence (GBV) manifests in the
form of physical, psychological and sexual abuse
from the actions of an intimate partner, acquaint-
ance or stranger. Astudy by the Gender Equality
Support Project (GESP, n.d.) reported that GBV
in Malawi occurs at family, community and work
place levels. It takes the form of “wife battering,
girl child defilement, sexual abuse, rape, sexual har-
assment, trafficking of women, forced prostitution
and violence related to sexual initiation rites”.

In addition to violating human rights, GBV is a
public health concern. Itincreases the risk of HIV
infection and creates other sexual and reproduc-
tive health problems for women, like unwanted
pregnancies, abortions and premature childbirth.

GBYV facilitates the transmission of HIV infection
in four main ways. Firstly, sexual and physical
abuse during childhood can lead to high-risk be-
haviour during adolescence and adulthood. Stud-
ies have shown that “individuals who have been
sexually abused are more likely to engage in un-
protected sex, have multiple partners, and trade
sex for money or drugs”, and are more likely to
be HIV positive (Gupta, 2000). Secondly, forced
sex can cause abrasions and tears that heighten
the efficiency of the HIV infection. Thirdly, a
woman who is HIV positive may elect not to dis-
close her serostatus to her partner for fear of GBV,
and thereby place him at greater risk of infection.
Finally, fear of GBV may reduce a woman’s abil-
ity to negotiate for safer sex.

Cases of child defilement by family membersand
sexual abuse of girl children by teachers and other
older men are also common and on the rise in Ma-
lawi. Astudy on the impact of HIV and AIDS in
primary and secondary schools found that male

teachers in rural schools were sexually abusing fe-
male students, while older men were the abusers
amongst girls in urban schools (Kadzamira, et al,
2001). Chanika (2003) reported on girls sexu-
ally abused by male primary teachers in Chiradzulu
district. One male teacher had 14 student girl-
friends. Some male students were engaging in sex
with prostitutes or married women and 69% of
teachers in the study had student girlfriends.

Most cases of abuse involving family members go
unreported to protect the perpetrator, as do those
of sexual abuse by teachers. Normally teachers
are not reported to the police or Ministry of Edu-
cation, Science and Technology but rather cases
are resolved privately, making it difficult to take
disciplinary action. Not only does this reinforce
the behaviour, but also undermines the efforts un-
dertaken toward meeting the MDG of improving
literacy levels, particularly amongst girls.

Women’s reproductive health status and
differential access to health services
Maternal mortality in Malawi is rated as one of
the highest globally with 1,120 deaths per 100,000
live births. Limited access to basic and maternal
health care services, and a high incidence of HIV
among pregnant women are some of the underly-
ing causes. Meanwhile, reproductive health serv-
ices in the country have tended to focus more on
married women, thereby marginalizing the repro-
ductive health needs of adolescents and men.

Intergenerational, transactional and com-
mercial sex

Intergenerational sex in the country is likely a ma-
jor conduit of HIV infection from adults to youths,
the nation’s “window of hope”. Since research,
however, confirming this position has been inad-
equate, there are no elaborate interventions
underway to address the problem.

Figure 1.2 illustrates how HIV is transmitted from

older to younger generations. The smaller arrows
emphasize the bi-directional and complex nature
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FIGURE 1.2:- INTERGENERATIONAL SEX

WEX

Source: Adapted from the Botswana Human Development Report for 2001

of intergenerational sexual relationships; it occurs
not only between men and girls but also, less com-
monly, between women and boys.

One reason why some older men have sex with
younger girls is because they believe them to be
free of the virus. Others wrongly think they will
be cured of HIVV and AIDS if they have sex with a
virgin. These could be some reasons why girl child
defilement cases are increasing in Malawi.

Transactional and commercial sex are also on the
rise, thriving on unequal power relations and dif-
ferential economic statuses between males and fe-
males in the country. Underlying transactional sex
is male dominance and a value system that treats
women as sexual objects, disrespecting their bod-
ies, rights and dignity. Atthe same time, anumber
of studies show that women often engage in trans-
actional and commercial sex for economic sur-
vival. Although few studies have been conducted
on transactional and coerced sex in the work
place, anecdotal evidence suggest most women
participate in sex of this nature to gain favours,
such as field trips and promotions.
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Intergenerational, transactional and commercial
sex work are gender issues that thrive on girls’
and women’s socio-economic powerlessness.
Unless these issues are dealt with from a gender
perspective, the spread of HIV will continue to
flourish in the Malawian society.

Migration and Mobility

Research in and outside Malawi have shown that
migration and mobility increase the risk of HIV
infection among itinerant workers and their sexual
partners at home. This is because individuals who
travel and are away from home for extended pe-
riods frequently develop sexual networks and es-
tablish temporary sexual partners in different lo-
cations. Inaddition, it is difficult to effectively reach
the itinerant with HIV information, education and
prevention measures such as condoms.

Malawi categorizes these individuals as migrant
labourers, public servants, businessmen, truck
drivers and others. The tobacco, tea and sugar
industries employ seasonal labourers, which sepa-
rate many from their families during the growing



and harvesting periods. During these times, many
of these workers engage in temporary sexual re-
lationships, which expose them to the virus. They
may in turn transmit the virus to their spouses on
return home. Proven high prevalence and inci-
dence of STIsand HIV infection among seasonal
workers confirm these transitory relationships.

Cross-border trading is also one reason cited for
travel. Both women and men travel to countries,
such as Tanzania and South Africa, to procure
commodities for sale and according to anecdotal
evidence, temporary marriages and sexual rela-
tionships have been established in these places.

In-country, mobility among civil servants, includ-
ing police officers and agricultural extension work-
erstravelling away from duty stations, explains the
high death toll among these cadres.

CONCLUSION

Chapter 1 explained the extent of the epidemic in
Malawi, with a particular emphasis on women and

young girls as the most vulnerable. The determi-
nants aiding the nation’s spread of HIV, as in many
African countries, are behavioural, economic and
socio-cultural. To significantly impact and prevent
further spread of the virus, several areas must be
addressed. Current responses require additional
investigation to assess the extent they focus on
underlying socio-economic and gender issues —
the core of the epidemic. Atransformed, targeted
and empowered approach must link HIV preven-
tion and impact mitigation to poverty reduction
strategies. For women and young girls, their pov-
erty, limited access to education and lack of par-
ticipation in decision-making roles should be
prioritized and resolved. Cultural practices and
gender-based norms, which promote HIV trans-
mission, should be reviewed. Men’s attitudes to-
wards women and sexuality need transforming and
both male and female condom use require more
effective promotion. Young men must be coun-
selled to resist imitating foreign practices if they
promote sexual experimentation. Finally, laws
dealing with rape, defilement and women’s rights
to property inheritance need strengthening.
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CHAPTER 2

Impact Analysis of the Epidemic

INTRODUCTION

This chapter examines the impacts of HIV and
AIDS at both micro and macro levels (BER,
2001). The consequences of the epidemic are
assessed according to individual, household, busi-
ness sector and government and are related to the
economic challenges at national level.

HIV AND AIDS AT MICRO LEVEL

Individual

At the individual level, HIV and AIDS tend to
strike people during their most economically pro-
ductive years. Once infected, an individual even-

FIGURE 2.1:- EFFECT CHANNELS OF HIV AND AIDS
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tually succumbs to illness and absenteeism from
work follows, reducing the person’s productive-
ness. Individual and family resources are often
stretched beyond their limits as expenditures for
medical treatments, transport and general care for
AIDS patients increase and ability to save is re-
duced. The potential to diminish a nation’s eco-
nomic growth is therefore underscored in coun-
tries with severe epidemics.

Household

Although HIV and AIDS affects all levels of soci-
ety, some of the most severe effects from the dis-
ease occur at household level. Households pro-
vide labour to industry and institutions; in turn, a
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portion of corporate income is distributed to the
households as salaries. Households use this money
to pay income tax, cover living expenses, and
any surplus may then contribute to household sav-
ings. When HIV and AIDS factor into the equa-
tion, consequences can be economically devas-
tating for a family. Household income may re-
duce dramatically, perhaps permanently, when a
breadwinner falls ill or dies from the disease, ex-
acerbating the depth of poverty. Family coping
mechanisms are further tested as expenditures in-
crease to meet treatment needs of the sick, which
often deplete household savings and result in the
liquidation of assets. If one or more membersare
forced to stop working due to illness or to care
for the sick, the family may have no alternative but
to seek support from other relatives. Often older
parents or guardians undertake this responsibility
even though they themselves may be living on lim-
ited resources, like an old age pension. This il-
lustrates a reversal in intergenerational depend-
ence.

Business Sector

Business, as with many segments of society, has
abided a succession of direct and indirect costs
because of the epidemic. Asemployeesand family
members affected or infected by the disease be-
come ill or die, companies must contend with the
subsequent costs associated with, for example,
recruitment and training of new staff, a reduced
complement of company skills, absenteeism due
to illness, and compassion and funeral leave. To
offset the rising costs of health care faced by em-
ployees, companies are encouraged, if not ex-
pected, to increase contributions to employee pen-
sions, life insurance, disability and medical ben-
efits. Productivity is ultimately reduced because
of physical disability, absenteeism, stress, and de-
creased morale of work colleagues, friends and
family —all directly or indirectly caused by the
epidemic. Additional costs incurred include legal
fees, time spent on negotiations between labour
and management and investment in occupational
health and safety standards.

Several factors determine a company’s vulnerabil-
ity to HIVV and AIDS and include: the labour in-
tensity of business activity; risk profile or suscep-
tibility of its workers to the disease; skill level of
affected employees and turnaround time needed
to replace lost staff; structure of employee benefit
schemes; the degree in which planned strategies
have been implemented in the work place; and
the effects of AIDS on product suppliers and tar-
get markets. The related cost increases will ad-
versely impact corporate savings, and thereby con-
strain private sector investment opportunities.

Government

One of the most visible consequences of the epi-
demicisan increase in the number of people seek-
ing medical care. As individuals with AIDS turn
to state hospitals for assistance, the financial strain
on the public health sector rises. The sheer in-
crease in numbers seeking health care and result-
ant expenses needed to treat AIDS and AIDS-
related ilinesses, place a substantial financial strain
on the public health sector as compared to other
health conditions.

Normally government operates on revenues re-
ceived from import and export tariffs, income and
indirect taxes, and proceeds from net foreign bor-
rowing. Revenue spending include those on goods,
services and investments, and any surplus revenue
represents government savings. As direct or indi-
rect costs resulting from the epidemic increase,
private sector profits reduce and adversely affect
economic growth and wage levelsasawhole. The
loss of private sector profits represents a likely
indicator of tax base erosion and decreased gov-
ernment revenue.

