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Written in July 2026 by Julie Pontarollo, Country Director, with the support of Christopher Masina, 

Programme Manager in the Central Region, and Clara Bertrand, Programme Manager in the 

Southern Region 

Evaluative question 1: How can quality in the supported health facilities (HC 

and VC) be improved by Inter Aide?  

During the head office mission in May 2026, a brainstorming session was done in both regions to list 

all initiatives taken to improve quality of care (QoC) since 2014, and methods used to assess it. The 

following notes detail the information gathered, as well as references to the forms used over the years 

and presented in Annex. 
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Acronyms 

CBMNC Community Based Maternal and 
Neonatal Care 

ICCM Integrated Community Case 
Management 

DHMT District health Management Team MA Medical Assistant 

DHO District health office MoH Ministry of Health 

FP Family Planning M&E Monitoring and Evaluation 

HA Health Area NMT Nurse Midwife Technician 

HC Health Centre OPD OutPatient Department 

HP Health Post QIT Quality Improvement Team 

HR Human Resources QoC Quality of Care 

HSA Health Surveillance Assistant SHSA Senior Health Surveillance Assistant 

HSS Healthy System Support VC Village Clinic  

IA Inter Aide VCC Village Clinic Committee 



History of quality of care improvement in Malawi 

A logical evolution of the programme 

Prior to 2014, Inter Aide actions in health (Chadza in Lilongwe, Mkwayi in Phalombe) were developed 

at village level and more focused on family practices. In 2014, it was decided to intervene at HC 

catchment area level, in order to initiate health system support (HSS) activities at a scale that made 

sense with the organisation of the local health system (including the villages clinics and outreach clinics 

services inside the catchment area). Initially, these HSS activities mainly involved material support 

(constructions, rehabilitations, donations, support in drug delivery and logistics) and helping staffing 

levels by paying interim personnel until permanent staff were sent by the DHO/HA. These activities 

were managed directly by the PMs.  

In 2018, a study of the QoC in 5 catchment areas in the two districts of Lilongwe and Phalombe 

(Katchale, Maluwa, Dickson, Nambazo, Kalinde) was conducted based on observation of services 

provided for extended periods of times. The study was done by Francesca Bisio, outgoing PM at the 

time, and medical doctor from Italy. Several key observations were made, that completed the existing 

knowledge of the IA team: lack of teamwork at HC level, limited opening days and hours, lack of 

commitment and work ethics from health personnel, persistent issues of material, absence of support 

and presence from the DHO/HA. This work led to several recommendations as to how the programmes 

could support the QoC, in addition to improving material conditions (as was already provided since 

2014). 

From that point onwards, several strategic evolutions took place. A specific Inter Aide staff, qualified 

as a health professional, was recruited in each district to be in charge of HSS activities. We first 

proposed that DHO staff could be allocated to this position on a part-time basis, which would have 

given more legitimacy to the activities proposed. This worked for around a year in Phalombe, but was 

never possible again nor in Mitundu, due to lack of availability of DHOs’ staff. HSS staff are therefore 

employed by Inter Aide. We later decided to recruit more than one person per district, creating the 

HSS Coordinator and HSS Officer levels among the team. 

HSS activities were then extended to include material support but also improvement of health 

personnel practices and facility management, through onsite coaching, supervision and training. The 

creation of the HSS positions gave the capacity to Inter Aide to spend more time in the facilities to 

observe services and support areas of improvement (patient flow and organisation, hygiene, respect 

of technical care protocols, respect of opening hours, etc.). This process was also intended to 

strengthen the involvement of the DHO/HA in the supervision and management of the facilities, by 

allowing more communication between IA and them, and the organisation of joint activities. The 

strategic evolution also opened the door to ad hoc training sessions that could be organised by the HSS 

staff thanks to the increased collaboration with the DHO/HA (for instance ICCM training for VC 

providers, CMBNC trainings, FP training for VC providers, etc.). Overall, these evolutions led to a 

significant increase in resources allocated to HSS (HR, time, budget, etc.). 