Amajor challenge for government today, there-
fore, lies with the increased financial burden of
higher public health care costs and other social
spending, such as institutional care for orphans that
will most likely coincide with reduced tax revenues.
In all probability, the result will be a shift away
from spending in high priority areas to those which
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lead to less productivity and downward growth.
HIV AND AIDS AT MACRO LEVEL

At the macro level, HIV and AIDS adversely af-
fects GDP growth in countries with severe epi-
demics; however, predicting the extent of the ef-
fects on economic growth is difficult. Full impact
felt from the epidemic will likely be delayed, limit-
ing the ability to predict the economic costs of
future growth and the upshot of demographic
changes and project costs that assess current con-
sequences. The majority of attempts to quantify
the macro-economic effects were made during the
early 1990s; in Malawi, this exercise was con-
ducted in 1994 — 1995 (Cuddington and
Hancock, 1994; Lohdi, 1995).

Comparative statistics from the region suggest a
direct linkage between HIV and AIDS and a re-
duction in GDP. In his study of 30 countries in
sub-Saharan Africa, Over (1992: 23, 25) pre-
dicted that GDP growth rate on average would
decline by 0.82 percentage points every year. Of
the findings from an estimated 30 countries inves-
tigated, GDP per capita would decrease by 0.09
percentage points while for the remaining 10 coun-
trieswith a higher incidence, GDP per capitawould
decrease by 0.24 percentage points.

Loss of labour productivity and increased medi-
cal expenses affects economic growth. Reduced
savings, and hence less capital, results in lower
economic growth. Considering that capital and
labour are factors of production, reduced capital
will lead to reduced output. Thiswill in turn affect
human development given that: a) per capita in-
come will reduce; and b) it will reduce the ability
of the public sector to provide essential services
like health, education, water and sanitation. The
decline in output growth brings about a decreased
demand for imports, and yet imported goods are
essential for production. The contraction inim-
ports and hence the revenue from import tariffs,
result in further losses in fiscal revenue.
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Although the precise measurement of consump-
tion levels is difficult, an indisputable relationship
exists between HIV and AIDS and consumption.
Asthe incidence of the illness increases, followed
by the probable death of an HIV and AIDS pa-
tient, the tendency is for both direct and indirect
expenses to increase. These expenses are typi-
cally financed through savings and by selling
household assets.

AIDS affects the household spending patterns, as
infected households will be burdened by higher
health care costs, transportation costs to and from
health services and funeral expenses. Households
may need to divert funds away from savings or
other expenditure categories, such as children’s
education and other non-essential expenditures due
to HIV infection and AIDS. Some households
may even find it necessary to liquidate fixed as-
sets in order to afford medical care for the sick or
to cover burial costs. Furthermore, AIDS deaths
will reduce absolute numbers of consumers in an
economy, which could have a negative effect on
aggregate consumption expenditure.

Government, household, and net foreign savings
determine total domestic investment, which is al-
located to different sectors according to observed
sectoral profit rates, so that more profitable sec-
tors in the economy will attract a greater share of
the resources available for investment. Acknowl-
edging that HIV and AIDS reduces savings, pre-
sumes that the investment level in the economy
also decreases. This will affect output as well as
human development as per capita income de-
creases, assuming that income decreases faster
than population.

Some wealthy individuals infected with the virus
seek medical services outside Malawi. The terms
of trade are adversely affected because of in-
creased imports of goods (medicine and hospital
equipment) and services (treatment costs) related
to HIVV and AIDS. In addition, government re-
sorts to importing greater volumes of medicinesin



order to respond to the demands of the scourge.
This puts pressure on the little foreign ex-
change that is available and alters its allocation to
services (treatment costs), which are less produc-
tive. The combined effect of these two scenarios
could lead to a worsening current account bal-
ance.

Asthe supply of labour falls due to HIV and AIDS,
the economy experiences increased wages, pro-
duction costs and domestic prices, leading to de-
terioration in international competitiveness and
fewer exports. The contraction of exports leads
to further losses in production, employment and
deterioration of fiscal revenues, as export taxes
constitute an important source of government rev-
enue. The decline in exports, coupled with the
increase in imports, worsens the trade balance.

Effects of HIV and AIDS on Literacy Lev-
els and Human Development

The effect HIVV and AIDS has on literacy is deter-
mined in part by the degree which the epidemic
affects and infects both teachers and pupils. In-
fected or affected teachers are often absent from
work because they are too ill to work, are seek-
ing treatment or must attend to sick relatives. Class
lessons are therefore impacted, which may lead
to low achievement in education, higher dropout
and repetition rates, and hence lower literacy lev-
els.

Similarly, affected or infected pupils absent them-
selves from classes either because they must care
for sick relatives or they themselves must seek
medical attention. Pupils caring for sick family
members are often anxious, worried, and de-
pressed, hence unable to concentrate in class. As
stress levels increase, high dropout and repetition
rates may contribute to reduced literacy rates.

Literacy amongst women is also an important in-
dicator in assessing a nation’s level of human de-
velopment. Policies that improve the education
of women better women’s socio-economic status

and expand their employment opportunities. Itis
believed that women with higher levels of educa-
tion are better equipped to negotiate safe sex with
their male partners.

Longevity and HIV and AIDS Links
Anincrease in life expectancy is an indication that
human beings are living healthy lives, which re-
duce their susceptibility to life threatening acci-
dents and disease, including HIV and AIDS. Life
expectancy is lower in countries with a high preva-
lence of HIV infection. For example, in Malawi
the 1998 population and housing census indicates
that life expectancy is at 42 years. The 2003 Na-
tional AIDS Commission (NAC) report estimated
that life expectancy would have been 56 years
had there been no HIV and AIDS to contend with.
It currently stands at less than 40 years in light of
AIDS.

The Impact of HIV and AIDs in Malawi
HIV and AIDS has become a serious health and
development problem in many countries through-
out the world. The joint United Nations Pro-
gramme on AIDS (UNAIDS) estimated that at
the close of 2001, the number of people infected
with HIV was almost 40 million; about 28 million
infected people or 70% of the total were in sub-
Saharan Africa. The prevalence of HIV and AIDS
amongst adults is approximately 14.4% (NAC,
2003). This pandemic is unique in that it primarily
affects the 15 — 49 year olds; the age group re-
garded as the most productive. This leadsto a
loss of important talent, skills and productivity,
which is reversing many of Malawi’s socio-eco-
nomic gains made in the 40 years since its inde-
pendence.

As HIV and AIDS spreads and advances, the fre-
quency of illnesses and number of deaths among
the population increase, thereby reducing the la-
bour force. Absenteeism and attrition threaten the
quality and quantity of public services provided.

The impact of HIV and AIDS on the individual,
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household and sectors of social and economic im-
portance will be examined in the remaining sec-
tions. Any attempt to perform a systematic analy-
sis of the HIV and AIDS impact is, however, ham-
pered by the concealment of the disease. For
example, few individuals know their sero-preva-
lence status or refuse to divulge it and recorded
deaths may not accurately specify the cause if HIV
and AIDS-related. Poor record-keeping, espe-
cially in public institutions, further compounds the
problem. The lack of relevant data from key sec-
tors makes it impossible to conduct any useful
cross-impact analysis.

Impact on personal health and well-being
Progression of the disease from the point of infec-
tion to full blown AIDS may occur over a period
of several years; however, diagnosis alone can
prove cause enough for severe emotional trauma.
And once the diagnosis is revealed publicly to
friends, work colleagues and family, the individual
may then be shunned because of associated stigma.
As the disease continues to progress, so too does
the frequency of opportunistic infections experi-
enced, weakening and rendering the person less
productive and more dependent on others, even
for such basics as personal hygiene. The inevita-
ble premature death that follows robs the indi-
vidual of a fulfilling and productive life and elimi-
nates potential contributions to the welfare of fam-
ily and society as a whole.

Impact on household welfare

The impact of HIVV and AIDS on the household is
felt as soon as a member begins to suffer from
HIV-related illnesses. Long-term illness prevents
the individual from working and increases health
care costs, while other family members spend time
providing care rather than on income earning ac-
tivities. Increased expenditure on health care ata
time when the household is confronted with de-
creased income results in diminished savings,
among other problems. In 2000, the annual cost
estimate in caring for an AIDS patient was about
MK 50,000 or the equivalent of four years of sal-
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ary for the average Malawian wage earner (Panos/
UNAIDS, 2000). Assets, such as land, bicycles
and houses, are often sold to meet the costs of
health care and food. Palamuleni, etal (2003) in
their study of people living with HIVand AIDS in
Blantyre, Lilongwe and Mzimba found that 42%
of sampled families had sold part of their assets
due to the prolonged illness of a family member.

The death of an individual leads to permanent loss
of income because of either lost wages or remit-
tances, or a decrease in agricultural labour sup-
ply. The households then must also bear the ad-
ditional and substantial costs of funerals and
mourning.

As outlined earlier, the 1998 Malawi Integrated
Household Survey estimated that about 65% of
Malawians lived below the poverty line. The HIV
and AIDS factor has increased the proportion of
households affected by deepening poverty. This
has undermined people’s traditional concern with
and support for community welfare, as the wel-
fare of one’s own family members takes prec-
edence. Inthe absence of a formal social security
system or other safety nets, households, particu-
larly in rural areas, may force some family mem-
bers to enter the work force, including children.

A nationwide child labour survey carried out in
2003 revealed that poverty was the single most
important factor forcing children aged 5— 17 years
into the work force (MLVT and NSO, 2004).
And children from HIV and AIDS affected house-
holds are more likely to find themselves in this situ-
ation than those from non-affected households.

Child labour has detrimental effects on child de-
velopment. The child does not receive a formal
education and thereby misses an opportunity to
escape the poverty trap. The destitute child may
have little choice but to engage in work detrimen-
tal to health, such as spraying chemicals on tea
and tobacco estates, or participating in morally
questionable activities like prostitution. Without



the advantages and opportunities that an educa-
tion provides, orphans and other vulnerable chil-
dren may grow into illiterate and unproductive
adults, perpetuating the reduction in productive
human capital (World Bank, 2001).

Parental deaths and the orphaned

HIV and AIDS contributes to the high mortality
amongst adults of child-rearing age and has fuelled
the growth in orphan numbers. The National AIDS
Commission (NAC) estimated that about 840,000
children under 18 years were orphans in 2003.
Approximately 45% of these children were or-
phaned due to AIDS-related deaths of one or both
parents (NAC, 2003). Figure 2.2 shows the
approximate orphan numbers from 1985 — 2005.

FIGURE 2.2:- ORPHANS IN MALAWI (1985 - 2005)
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Orphans may suffer immense emotional turmoil
that is frequently suppressed because societal
norms do not encourage free expression. As a
consequence, guilt, anger and confusion continue
to fester in the child (NEC, 2000). Orphanhood
canalso affect children differently at various stages
of life. For example, studies reveal that a moth-
er’s death has greater impact on the children who
are under five years than older children in their
teenage years; a father’s death has a greater ef-
fect on the development and educational oppor-
tunities for older orphans (MGCS, 2003).

Orphan care
Before HIV and AIDS, orphans were tradition-

ally placed with uncles and aunts still in their pro-
ductive ages. Today the younger and more pro-
ductive people form the largest group of those dy-
ing of AIDS, leaving the often resource-poor eld-
erly to assume parental responsibilities of the sur-
viving children. But when cared for by relatives,
orphans are not always well-treated. Sometimes
they are kept under conditions of servitude, forced
to engage in farm chores before the school day
begins, denied food and subjected to verbal and
physical abuse (Kadzandiraand Mvula, 2001).

Without proper care and supervision during this
critical period of their lives, orphans may easily
driftinto a life of delinquency or life on the streets.
Asurvey in 2004 (MLVT and NSO) established
that 51% of street children had either one or both
parents dead, the majority most likely due to
AIDS-related illnesses. As these children become
alienated from their communities, they may resort
to crime, drugs and alcohol abuse. Without any
community restraints these children could poten-
tially destabilize society in the future, creating more
lawlessness and increase the costs in policing and
administering the justice system (World Bank,
2001).

Child-headed households

With the rise in orphan numbers, a new dimension
to the family unit has been created — that of child-
headed households. These households, often
headed by children as young as 10 years, either
depend on charity for survival or the child-head
may be required to work in order to support
younger siblings. Inthe absence of legitimate cash
earning opportunities such children easily drift into
illegitimate activities like providing sex to older men
in return for cash. Even reputable well-wishers
may demand sex or coerce children into early mar-
riages in return for financial assistance (NEC,
2000). Young, inexperienced and desperately in
need of cash, the child prostitutes are often un-
able to negotiate safe sex and therefore run a high
risk of becoming infected, often by older clients,
and passing the virus on to future partners. They
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become new foci for HIV transmission among the
youth. The increasing number of orphans and ap-
parent failure of the extended family to cope with
their needs because of worsening financial con-
straints, have led to the proliferation of orphan-
ages and orphan care centres. Not all of these,
however, have been set up with noble intentions.
There have been cases of embezzlement of donor
money intended for orphans. Ironically, the very
people intended to protect orphans are the peo-
ple abusing them. Figure 2.3 shows the many
problems children and families affected by HIV
and AIDS may experience.

Impact on the Education Sector
Education is a critical component of human capi-

tal because it influences skills, knowledge and
health, which in turn are important determinants
of a country’s standard of living and development
prospects. The epidemic greatly increases the in-
tensity of existing problems in the education sys-
tem, particularly that of staff shortages that can
adversely affect the quality of education.

Absenteeism and reduced call for educa-
tion

As the epidemic advances, the number of sick chil-
dren dropping out of school increases. Many of
the estimated 70,000 children under 15 years who
were living with HIV in 2003, may be too sick to
start or continue with school, or may have already
died. The death of an income earner often leads

FIGURE 2.3:- PROBLEMS EXPERIENCED BY CHILDREN AND FAMILIESAFFECTED BY HIVAND AIDS

Source: NEC (2000)
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to the withdrawal of children even from tuition-
free public schools since they often cannot meet
the cost of school supplies such as pencils, pens
and exercise books (NSO and MACRO, 2003).
And many children, especially girls, are withdrawn
from school to look after sick relatives, to per-
form household chores, or to earn an income. In
areas most affected by HIV and AIDS, 30% of
primary school children were absent from school
to provide care for sick relatives (USAID, 2000).
Orphans are particularly vulnerable and are likely
to dropout because of a number of factors includ-
ing lack of decent clothes, hunger, and inadequate
parental supervision. Consequently, the increas-
ing numbers of children who are not able to at-
tend school or withdraw, reduce the demand for
education.

Absenteeism and attrition of teachers

Frequent illness of infected teachers or members
of their families leads to high levels of absentee-
ism. Bennel, etal (2002) found that personal ill-
ness and attendance at funeral services each ac-
counted for 35% — 45% of teacher absences from
school. Caring for sick relatives, however, was
not a major reason for teacher absenteeism.

Death was reported as the major cause of attri-
tion among qualified primary school teachers in
the public service between 1997 and 2000
(UNDP, 2002). Estimates indicate that 66% of
teacher deaths could be attributed to HIV and
AIDS. An absence of teachers may mean that
classes are not adequately taught. Healthy teach-
ers are frequently assigned to take on the classes
of sick colleagues, but the added workload typi-
cally lowers teacher morale in absence of com-
pensatory remuneration. Subjects, such as sci-
ence and mathematics, may be assigned to teach-
ers who lack the appropriate qualifications and
thus course quality is compromised. Conse-
quently, a poor foundation in mathematics and sci-
ence subjects narrows the pool of eligible candi-
dates for science-based professions such as medi-
cine, agriculture and engineering.

The goals of “Education for All by 2015” set by
the World Education Forum in Senegal, and to
which Malawi subscribes, are challenged by HIV
and AIDS-related attrition and absenteeism among
teachers, school managers and pupils. Thus, crea-
tion of a skilled work force is also jeopardized.

Impact on the Health Sector

Maintaining a healthy population is an important
goal in its own right and is crucial to the creation
of a productive work force for economic devel-
opment. Professionals and skilled workers, in-
cluding those in the health sector, are among the
estimated 80,000 people who die annually of
AIDS. HIV and AIDS thus affects both the qual-
ity and quantity of labour through illness and death.

The epidemic has contributed to a worsening of
health indicators. Maternal mortality for exam-
ple, has increased from 620 per 100,000 to about
1,120 per 100,000. Life expectancy today is
about 42 years, but as earlier stated, should have
been 56 years without the presence of HIV and
AIDS. Analarming 14 years of life have been
lost. The new TB cases in 2003 were estimated
at 30,000, but without HIV and AIDS the number
of new cases would have been 10,000 (NAC,
2003).

An UNDP (2002) report found that death-related
staff attrition was greater than all other causes of
attrition in the Ministry of Health. Most of those
dying were young adults 30 — 44 years, in-keep-
ing with the broad trends of AIDS-related deaths
in the country, according to the National AIDS
Commission. These deaths only exacerbate prior
high vacancy rates due to government inability to
train sufficient numbers of staff and create condi-
tions for their retention. The vacancies increase
workloads of existing staff and the quality of serv-
ice is compromised as some activities are per-
formed by staff not trained for them (Kandzandila
and Mvula, 2001). The loss of skilled heath care
staff undermines health care delivery at the very
time it is needed most.
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Impact on Agriculture Production and
Food Security

Malawi’s economy is mainly agro-based. The pro-
jected contribution to the GDP figure for 2004 is
about 8%, with approximately 9% from small-scale
and 3% from large-scale agriculture (MEPD). In
spite of its relatively small proportion, small-scale
agriculture provides a livelihood for more than
80% of the rural population and has in the past
ensured food security. But AIDS has adversely
affected the agricultural sector through the loss of
labour supply and income. Aloss of labour dur-
ing the crucial periods of planting and harvesting
can significantly lower crop production. Addi-
tionally, a reduced labour force will likely cause
farmers to switch to less labour intensive crops.
In many cases this might result in switching from
export crops to food crops. Palamuleni, et al,
(2003) found that prolonged illness of a family
member led to delayed farm operations and aban-
donment of labour intensive crops in favour of
those less labour intensive. For example, tobacco
production, which requires large amounts of ferti-
lizer and pesticides as well as labour, may be re-
linquished. Should many households abandon to-
bacco growing altogether, the volume of tobacco
available on the market would decline and ad-
versely affect foreign exchange earnings. Reduced
foreign exchange earnings would ultimately harm
the country’s ability to import goods that are cru-
cial for improving the quality of life.

HIV and AIDS-related illnesses and deaths in
households dependent on agriculture also threaten
food security. More time may be spent on caring
for the sick, attending funerals and mourning than
onfood production. Astudy from the Zomba Ru-
ral Development Project in 2003 revealed that HIV
and AIDS affected households produced 14.8%
less food than non-affected households (Phiri, et
al, 2004). Households that used to grow their
own food may be forced to buy it to supplement
shortfalls or borrow from the extended family. HIV
and AIDS may trigger food insecurity on amuch
wider scale compared to seasonal food shortages.
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Phiri, etal (2004) also found that illness associ-
ated with absenteeism and shortages of staff in-
creased staff workloads in the agricultural exten-
sion service, which in turn reduced the number of
extension visits. Instead of the recommended fort-
nightly visits, 21.1% of small-scale farmers were
visited only twice a month and 47.9% received
no visits atall during the same period. Inthe small-
holder agriculture sector where alternative sources
of technical information are limited, the absence
of extension visits deprived farmers of useful in-
formation which may have adversely affected pro-
duction, particularly of new crops.

In 2000, the number of deaths in the Ministry of
Agriculture reached an average of 25 per month
(Malawi Government/UNDP, 2002). Most of the
cases of excessive mortality could be linked to
HIV and AIDS despite the absence of a clinical
diagnosis for cause of death. The effect of these
deaths has been to create vacancies, which are
difficulttofill. The situation is similar to that found
in the Ministry of Health described earlier.

High death rates in some rural areas have left many
gardens uncultivated as those with the property
rights have died. In matrilineal Machinga, high
mortality among the women has created oppor-
tunities for men to acquire the land from the de-
ceased, normally an opportunity not afforded ac-
cording to custom. This situation may represent
the beginning of male encroachment on female land
rights in a matrilineal social system. Anumber of
leasehold estates also lay abandoned or partially
cultivated as the survivors lacked resources to fully
work the land. Such estates are potentially avail-
able to new buyers. Since the survivors often must
settle any debts incurred during the relative’s ill-
ness and at the time of death, the land may be
sold cheaply (Kishindo, 2003).

Impact on the Business Sector

The business sector is commonly regarded as the
engine of economic growth. Itis affected by la-
bour days lost due to illness, lowered physical ca-



pacity of infected workers and higher overtime
costs for workers obliged to fill in for sick col-
leagues. Death leads to loss of managerial ca-
pacity and technical skills. Direct costs include
spending on health care, funerals and death in serv-
ice benefits. Although little data exists on the ef-
fect of HIVV and AIDS on business, Jones’ (1996)
study of Makandi tea and coffee estates illustrate
the problem. HIV and AIDS accounted for 3.4%
of the estate’s gross profits during the 1995 — 1996
fiscal year. Increasing costs may compel busi-
nesses to shift much of the burden of the epidemic
to society at large by subcontracting or employing
labour on short-term contracts (de Waal, 2003).

Small- and medium-scale businesses are particu-
larly vulnerable to HIV and AlIDS-related illnesses
and deaths. In 2001, such proprietors operated
60% of Malawi’s enterprises; of the remaining en-
terprises, 97% employ one to three people. Pre-
mature deaths of entrepreneurs increase loan de-
faults for small- and medium-scale enterprises.
Palamuleni, et al (2003) found that 60% of busi-
nesses owned by people living with HIV and
AIDS experienced a decline in income because
part of the capital was diverted to treatment and
other household needs; in some cases business
operations were being managed irregularly.