Adapting our M&E system 

From 2019, the programme thus entered more specifically in the improvement of QoC. This required 

being able to monitor progress specifically on these new aspects targeted. Until then, our M&E system 

regarding HSS focused heavily on quantitative data: number of delivery at the HC, number of 

consultations for sick children at HC and VC level, etc. Some feedback could also be gathered from 

users thanks to the community team. We decided to introduce new tools that would allow the 

evaluation of care from a qualitative point of view. The general idea was to use evaluation grids, filled 



by the Inter Aide HSS staff and/or by the supervisors of the facility (DHO or HA, SHSA for VCs), based 

on on-site observation of the facilities and/or the services provided.  

We will now describe the HSS activities and the tools used from 2019 in each area. 

Development of quality of care improvement in Mitundu from 2019 

The bonus system (2019-2021) 

At the time, the Mitundu programme was facing serious challenges in HSA involvement in community 

activities. Their presence on the field was insufficient and the complaints for increased allowances (or 

per diem) were constant, leading to several blockages of activities in the field. It was therefore decided 

that our new approach on improvement of quality of care would be combined with monetary bonuses 

linked with performance of staff. This was the introduction of the bonus system (see tools in Annex 1). 

The bonus were based on monthly assessments conducted by the HA of Mitundu, accompanied by 

Inter Aide. During the first phase (2019-2020), a specific grid was filled for each person evaluated 

depending on their positon, that would allow the calculation of an individual bonus. In addition, a 

general grid about the collective running of the facility was filled, determining a collective bonus for 

the HC staff (Annex 1b). The staff included in the individual bonus system were MAs, maternity staff 

(NMTs and community midwives), HSAs (with a distinction between HSAs running a VC and others). In 

addition, security guards and ground labourers were eligible for the collective bonus. A percentage of 

performance was calculated based on the grid, and applied to the maximum bonus possible to 

calculate the amount of bonus received. The monthly amount received therefore ranged between 0 

and 20,000 MWK (22 euros at the time, see Annex 1a and 1c). It was provided during a quarterly 

meeting held at each HC during which assessment and calculations were publicly shared, in the 

presence of the HA and IA. At the same time, client satisfaction surveys were introduced (Annex 1d), 

as well as audits for VC cases (Annex 1e), to complement our vision of the care provided. 

After over a year of implementation and an internal evaluation, a second phase was initiated (2020-

2021), with some slight modifications. The collective bonus was discontinued, as it was considered to 

have a limited effect on staff motivation. It was replaced by a bonus for the HA for their participation 

in the system. In addition, new individual bonuses were introduced (for SHSAs, for Pharmacy 

Assistants, for ground labourers, for hospital attendants, for security guards). After a year of this 

second phase, the bonus system was discontinued. 

Overall, this system supported several improvement. It allowed the program to better define a 

functioning facility and to collect objective indicators of quality of care. The monetary incentive led to 

an improved motivation from personnel at HC level, which, combined with the increased presence of 

supervision staff in the field (IA and HA), led to an objective improvement in QoC. An increased 

attendance of patients in the facilities was measured, opening days increased (especially at VC level) 

and absenteeism reduced (with staff rosters available and followed). The amount of bonus provided 

gradually increased as grid evaluations reflected the improvement of the QoC. 

However, several drawbacks or limits of this system were noted. First, HSAs that did not run a VC (and 

were only evaluated on community activities) were against the system, as their rating was often very 

poor and publicly displayed. The HSAs are one on the main reason that the bonus system was stopped. 

Another difficulty was the cost of the system and his lack of sustainability. Even though a formal cost 

analysis is not available, we can consider that the bonus system was costing around 10,000 euros per 

year. The end of this system was also linked with the start of the exit strategy in Mitundu and the 

deployment in Mchinji. 



Technical review meetings, on-site coaching and involvement of HA/DHO (2022 to 2026) 

Three main aspects of the bonus system were maintained in the next phase (2022-2026). The first one 

was a small monetary incentive of the health personnel, which is deemed indispensable to get their 

attention and support. However, this time, it was decided to provide it unconditionally, to target only 

technical staff, and to use the opportunity of an allowance to organise technical meetings at a central 

level (HA in Mitundu). The meetings were initially organised quarterly and divided in 3: one for MAs, 

one for maternity staff, and one for HSAs. A fourth one was later introduced with data clerks. These 

meetings were officially hosted by the DHMT, and their organisation and facilitation was gradually 

transferred to the HA. They allowed for data to be analysed regularly, difficulties to be discussed and 

solutions found, as well as continuous training as per the HA’s proposal. 