On the other hand, high death rates have triggered
aboom in death-related businesses such as coffin
workshops, “terrazzo quarrying”, tombstone and
wreath making. “Terrazo quarrying” isa popular
economic activity in parts of Balaka, Ntcheu,
Mwanza and Blantyre districts. The major coffin
making companies have branches in the cities and
major towns, and have among their clients, gov-
ernment departments and statutory companies.

Impact on Governance

The initial societal impact felt from a reduction in
life-span is the loss of human resources, including
work experience and established networks. While
recruitment and training demands to fill vacancies
increase, training institutions are unable to pro-
duce replacements fast enough due to limited re-
sources. Inefficiencies develop in public institu-
tions as posts are left unfilled and senior employ-
ees assume duties of absent subordinates, or in-
experienced juniors are promoted rapidly (de
Waal, 2003). State institutions are faced with the
challenge of maintaining their viability in the con-
text of a rapid staff turnover and shorter working
lives. Overall quality of service provision is threat-
ened by institutional decline, as is the capacity to
meet the challenges arising from the epidemic.

CONCLUSION

HIV and AIDS has the potential to reverse those
gains made in human development in the last few
years by curtailing the enjoyment of a long, healthy
life and reducing educational opportunities for cer-
tain segments of society, which would provide op-
portunities for a decent standard of living. Italso
poses a threat to the social fabric as bonds of reci-
procity and mutual support collapse under the
strain of supporting members of affected house-
holds. The very survival of communities is threat-
ened. Giventhe slow rate of behavioural change,
more young people may become infected and die
and many infants will become infected through
mother-to-child transmission. The nation’s chal-
lenge is how to ensure those not infected remain
so and contribute their fullest potential to national
development. People are and will always remain
acountry’s greatest resource.

REVERSING HIV/AIDS INMALAWI 33



CHAPTER 3

The National Response Parameters
to the HIV and AIDS Epidemic

INTRODUCTION

Malawi’s national response to the epidemic has
evolved over two decades from the first reported
case of AIDS in 1985 to the end of the first stra-
tegic framework in October 2004. This chapter
of the report examines how Malawi has responded
to the challenges posed by the epidemic from a
historical perspective in two phases (from 1985 -
1998; 1998 — 2004), analyses key achievements
and prospects in an expanding multisector response
and highlights gaps that need to be addressed to
stop the continued spread of the epidemic. The
chapter lays down the basic rationale for Malawi
to urgently re-define the parameters of its national
response to an epidemic that is not only relentless
but dashing all hopes for sustainable human de-
velopment. While reference is made to several
documents defining the course and progress of
the response, original arguments are made high-
lighting critical shortfalls and the need to redefine
the focus of response in the subsequent five years.

THE EARLY YEARS: 1985-1997

Medium Term Plans and National AIDS
Control Programme

Two overlapping Medium Term Plans (MTP)
guided Malawi’s initial response to the HIV and
AIDS epidemic. The first(MTP I, 1989 — 1993)
set out to secure the safety of blood for transfu-
sion, by screening for HIV infection. Anational
IEC campaign began to inform and educate the
public about HIV transmission and its prevention.
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ANational AIDS Control Programme (NACP)
was established in the Ministry of Health to pro-
vide technical leadership and coordinate the re-
sponse. The NACP had regional and district
based structures. The second MTP (1994 —
1998) expanded the IEC campaign and blood
screening. Itestablished syndrome management
of STIs and achieved almost universal knowledge
of HIV and AIDS. Asentinel surveillance system
was introduced to provide good and reliable epi-
demiological data. Early efforts to address the
impacts of the epidemic, such as orphan care and
support, also began during this phase. Research
was carried out on the social and cultural deter-
minants of the epidemic.

Shortfalls in the Early Response

The early efforts laid the foundations for the na-
tional response but were soon challenged by the
complexity and demands of the epidemic. The
national response championed through National
AIDS Control Programme (NACP) was pre-
dominantly bio-medical in design and unable to
address the sociological, cultural and economic
determinants of HIV and AIDS (World Bank,
1996). Its location in the Ministry of Health cur-
tailed efforts to achieve a truly multisector ap-
proach and compromised the evolution of a multi-
disciplinary coordinating machine. Although strong
at the central level, the NACP was weak at re-
gional and district levels. The structure also hin-
dered recruitment and retention of higher caliber
multi-disciplinary personnel, thereby undermining
its capacity and authority to tackle challenges



decisively.

While high levels of awareness had been achieved,
behaviour change was still too limited to turn
around the course of HIV and AIDS. Condom
use, risk perception and readiness to be tested
for HIV infection were dismally low. Denial was
still high and a conspiracy of silence reigned. The
voice of key constituencies like politicians and re-
ligious leaders was muted by denial and a judg-
mental attitude towards people living with HIV
and AIDS perpetrated in large part by the reli-
gious community.

THE MIDDLE YEARS: 1998-2004

National Mobilization and Action Plan-
ning

In 1998 — 2000 government collaborated with
UNDP to plan and coordinate a nationwide com-
munity mobilization, capacity building and strate-
gic planning effort intended to support communi-
ties, institutions and organizations to develop the
ability to discuss more openly issues of HIV and
AIDS and to respond more effectively to its chal-
lenges. By “breaking the silence” and stimulating
debate, individuals, communities and institutions
would cultivate a deeper knowledge and under-
standing about the nature and impact of HIV and
AIDS and therefore become better equipped to
offer more effective and sustained responses. This
process culminated in the design of Malawi’s first
National HIVV/AIDS Strategic Framework (NSF)
for 2000 — 2004.

The NSF became a strong rallying point for pro-
gramming and for resource mobilization. The mo-
bilization processes that preceded the NSF and
its implementation during 2000 — 2004 created
considerable openness, especially among the po-
litical elite and religious organizations. The NSF
also increased commitment of Malawi’s develop-
ment partners and donors to combating HIV and
AIDS, so that during a Resource Mobilization
Round-Table in March 2000, a pledge of over

USD 100 million was made in support of the NSF.
For the period 2000 — 2004, the NSF empha-
sised the following components:

e Developing and supporting robust prevention
programs, interventions and activities, and ex-
panding their scope to reduce the incidence of
HIV

e Provision of ethically sound high quality volun-
tary counselling and testing services as a foun-
dation for entry to care and support, and for
prevention of transmission of HIV/STI through
behavior change

e Developing the capacity and coordination
mechanisms among key agents of socialization
(the family, the school and faith organizations)
in order to bring about change in behaviours
that predispose young people to HIV infec-
tion

e Bringing about changes in the socio-cultural
beliefs, values and practices that predispose
people to HIV infection

e Achieving reforminthe social, cultural and eco-
omic environment of women, men, girls and
boys in order to address gender imbalances
and reduce the spread and impact of HIV and
AIDS

e Bringing about a sense of hope, faith and a spirit
of acceptance of the reality of the HIV and
AIDS epidemic among all Malawians in order
to facilitate prevention and mitigation of its im-
pact

e Strengthening and supporting sustainable ca-
pacities for the care of orphans, widows and
widowers, particularly at family and commu-
nity levels

e Developing and providing adequate and high
quality care and support services to people liv-
ing with HIV and AIDS, affected individuals,
families and communities

e Developing a framework for standardized high
quality communication materials that are sensi-
tive to gender, language and other cultural vari-
ations (National HIV/AIDS Strategic Frame-
work, 1999)
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Strengthening National Coordination
In order to strengthen leadership and coordina-
tion, the National AIDS Commission (NAC) re-
placed the National AIDS Control Programme
(NACP) in July 2001. From the start the Com-
mission had a broad mandate to coordinate, moni-
tor and evaluate all aspects of Malawi’s response
to the HIV and AIDS epidemic, as well as to mo-
bilize and allocate resources inall sectors to facili-
tate expansion of the response. In June 2003,
NAC completed developing a national monitor-
ing and evaluation system to measure progress in
the response at national and local levels.

Achievements and Prospects

Development of effective partnerships and
programme coordination

In implementing the NSF, Malawi has adopted
“the three ones” strategy, which involves devel-
oping one broad-based strategic planning frame-
work for all stakeholders; one functional national
authority to provide leadership and coordination;
and one national monitoring and evaluation sys-
tem to collect data and to guide all efforts in meas-
uring the progress and impact of interventions. The
principle of “three ones” has now become the cor-
nerstone for coordinating national HIV and AIDS
responses and it is well supported by donors and
development partners globally.

Many development partners have identified the
HIV and AIDS epidemic as a priority for sup-
port. A“progressive partnership” has evolved

TABLE 3.1:- STRATEGIC MANAGEMENT PLAN (SMP)

between NAC and bilateral and multilateral de-
velopment partners. An HIV and AIDS Techni-
cal Working Group (TWG) set up under NACP
was broadened by NAC and became the linchpin
for monitoring progress in the response. The co-
ordination role of the Commission was further
strengthened in August 2002 by relocating it to
the Office of the President and Cabinet. This gave
NAC greater visibility. The NAC Trust Deed was
revised and a process initiated with government
for an Act of Parliament to strengthen the legal
status and mandate of the Commission.

Mobilization of financial and technical re-
sources

Partnerships, openness about the epidemic and
collective planning for HIV and AIDS responses
facilitated mobilization of considerable financial re-
sources and increased government commitment.
A breakdown of the available funding is shown in
Table 3.1. The allocation of the funds by pro-
gramme component is in Table 3.2. Funds pro-
vided directly through international NGOs, the
faith community, discrete bilateral organizationsand
others are not included.

Institutionalization of mechanisms for dis-
tribution of financial resources

To support the numerous organizations respond-
ing to the epidemic, NAC, partners and stake-
holders facilitated the formation of a grants facility
designed to increase people’s access to HIV and
AIDS services, increase and diversify organiza-
tions providing services and build the capacity of

- FUNDING DETAIL BY DONOR (2003-2009) (USD ‘000)

Component GIL?J?:'II UNDP  ADB cbc Earma-:'-(k)(teadI P:I:::: gl)\;l??l Sl\ltl,{;
Prevention & Advocacy 15,729.8 0.0 750.0 16,479.8 30,000.0 46,479.8 16.9
Treatment, Care & Support 142,901.7 0.0 142,901.7 2,000.0 144,901.7 52.7
Impact Mitigation 1,400.0 839.0 2,239.0 10,0000 12,239.0 45
Sectoral HV/AIDS 0.0 771.0 771.0 8,200.0 8,971.0 3.3
Capacity Building & Partnerships  22,383.5 325.0 22,7105 7,0000 29,7105 108
M&E and Research 2,790.5 0.0 800.0 3,590.5 6,000.0 9,590.5 35

National Leadership & Coord'n 10,931.0 1,865.0
Total 196,136.5 3,800.0

600.0 450.0
600.0 2,000.0 202,538.5 72,2000 274,738.5 100.0

13,846.0 9,000.0 22,846.0 8.3

*Pooled Contributions: CIDA=USD10m; NORAD/SIDA=USD10m; WB=USD35m; DFID=GBP4.5m (USD7.2m); GOM=USD10m (Ref.** WB, 2003)
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TABLE 3.2:- EXPANDED HIV AND AIDS PROGRAMME FUNDING (NON-NAC+SMP) (USD ‘000)

Other

Component EU USAID USD

CDC UNICEF UNFPA

Total *Exp'd %
Non-NAC Funding Exp'd

Prevention & Advocacy 7,800.0 18,200.0
Treatment, Care &

Support 3,500.0

Impact Mitigation 3,000.0

Sectoral HIV/AIDS 1,500.0 1,500.0
Capacity Building & 14,0000 1,400.0
Partnerships

M&E and Research 2,000.0 3,000.0
Nat|onlal Leadership & 2000

Coord'n

Total 7,800.0 42,900.0 5,900.0

2,025.0 5,555.0

2,275.0 17,675.0

400.0 5,400.0

4,700.0 7,025.0

33,580.0 80,059.8 242
3,500.0 148,401.7 4438

1,650.0 4,650.0 15489.0 4.7
3,0000 11,9710 3.6

47,3855 143
14,990.5 45
7000 12,670.8 3.8

68,505.0 330,968.3 100.0

(Ref. WB, 2003) *Exp'd=Expanded **WB=World Bank

all sectors. A Financial Management Agency
(FMA) was hired in February 2004 to manage
the grants portfolio. At the same time, the Com-
mission recruited five “Umbrella Organizations” to
work at district and local community levels, fo-
cusing on:

® Support to districts in order to accelerate the
response at that level

® Mobilizing community organizations, faith-
based organizations, local non-governmental
organizations and the districts to access grants

e Support to both civil society organizations and
District AIDS Coordinating Committees in ca-
pacity development

e Disbursing grants to district agencies and ac-
counting for grants on Commission’s behalf

® Monitoring implementation of program opera-
tions of sub-grantees and reporting progress

By April 2004 when the FMA had mobilized, the
Commission had approved MK 270 million in
grants of which MK 170 million was paid to over
170 sub-grantees across all sectors. By the end
of December 2004, the Commission had com-
mitted MK 2.84 billion to approved programmes
and had disbursed MK 866 million.

Expansion of a multi-level and multi-sec-
tor response
A key measure of the response to this point has

been the number of organizations addressing HIV
an AIDS and the participation of community-
based organizations, civil society and the formal
sectors. A National Association of People Living
with HIV and AIDS (NAPHAM) came into be-
ing in 1993 to promote positive living and now
with over 3,500 members NAPHAM provides
AIDS education, distributes and conducts con-
dom education sessions, and offers home-based
care and support. In recent years, NAPHAM
increased its role in impact mitigation through
mobilization and distribution of food among mem-
bers and orphaned children.

Community organizations created the Malawi
Network of AIDS Service Organizations
(MANASO) in 1996 to support capacity devel-
opment of small community groups and to facili-
tate networking and information sharing. A year
later in 1997, Malawi Network of People Living
with HIV and AIDS (MANET+) was formed to
provide a networking forum for AIDS support or-
ganizations and to undertake advocacy for pro-
tection of the rights of people living with HIV and
AIDS. Counselling and HIV testing centers set
up in Lilongwe (1992) and Blantyre (1994) cul-
minated in the formation of Malawi AIDS Coun-
selling and Resource Organization (MACRO) in
1995, which today is the largest stand-alone pro-
vider of HIV counselling and testing services
present in the three regions of the country.
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At local level the response has expanded rapidly
by involving community-based organizations
(CBOs) now numbering 250 — 300 in addition
to over 200 non-governmental organizations
(NGOs) offering some form of HIV and AIDS
services. InJuly 2002, National Youth Council
had registered 135 Youth Clubs and 81 youth
NGOs, the majority of which addressed HIV and
AIDS and broader reproductive health challenges
among young people. At the same time, HIV and
AIDS has become an integral part of pre-service
and in-service pastoral training in many faith or-
ganizations. An Inter-Faith HIVV/AIDS Associa-
tion was formed in October 2003 to coordinate
faith community AIDS action and to support ca-
pacity building for agencies involved inimplemen-
tation. And in 2004 a high level council of the
major faiths was formed to provide policy guid-
ance and leadership to the faith-based responses.
Combined, civil society, NGOs and small CBOs
provide the bulk of community level action in HIV
prevention, behavior change communication, gen-
der education, care of orphans, AIDS patients and
impact mitigation interventions.

In recent years the public and private sectors have
been effectively drawn into the response through
the designation and formation of coordinating
agencies. The Department of Human Resource

BOX 3.1:- SECTOR COORDINATION FRAMEWORK

Management and Development (DHRMD) spear-
heads public sector planning integration of HIV
and AIDS guided by a National Public Service
HIV/AIDS Policy. Atthe end of 2004, 15 large
sectors (including agriculture, defense, community
services, education, home affairs, health and local
government) had full time AIDS Coordinators and
all 28 districts had recruited and posted full-time
District AIDS Coordinators. The Ministry of
Health has re-established an HIV/AIDS Unit to
coordinate planning and execution of HIV and
AIDS activities across its departments. Inaddi-
tion, a health sector framework that includes all
stakeholders in health (Government, Health
NGOs, Christian Health Association of Malawi
and private hospitals and clinics) was developed,
under the coordination of the Ministry of Health.
The Malawi Business Coalition Against AIDS
came into being in 2003 and had already grown
to a membership of 35 companies by the end of
2004. With advocacy, an increasing number of
private sector companies are identifying HIV and
AIDS action as one principal strategy to sustain
growth of the sector and prevent the collapse of
certain enterprises. Box 3.1 summarizes the insti-
tutional coordination framework.

Creating a favourable policy environment
Recently, Malawi has developed a clear national

Key sectors responding to the epidemic have been organized into constituencies, each with an umbrella

body identified to facilitate coordination.

Public Sector: The sector responds through the leadership of the Department of Human Resource Management
and Development (DHRMD), which coordinates sector planning and monitors implementation. A Taskforce of
Principal Secretaries, chaired by the Secretary to the President and Cabinet, oversees the overall sector response.

Private Sector: The Malawi Business Coalition on HIV/AIDS (MBCA) was formed in June 2003 to coordinate the
response of the sector, and eventually serve as an umbrella organization providing grants and technical guidance to

companies.

Faith Sector: The sector formed an HIV/AIDS Inter-faith HIV/AIDS Association to provide technical support,
coordination and leadership. Membership includes: Moslem Association of Malawi; Quadria Moslem Association;
Evangelical Association of Malawi; Episcopal Conference of Malawi; Malawi Council of Churches; Association of
Christian Educators in Malawi; and the Christian Hospitals Association of Malawi.

Civil Society Sector: This sector has been the most active in the HIV/AIDS response at grassroots level. Five
umbrella organizations (PLAN International; Save the Children USA/World Vision International; Action Aid Malawi
and C-PAR) are working with community and faith-based organizations, local non-governmental organizations and
district level HIV/AIDS structures in capacity development, disbursement of funds and monitoring of interventions and
resources. This approach has greatly accelerated the flow of funds to local levels and should facilitate expansion of

the response at grassroots level.
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policy for HIV and AIDS, which has accelerated
action at all levels. Linkages have been estab-
lished with related social programs; notably the
Health Plan, the Population Plan, the National Plan
for Orphans and other Vulnerable Children, the
National Youth Policy, among others. These sup-
port and compliment the National AIDS Action
Framework. The National HIVV/AIDS Policy,
launched in February 2004, calls for action be-
yond business as usual and commits government
to stronger leadership of the response. This inno-
vative and home-grown policy incorporates the
most current international policy principlesand pro-
vides the administrative and legal framework for
all programmes and interventions “to reduce in-
fections and vulnerability, to improve provision of
treatment, care and support for people living with
HIV and AIDS and to mitigate the socio-economic
impacts of the epidemic”.

National Response Successes

Increased general knowledge and aware-
ness

Itis difficult to analyse what impact the national
response has had in the absence of solid research.
However, the major net effect of all efforts be-
tween 2000 and 2004 has been increased multi-
media HIV and AIDS communication and aware-
ness. According to the Demographic and Health
Survey (DHS) 2000, general awareness has been
near universal (99%) with virtually all adults re-
porting having heard of HIV and AIDS. The ma-
jority of the people of Malawi know the major
ways to prevent infection through avoiding sex
(72%) and use of condoms (63%) while 88%
know that “a healthy-looking person could have
HIV”, up by 8% from the 1996 survey.

Knowledge and understanding of HIV and AIDS
among young people is showing increasing depth.
The DHS notes that 67% of young people re-
ported abstinence as one key way to avoid infec-
tion. Inasurvey of 2,780 school children (59%
aged 10 — 14 yrs and 31% aged 15 — 21 yrs),

Brueton (2003) found that 87% had heard of HIV
and AIDS; 84% correctly stated that unprotected
sex was the dominant mode of HIV transmission;
80% of the surveyed children stated that HIV could
be avoided by abstaining, while 77% knew that
“abstinence” was related to “not having sex”. Per-
haps as a result of the increased understanding,
the DHS survey also recorded an increase in age
at first marriage to a median of 18 for women and
23 for men.

A separate study by Johns Hopkins Center for
Communication Programs (Bose, 2004) showed
that while HIV and AIDS knowledge was gener-
ally high, substantial variations existed between
adolescent boys and girls and between men and
women. Based on 13 measures of HIV and AIDS
knowledge, an average score of 63.1%
(SD=22.6) was obtained, with adolescent boys
scoring highest (M=70%), adolescent girls and
women scoring lowest (M=60% each) and men
scoring in between these two groups (M=66%).
In terms of efficacy to prevent HIV, 30% females
and 19% males said they could negotiate with their
partners to use condoms. At the same time 73%
husbands and 66% wives stated they could cer-
tainly stay faithful to their spouses. Generally, males
believed more strongly than females that using
condoms during each sexual episode would pro-
tect them from HIV and that talking about con-
doms would result in agreement about use.

Increased knowledge and use of condoms
Condom use has been very difficult to estimate
with real accuracy, but it is now clear that attitude
and acceptance of male condoms have improved
greatly. Findings from the DHS survey revealed
that up to 80% of adults expressed that “condoms
are safe to use”. In 2000 the rate of condom use
was estimated at 34%, up by 15% from a similar
estimation made in 1996. The majority of users
(20.5%) are young adolescents 15 — 19 years of
age. In the survey of 2,780 pupils by Brueton
quoted earlier, 81% pupils reached by the study
reported that “condoms could prevent HIV”. Over
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half (54%) reported having received condom edu-
cation and another 58% said they needed con-
dom education. However, only 34% female pu-
pils who reported engaging in transactional sex
used condoms.

While supply of condoms has continued to grow
(about 19 million in-country, NAC, 2003), distri-
bution is often curtailed by logistical bottlenecks
and actual use is affected by low confidence and
apervasive conservative culture. It remainsacon-
cern that over 40% of women and 20% men re-
port being unable to obtain a condom when
wanted.

Growing Access to Critical Bio-Medical
Services

Voluntary counselling and testing (VCT)
The requirement for HIV testing services has in-
creased considerably over the past five years. Yet,
while estimated service demand cited by the DHS
2000 was 84%, this appeared only to indicate
“expected ideal action” rather than “likelihood to
seek VCT”. MACRO estimates that in 1994 only
about 60 people took an HIV test, but the de-
mand increased exponentially to over 280,000 by
2004 (GoM, 2005). Nationwide, there is ap-
proximately 118 facilities offering VCT services
and according to the DHS initial data in 2004,
283,467 persons tested for HIV. This total in-
cluded 62,396 blood donors (22%), 43,345 preg-
nant women tested for the prevention of mother-
to-child transmission of HIV (15%) and 177,726
clients and patients (63%). Twenty-eight percent
of testing conducted in connection with blood do-
nation is not reflected as part of the VCT figure as
clients rejected were not advised why.

Test results yielded HIV prevalence rates in 13%
of the blood donors, 14% of the antenatal women
and 28% of the clients and patients. Of the
177,726 clients and patients tested, 48,527 were
tested in three MACRO sites where the propor-
tion of persons HIV positive was 14.5%.
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In reality, this growth is still too slow and too low
given the current HIV prevalence. According to
the DHS 2004 preliminary data , only about 11%
Malawian adults (7% women) “ever” tested for
and knew their HIV serostatus; just 5.6% (3.6%
women) tested and received results in the last 12
months.

Trends reported by MACRO show most VCT
clients are those aged 15 — 30 years. More males
than females of the same age patronize these serv-
ices. Inautilization study of standalone VVCT serv-
ices, Banda (2003) reported that 91.6% of boys
and 85.2% of girls who accessed HIV testing serv-
ices did so for fear of infection from participating
in recent risky sex. In its annual report for 2002
—2003, MACRO (2003) also notes the most im-
portant reason for clients seeking HIV testing serv-
ices was “client had risk behaviour” followed by
“planning for the future”.

In order to increase availability of VCT services,
the Ministry of Health has developed a VCT Roll
Out Plan and initiated a training programme for
counsellors and laboratory staff. VCT services
guidelines allow the use of whole blood rapid test-
ing for HIV by non-laboratory health staff.

Prevention of mother-to-child transmission
of HIV

Malawi is progressing well in preventing mother-
to-child-transmission of HIV. A 2003 review
showed that nine sites provided “comprehensive”
services while seven provided “partial” services.
Uptake of services was high. According to data
from these sites, 8,571 of 12,807 (66%) of new
ANC attendees received counselling; 98% of
those counselled accepted testing and the major-
ity (88%) received their results. The UNC Project
at Kamuzu Central Hospital reports rapid growth
in acceptance rate from 48% (5,672/11,817) dur-
ing the first 15 months of activities to 96% in the
subsequent nine months (11,719/12,211); a 72%
growth over 24 months. The study also reported
that of the 24,028 clients who accepted VVCT, all



but five took the test; 93% of 2,881 positives
women received their results. The outcome of
this intervention has been a 40% reduction in HIV
transmission at six weeks, from 35% estimated in
2003 down to 21%.

CurrentPMTCT coverage is still ameagre 0.9%
for eligible women or 3% for pregnant women.
Human resource and equipment shortages and
poor infrastructure are challenges needing quick
resolve if coverage and quality of services are to
improve.

Expanding provision of antiretroviral
therapy (ART)

The establishment of an HIVV/AIDS Unit in the
Muinistry of Health and availability of resources have
made the provision of ART an attainable ideal for
Malawians. However, as of 2004 limited progress
had been made. Only 7,000 (less than 2%) of the
potential 150,000 — 200,000 people requiring
ART were actually on treatment. At the sametime,
evidence shows the programme is hampered by
high loss before follow up activities. Astudy con-
ducted at Queen Elizabeth Central Hospital (Joep,
J.G,, etal) revealed that “more than half the pa-
tients who started antiretroviral therapy since 2000
were lost to follow up” and that non-adherence,
or even dropout, was associated with shortage of
drugs and cost. Asimilar study at the Lighthouse
Clinic of Kamuzu Central Hospital identified early
mortality as a leading cause of loss to follow up.
Out of 179 patients enrolled between January and
June 2003, 45% died; 62% of them either prior
to initiating therapy or within three months of com-
mencement of treatment. The situation is how-
ever improving. In the same clinic, areview of
3,724 visits by 753 patients during July — Decem-
ber 2003 recorded an adherence rate of > = 95%
over the past month and that 72% of the patients
were back to work or to their previous daily ac-
tivities (Neuman, F., etal).

Malawi has an ambitious plan to provide ART to
36,000 AIDS patients by the end of 2004 and

up to 80,000 by December 2005. This massive
scale up of ARV treatment within the broader
framework of the “3 by 5” initiative managed by
World Health Organization (WHO) has been
boosted by the Global Fund allocation of USD
125 million for ART and treatment of opportunis-
tic infections.

Community Home-Based Care (CHBC)
Malawi has always promoted home care of HIV
and AIDS patients to help decongest hospitals.
The result has been a dramatic increase in the com-
munity home-based care and support group num-
bers, 75% of them supported by or affiliated to
faith-based organizations (NAC 2003). Similarly,
there has been an increase in number of trained
care providers, the majority working as volunteers.
A national training curriculum and a cadre of train-
ers have emerged and a care kit developed in an
attempt to standardize services. Indistricts offer-
ing ART, CHBC programmes have become a criti-
cal link for follow up support and, along with VVCT,
could become the backbone for ART on the DOT
model. Meanwhile, the Ministry of Health is pi-
lot-testing an Integrated Community Care Model
inthree districts (Mzimba, Salima, Thyolo) based
on experiences in Natal, South Africa. Family
Health International (FHI) is supporting six dis-
tricts (Nsanje, Dowa, Lilongwe, Blantyre,
Chikwawa and Mangochi) to develop an inte-
grated care model for HBC-OVC focusing on
impact mitigation (Kaseje, M. etal, 2004).

Safe blood and universal precautions

Malawi has achieved 100% HIV screening for all
transfused blood. Recently, these efforts were
consolidated through development of policies for
blood safety framework (2000), physical assets
management (2003), infection prevention and con-
trol (2002), and waste management (2004). The
national blood transfusion service (MBTS) was
set up in 2002 to ensure adequate safe blood na-
tionwide. The challenge now is for the ministry to
disseminate these policies and guidelines and moni-
tor adherence throughout the health sector.
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CONCLUSION

National response has evolved significantly over
the past 20 years since the introduction of HIV
and AIDS. Lessons learned from earlier inter-
ventions have contributed to developing a more
coordinated and multifaceted response. Greater
leadership and commitment to the fight against HIV
and AIDS is evident as a result of the implemen-
tation of a National Strategic Framework and
adoption of “the three ones”. Numerous partner-
ships have also been launched amongst all sectors
of society creating greater impact through im-
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proved programming and coordination of activity.
Significant financial and technical resources have
been mobilized to support the programmes im-
plemented by various local and international part-
ners and the introduction of a clear national policy
for HIV and AIDS has accelerated action at all
levels. The result of all these interventions has
been increased knowledge and awareness about
HIV and AIDS and improved access to services
and support. Still, stronger leadership and greater
response coordination is required to meet current
demands for assistance, such as those for ARV
therapy and voluntary counselling and testing.



CHAPTER 4

Policy Recommendations for
Focusing the National Response

INTRODUCTION

The final chapter examines the deficiencies in the
national response and puts forward recommen-
dations to help redirect parameters with the view
to accelerate and influence a greater impact on
mitigating the effects of HIV and AIDS.

MAJOR GAPS IN THE NATIONAL
RESPONSE

HIV and AIDS and National Develop-
ment Policy Framework

The consequences of HIV and AIDS on the
economy, socio-cultural fabric and capacity of the
political system to effectively operate are devas-
tating. Still, Malawi has notemphatically declared
HIV and AIDS as a catastrophic development cri-
sis that must be addressed in all development plan-
ning instruments. HIV and AIDS has yet to be
strategically integrated in the Poverty Reduction
Strategy Paper (PRSP), the centrepiece of na-
tional development planning. The disconnection
between the AIDS Action Framework and the
Poverty Reduction Framework is reflected in a
similar division between sector planning and AIDS
Action. Atthe same time, no clear strategies exist
to guide development of human resources essen-
tial for a robust response and to sustain produc-
tivity and development. Malawi fundamentally can-
not hope to reverse the deepening poverty with-
out prioritizing HIV and AIDS and the structural
issues of gender at the centre of development and
human resources planning. For Malawi itis no

Parameters

longer an issue of integration or mainstreaming but
rather of HIV and AIDS and gender informing
development policy.

“Systemic National Response” Evolu-
tion

Advocacy efforts of recent years have success-
fully garnered support from a number of organi-
sations in the fight against HIV and AIDS; how-
ever, response is for the most part irregular and
disorganised. To boost the effect of response, a
systematic, multifaceted campaign galvanized at
community level and based on local priorities and
plans is fundamental. Agenuinely decentralized
response generated at district or sub-district level
has been contained because of concerns with fi-
nancial management quality, procurement proce-
dures, monitoring systems and leadership in the
district assemblies. Since the majority of donors,
however, resisted investing in development
projects at district level and in providing district
managed funds for HIV and AIDS interventions,
only limited resources have trickled down to dis-
tricts and communities during the past two dec-
ades.

Leadership and Coordination Capacity
Implementing the first National Strategic Frame-
work was severely constrained by weak coordi-
nation and performance capacity at all levels of
response. The National AIDS Commission re-
mains a viable institution but needs a strengthened
multisector mandate and formally defined sector
roles, especially in relation to the health sector and

REVERSING HIV/AIDS INMALAWI 43



donors. Still, substantial progress has been made
in establishing systems, policies and procedures.
Donor partnerships have agreed on critical issues
and progress has been made in a pragmatic and
collective manner; however, the approach also de-
layed the Commission’s ability to develop its own
identity and take full leadership of the response.

Health Sector Leadership in the Re-
sponse

The success of Malawi’s National AIDS Action
Framework depends largely on the Ministry of
Health’s capacity to champion the bio-medical
component of the response. However, the minis-
try-based National AIDS Control Program was
abolished in July 2002 and the ministry is now
characterized by weak management systems, rap-
idly diminishing numbers and quality of human re-
sources, a limited skills mix amongst the available
staff and low staff morale due to a host of human
resource management issues. Statistics on health
personnel demonstrate how constrained human re-
sources for health are in Malawi. Individuals in
the health sector have responded to the epidemic
by seeking more attractive opportunities outside
the sector and abroad, adding to the already sig-
nificant attrition numbers due to illness and death.

Focus on most “At Risk Groups”

Research and global experiences demonstrate be-
yond contention that children (0 — 14 yrs), young
people (15 — 24 yrs) and women (15 — 49 yrs)
are the most vulnerable groups at risk of infection
and its impacts and to abuse and violation of their
rights and freedoms. Epidemiological evidence
indicates that most new HIV/STI infections are
occurring in young people. However, the real
threat for children, young people and women is
not reflected or adequately addressed in the pro-
gramme designs, the definition of priority target
groups and the allocation of resources. Organi-
zations focusing on youth and women (the major-
ity of which are run by youth and women them-
selves) lack sufficient technical and management
abilities to deal with the complex challenges that
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these groups face in the wake of HIV and AIDS.
In Malawi, action is urgently needed in response
to the growing crisis amongst the nation’s children,
who represent the true hope for creating and pro-
tecting a “HIV-free generation”.

Integration of Gender in Strategic
Frameworks

Globally, as well as regionally, women run the high-
est risk of infection and suffer the brunt of the dis-
ease at individual, household and community lev-
els. Male domination and the culturally imposed
submission of females, coupled with deepening
poverty, increase the risk of infection among
women. Culturally, matters of reproduction, child-
care and caring for the sick fall disproportionately
onwomen as compared to men.

Gender issues, however, also should center on the
role male attitudes play in the spread of HIV and
AIDS. The “macho” mind-set of men bears con-
siderable responsibility for the spread of the epi-
demic to date, encouraging a display of “mascu-
linity” and sexual prowess. Helen Jackson’s
(2002) recent publication asserts that “the global
AIDS epidemic is driven by men. Men have
greater opportunity to contract and transmit HIV;
usually determine the circumstances of intercourse;
and men often refuse to protect themselves and
their partners”. Although these assertions are com-
monly recognized, they have not been strategi-
cally incorporated into HIV and AIDS pro-
grammes. Consequently, few services, informa-
tion and financial resources are dedicated to ad-
dressing these issues.

Access to and Quality of Critical Bio-
Medical Services

Malawi lags behind other nations in terms of es-
sential bio-medical services available. These serv-
ices are important in supporting both prevention
and care programmes, specifically HIV testing,
prevention of mother-to-child transmission
(PMTCT) and antiretroviral therapy (ART). The
present services that are offered provide inad-



equate coverage and are of poor quality. The DHS
2004 reported the rate of growth remains still too
slow and low, with only about 11% Malawian
adults having ever been tested and aware of their
status in the prior 12 months. PMTCT pro-
grammes were able to reach only 3% of the
proven demand. The current scale of access to
essential services is negligible and too insignificant
to reduce the rate of transmission or improve the
health of people living with HIV and AIDS.

Although community home-based care pro-
grammes show substantial promise, they are at
present poorly structured nationally. Set guide-
lines outlining a standard design and implementa-
tion and operation instructions of such a pro-
gramme are essential. Bio-medical components
of the national response (CHBC, VCT, PMTCT,
ART) have evolved independently of one another
and are not methodically linked into one national
programme that places the patient on a true con-
tinuum of care. Asurvey of community home-
based care systems concluded that home care
services are generally poor and are characterized
by inadequate drugs and supplies, an absence of
nutritional guidelines, and poor nurturing care serv-
ices for orphans and other vulnerable children. At
the same time, monitoring, supervisionand the in-
terface with formal health care systems are weak.
Care providers do not possess the requisite knowl-
edge and skills, nor do they always receive the
recognition and incentives needed to perform,
which lead to high dropout rates amongst those
who are volunteers (NAC 2003).

Inaccurate and Untargeted Communi-
cation Materials

HIV and AIDS-related communication has im-
proved and as a result, awareness is high. How-
ever, communication does not always address the
needs of communities and sometimes contains cul-
turally inappropriate materials. The needs and
conditions of special groups such as young peo-
ple, especially girls, and women of reproductive
age are not dealt with accurately. Print materials,

and recently radio and television, are unsuitable
for illiterate communities and those without ac-
cess to these types of media. \Very little time and
resources are committed to the more interactive,
face-to-face approaches, which have far greater
potential for values clarification and for correction
of misconceptions, mysticism, fatalism and despair
that have long been associated with HIV and
AIDS.

Limited Attention to High Impact Issues
and Interventions

Condom use is still too low to seriously impact
infection levels, particularly among young people.
Fears, phobias and misconceptions about con-
doms still abound as a direct result of inadequate
or inaccurate information. Ambivalence and ani-
mosity continue to shroud the potential comple-
mentary effects of abstinence and condom use due
to amoralistic HIVV and AIDS model perpetrated
by faith-based organizations. Concentrating on
the education of issues related to abstinence and
mutual faithfulness among partners is not commen-
surate in the least with the gravity and scale of the
epidemic. Even more serious is the failure of the
national response to address the challenge of
intergenerational sex, which continues to place girls
at high risk of infection. National response has
strayed from the cultural approach charted out in
the National Strategic Framework and so the criti-
cal norms, beliefs and values that characterize one’s
sexual behaviour are not addressed sufficiently to
achieve permanent behaviour change.

The incidence level of the epidemic in Malawi and
its associated impacts signify the country is on the
verge of losing the human development gains made
in previous decades, prior to the onset of HIV
infection. The large numbers of untimely deaths
of trained manpower in the public sector, which
also affect the private sector, have caused the de-
terioration of essential services offered to
Malawians. The recurrent deaths among women
of child bearing age have left scores of children
orphaned, thereby increasing the dependency ra-
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tio and deepening poverty.

Although knowledge about HIV infection and
AIDS is almost universal, it has not been trans-
lated into sustainable, appropriate behaviour
change. Aculture of silence, denial, despair, stigma
and risk of discrimination exists, preventing many
people from inquiring as to their HIV status and
receiving referral information about HIV and AIDS
management services, such as voluntary counsel-
ling and testing (VCT), antiretroviral drugs (ARVS)
and prevention of mother-to-child transmission of
HIV (PMTCT).

The National Strategic Framework (NSF) 2000
— 2004 provided an instrument for multi-sectoral
involvement ina national response that had largely
been borne by the health sector and which over-
emphasized the bio-medical aspects. Financial
resources for addressing the spread of HIV in-
fection and AIDS impact mitigation were boosted
by the Resource Mobilisation Round-Table Con-
ference stated earlier, which pledged close to USD
100 million. The financial resources grew further
through funding from the Global Fund for HIV
and AIDS, Malaria and Tuberculosis. The Na-
tional AIDS Control Programme was replaced by
aNational AIDS Commission in order to improve
coordination and monitoring of the renewed na-
tional response. ANational HI\VV/AIDS Policy has
since been put in place to guide all stakeholders
on key issues related to HIV and AIDS.

As noted earlier, HIV and AIDS has, as yet, not
been acknowledged as an emergency in Malawi.
For the most part, both public and private sectors
are failing to tackle the epidemic with the urgency
itdemands. There is no significant mainstreaming
of HIVV and AIDS in core businesses of govern-
ment ministries and most commercial organizations,
despite the appointment of DHRMD and
BCAAM to coordinate public and private sector
responses, respectively.

The death of many trained professionals and skilled
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workers has greatly reduced the human resource
capacity needed to respond to the epidemic. As
aresult, planned intervention programmes, espe-
cially those of the public sector, are lagging be-
hind their expected level of implementation. The
scaling up of ARV therapy, VCT and PMTCT
services are examples of bio-medical interventions
expected to be spearheaded by the Ministry of
Health and which are behind schedule. Ashort-
age of manpowver is the main explanation, plus high
attrition is not offset by an increase in training and
strategies that improve staff retention. These com-
ments equally apply to the agriculture and educa-
tion sectors.

Poverty is widespread, especially amongst women
and young girls. Proposals for poverty reduction
articulated in the PRSP have not yet had any ap-
parent significant impact, especially among the rural
poor where the rates of new infections are on the
rise. For women, the issues of poverty are wors-
ened by gender inequality in the home, and that
affects access to jobs and high decision-making
positions. Young girls’ access to education is less
than that of boys’ of the same age and they are
also more likely to dropout of school. Young girls
form the largest pool of new HIV infections.

Among the factors fuelling the HIV and AIDS epi-
demic are well-documented cultural and traditional
practices such as wife inheritance, mbiligha and
sexual death cleansing. They explain the sharp
rise in infection rates in rural districts, such as
Nsanje and Nkhata Bay. These practices need
serious attention that as yet, has not occurred.
Recommendations put forward have included col-
laborating with traditional authorities, who are the
custodians of cultural and traditional practices, to
modify or ban the rituals altogether.

The current response is still, by and large, cen-
trally driven. Attempts to decentralize to local
CBOs, NGOs and city assemblies are faltering
due to lengthy procedures, including those for
funding these organizations. Capacity building,



technical support and adequate supervision are
genuinely needed at this level.

The information given to the community by differ-
ent interest groups is often confusing. Atypical
example relates to condoms. Faith-based organi-
zations contradict government/NAC-sponsored
messages on the role condoms can play in halting
the spread of the infection.

POLICY RECOMMENDATIONS

The HIV and AIDS epidemic needs to be viewed
as anational emergency by the public and private
sectors, as well as by Malawi’s major partners.
The responses should be appropriate and timely
to overcome an emergency, which is spiralling out
of control. Prioritizing HIV and AIDS in govern-
ment, development partner and private business
agendas will help avert the impending catastro-
phe.

Addressing Human Resource Needs
With the severe shortage of human resources in
both the public and private sectors, the quality and
delivery of essential services, including those HIV
and AlDS-related, are seriously challenged. Edu-
cation, health and agriculture are affected in par-
ticular as the numbers of nurses, clinical officers,
school-teachers and agricultural extension work-
ers decline. Recommendations therefore include
establishing, in the short-term, a means to address
the crucial shortages and a long-term strategy that
ensures sustainability and retention of the work
force once the urgency of the situation has dimin-
ished.

Immediate action should focus on relieving the vi-
tal resource shortages affecting the delivery of es-
sential services. Recruitment of foreign nationals,
volunteers (UNVs, VSOs) and retired nationals
on fixed term contracts of no more than five years
and the encouraged return of those nationals work-
ing outside the country by means of incentives,
could help rapidly improve the current dilemmain

the short-term. Preventing further loss of compe-
tent, skilled personnel to more attractive employ-
ment opportunities abroad and from AIDS-related
deaths require dialogue with the international com-
munity and the provision of ARVs and other drug
therapies to treat the disease and opportunistic
infections.

Long-term it is suggested that universities and in-
stitutions of higher learning review and revise their
policies that restrict student enrolment numbers
for critical professions such as nursing, the educa-
tion of health technicians and agricultural exten-
sionworkers. For example, qualified students may
be refused entry to core programmes at the Uni-
versity of Malawi and Malawi College of Health
Sciences simply because the institutions are un-
able to provide housing and meals. Current policy
requires students live in hostels provided by the
education facility, even though many of the stu-
dents’ parents or guardians reside less than five
kilometres away. Naturally, an institution’s ability
to provide accommodation will be limited, hence
the restriction of enrolment numbers. Thisdilemma
will clearly continue as long as the present accom-
modation policy exists.

Greater enrolment numbers are also necessary to
ensure national security and stability within the Ma-
lawi Police Force and Army; both institutions suf-
fer from high attrition rates believed to be HIV
and AIDS-related.

Issues affecting staff retention in the public sector
include low salaries, poor working conditions for
professional staff, lengthy recruitment procedures
and delays in confirming hires of recruited per-
sonnel. All these areas demand urgent attention.

Both short- and long-term strategies will require
strong political will from the Government of Ma-
lawi, donor goodwill, strategic interventions and
determination and the cooperation of all players.
Reference has been made earlier to the use of vol-
unteers through such programmes as the UNDP’s

REVERSING HIV/AIDS INMALAWI 47



Southern Africa Capacity Initiative which provides
UNVs. This programme is currently placing vol-
unteer medical officers in hospitals in Malawi as a
short-term solution to relieve the extreme short-
age of doctors. The British governmenthasa VSO
programme while the Japanese government pro-
vides volunteers through JICA. There are also
other government and non-government based or-
ganizations which offer volunteer services to de-
veloping countries. Malawi should take full ad-
vantage of these opportunities.

Mainstreaming HIV and AIDS Agendain
the Public and Private Sectors

With HIV and AIDS pervading all of society, pub-
lic and private sectors should assume responsibil-
ity for mainstreaming an HIV and AIDS approach
inall core business activities. Government policy
supports a 2% budget allocation for HIV and AIDS
activities within each government ministry and de-
partment. However, execution of such pro-
grammes by several ministries and departments is
not possible due to capacity issues. Thisalso holds
true for many city and district assemblies charged
with decentralizing HIV and AIDS activities to the
community level. Addressing the problem requires
technical expertise to help speed up implementa-
tion of HIV and AIDS programme activities. Fa-
cilities need to be made available to simplify grant
application mechanisms and increase the pace in
awarding them. Finally, guidelines for monitoring
the public sector to ensure the 2% annual budget
allocation for HIV and AIDS activities is being
implemented as planned, should be put in place.

Scaling Up Bio-Medical Services

Existing evidence indicate that bio-medical serv-
ices (VCT, ARVs, PMTCT and drugs) are effec-
tive interventions for the prevention of HIV infec-
tion and for the management of AIDS. These in-
terventions also provide synergy between preven-
tion and care. Although the number of people
accessing VCT services has increased over the
years, the figure (11% adults) is still too low given
the magnitude of the epidemic. Services are still
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not available in many rural areas. The number of
people trained to provide HIV and AIDS coun-
selling remains inadequate, as is the number of
health care workers capable of carrying out whole
blood rapid HIV testing. The same situation ap-
plies to the provision of ARVs. Only around 3,000
AIDS patients were receiving ARVs at the begin-
ning of the year; the majority of these were from
urbanareas. Itis highly unlikely that the projected
36,000 patients by December 2004 and 80,000
by December 2005 will be reached unless delib-
erate and aggressive decisions for rapid scale up
are takenand implemented. Increasing the number
of people on ARVs will ensure that some indi-
viduals will return to work;, thereby easing the scar-
city of trained manpower. The numbers of health
personnel able to practice ARV therapy can be
increased by ensuring that training institutions for
doctors and clinical officers provide the neces-
sary training prior to graduation.

Mother-to-child transmission of HIV is an area
where successful interventions exist for prevent-
ing the spread of the virus to the child; yet in Ma-
lawi only 3% of pregnant women were able to
access these services, which are presently limited
to justa few hospitals. Part of the limitation is the
voluntary nature of the services. Pregnant women
must volunteer for counselling and testing for HIV
infection and inquire after their final test results.
One public health approach preventing vertical
transmission is to screen all pregnant women and
then provide treatment for all those who are in-
fected, along with their children. A public dia-
logue, however, is necessary so that the commu-
nity appreciates and understands this approach to
the epidemic. PMTCT services could also pro-
vide alternative arrangements for the large number
of women who attend antenatal services but who
prefer to deliver at home in the absence of formal
health care providers.

Transfusion of HIV infected blood almost guar-
antees transmission of the virus and yet the imple-
mentation of the EU supported Malawi Blood



Transfusion Service (MBTS) project is slow. Cov-
erage is still limited to urban Blantyre. Itis rec-
ommended that government and its partners fa-
cilitate speedy implementation of the MBTS to
ensure that blood transfusions do not depend on
possible donations from HIV infected relatives,
but rather voluntary, non-remunerated donors.
Training in appropriate use of blood and blood
products should be part of the formal training of
medical undergraduates and clinical officers.
Sustainability for the MBTS after EU funding ends
should be planned for to ensure continued and
uninterrupted availability of safe blood for trans-
fusions. Knowledge and practice of universal
safety precautions needs to become an institution-
alized part of bio-medical sciences training.

Condom promotion and use offer more opportu-
nities to reduce HIV infection, especially in the
youth and those with multiple sex partners. Con-
dom use in Malawi though is embattled by con-
fusing messages from faith-based organizations
who articulate a moralistic approach to HIV and
AIDS prevention. Preventing HIV and AIDS
should promote methods combining benefits of
both abstinence and condom use. HIV and AIDS
programmes must emphasize that no single strat-
egy will prevent HIV infection for all those at risk.

The above bio-medical services need to be cham-
pioned by the health sector with the Ministry of
Health at the helm. The change from NACP to
NAC led to the fragmentation of the ministry’s
HIV/AIDS Unit at headquarters and units at the
regional levels. This weakened the supervisory
functions available to the districts. It is recom-
mended the ministry urgently reconstitute and
strengthen its HIVV/AIDS Unit, but in doing so, an
adequate mix of skills will be necessary.

Focusing Intervention on most “At
Risk” Groups

Location
According to NAC surveillance data, the epidemic

Is shifting to the Northern region and rural areas
of the country. The districts of Nsanje and Nkhata
Bay now have some of the highest rates of HIV
infection and incidence. Although no research to
date explains why this is the case, anecdotal evi-
dence suggest only a few organisations are involved
in HIV and AIDS activities in these areas. Both
districts purport strong cultural traditions of wife
inheritance. Nsanje, as with the rest of the lower
Shire, practices a death cleansing ritual called
“kulowakufa”. These districts and numerous ru-
ral areas are in need of more HIV and AIDS-
related programme assistance.

Gender

Girls and young women are the fastest growing
populations of newly HIV infected persons. Girls
should be encouraged to stay in school longer than
is currently the case by addressing the reasons
why they dropout. In Chikwawa, the Bush Hos-
pital project is encouraging girls to attend func-
tional literacy classes after completing their daily
chores at home. These classes, combined with
training in income generating activities, can reduce
the poverty that often puts young girls at risk of
HIV infection by engaging in sex for money. These
and other examples of successful projects should
be multiplied in various regions of the country.

Although girls and women are more at risk of in-
fection, men cannot be overlooked, especially
those with disposable incomes. Men have more
opportunity to contract and transmit HIV and usu-
ally determine the circumstances of intercourse.
They often refuse to use condom protection.

Breaking Silence, Stigma and Discrimi-
nation

Leaders at various levels within the community
should lead by example and promote open dis-
cussion of HIV and AIDS to reduce the lingering
stigmaand discrimination experienced by individu-
als affected and/or infected. There are but few
families who have been spared completely from
the painful experiences surrounding this disease.
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Addressing Poverty

Remedies for addressing poverty in Malawi are
beyond this report, still the need for meaningful
inroads must be made in this area if further spread
of HIV and the impact of AIDS are to be reduced.

CONCLUSION
Chapter 4 highlighted a number of deficits imped-

ing the nation’s ability to halt the spread of HIV
and AIDS. Atthe same time, it put forward rec-
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ommendations to address and overcome these
shortfalls and thereby create an opportunity to af-
fecta strengthened response in countering the epi-
demic and ultimately advance the nation’s human
development condition. The recommendations put
forward, along with comments from candid de-
bate at national level, are hoped to serve as im-
portant input to the Malawi Growth and Devel-
opment Strategy and ultimately contribute to the
realization of Malawi’s Millennium Development
Goals.
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Appendix

TECHNICAL NOTES
1. Human Development Index

Human Development Index measures the average achievement for a country according to three basic
dimensions of human development:

a) Alongand healthy life, as measured by life expectancy at birth;

b)  Knowledge, as measured by the adult literacy rate (with two-thirds weight) and the combined
primary, secondary and tertiary gross enrollment ratio (with one-third weight); and

c)  Adecentstandard of living, as measured by GDP per capita (PPP USD).

The process of calculating HDI is summarised in the chart below. Before HDI is calculated, an index must
be created for each of these dimensions.

Calculating Human Development Index (HDI)?

EIE3 -
-
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The processes for calculating HDI and the Formulae have been taken from the Human Development Report 2001.
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Performance in each dimension is expressed as a value between 0 and 1 by applying the following for-
mula:

Dimension Index = (Actual Value = Minimum Value)
(Maximum Value - Minimum Value)

The HDI is then calculated as a simple average of the dimension indices. Goal posts for calculating HDI
are:

Indicator Maximum Value Minimum Value
Life Expectancy at Birth (Years) 85 25
Adult Literacy Rate (%) 100 0
Combined Gross Enrollent Rate (%) 100 0
GDP Per Capita (PPP USD) 40,000 100

2. Calculating Life Expectancy Index

The life expectancy index measures the relative achievement of a country in life expectancy at birth. The
formulaused is:

Life Expectancy Index = (Life Expectancy - 25)
(85~ 25)

3. Calculating Education Index

The education index measures a country’s relative achievement in both adult literacy and combined pri-
mary, secondary and tertiary gross enrollment. First, an index for adult literacy and one for combined
gross enrollment are calculated. Then these two indices are combined to create the education index with
two-thirds weight given to adult literacy and one-third weight to combined gross enrollment. The formulae
used are:

a)  Adult Literacy Index = (Adult Literacy - 0)
(100 - 0)

b) Gross Enrollment Index = (Gross Enroliment - 0)
(100 - 0)

c) Education Index = 2/3(Adult Literacy Index) + 1/3(Gross Enrollment Index)

4. Calculating the DBP Index

The GDP Index is calculated using adjusted GDP per capita (PPP USD). Inthe HDI, income serves as a
surrogate for all the dimensions of human development not reflected in a long and healthy life and in
knowledge. Income is adjusted because achieving a reasonable level of human development does not
require unlimited income. Accordingly, the logarithm of income is used. The formula used is:
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GDP Index = _(log(GDP) - log(100))
(log(40,000)? - log(100))

5. Calculating HDI

Once the dimension indices have been calculated, determining the HDI is straightforward. Itisasimple
average of the three dimension indices:

HDI = 1/3(Life Expectancy Index) + 1/3(Education Index) + 1/3(GDP Index)

2The 2001 NHDR for Malawi used USD 6,040 as a maximum value. This report has used USD 40,000 as the maximum value
based on the 2001 World Human Development Report.
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