The second aspect of the bonus that was maintained is the strong presence of the IA staff in the 

facilities, conducting assessments and onsite coaching. These visits allowed for immediate 

improvement of quality of care, and the data provided nourished the discussions during the technical 

meetings. The grids used were revised on this occasion. They were simplified and designed to assess 

the quality of care provided by each service of the facility, rather than individual performance of staff. 

They were divided in 4 (see Annex 2): 

- Area 1: Maternity assessment 

- Area 2: OPD 

- Area 3: Village clinics operations 

- Area 4: Outreach Clinics 

Client satisfaction surveys and VC audit forms were maintained in their 2019 version. 

At the end of 2023, the main grids were slightly revised and simplified (see Annex 3): 

- Area 1: Maternity assessment 

- Area 2: OPD 

- Area 3: HC infrastructure 

- Area 4: Village clinics operations 

- Area 5: Village clinic infrastructure 

The third aspect that was maintained in this new phase from the bonus system was the involvement 

of the HA. They were invited to the supervision and onsite coaching. At the end of 2023, a new 

approach to increase HA presence in the HC was developed, called QIT for Quality Improvement Team. 

It involved training a pool of evaluators from the Mitundu HA and hospital staff that would rotate to 

come do monthly supervision visits to each HC. This approach had already been introduced by another 

actor in the health system and was therefore easier for the HA staff to adopt (rather than a new IA 

approach). 

Start of HSS in Mchinji district (2023 to 2026) 

In Mchinji, the approach that was initiated from the start (end of 2023) was the QIT (monthly) and 

DHMT supervisions visits (4 and now 3 times a year), using the updated grid from Mitundu (see Annex 

3). Other HSS activities were maintained (material support, interim staff allocation, etc.). 



Development of quality of care improvement in Phalombe from 2019 

Development of on-site coaching and supervision without monetary incentives (2019-2021) 

The recruitment of the first HSS staff in Phalombe marked the start of the involvement in QoC, in 

addition to material support aspects (already started since 2015). It was decided that this work would 

not be done under the bonus approach, that Mitundu was developing at the time. Indeed, motivation 

from health personnel was considered better in this district (at community, HC and DHO level), and 

the hope was that technical support would be enough to obtain participation from these partners. 

While this remains overall true, it has been observed since then that the request for allowances have 

continued to grow in Phalombe, and represent today a major part of the HSS budgets (just like in the 

Central Region). 

The arrival of the HSS staff allowed for the development of new HSS activities, as in Mitundu: onsite 

coaching and supervision of HC and VC services, development of ad hoc trainings based on needs and 

opportunities (ICCM, VCC, etc.), and a gradual involvement of the DHO team to supervise the facilities 

alongside Inter Aide. Initial evaluation grids were introduced based on the ones used in Mitundu (see 

Annex 4a). 

Structured HSS support (2022-2026) 

After this period of adjustment, a more structured period of HSS started in 2022, with a closer relation-

ship with the DHO and a more detailed activity list under HSS: technical review meetings at HC level 

(called facility based quarterly review meeting, they were reviewing all planned activities from the 

previous three months and establishing action plans for the next quarter, in the presence of all the HC 

staff and representatives from the DHO), then technical review meetings at DHO level (held biannually, 

it was comprised of facility in charges from maternity, clinical OPD, data, and SHSA, with the DHO and 

DHMT members chairing the meeting.), on the job training, official supervision with the DHO staff, etc. 

The same grids continued to be used, although on some occasions, other grids from the DHO were also 

in use at the same time, resulting in confusion of HSS data (Annex 4g). A revision of the grids was done 

in 2025, during which we separated grids for each type of facility: HC (Annex 4b), HP (4c), VC (4d), CMA 

(4e). In 2026, a new DHO grid for HC assessment was again introduced (4f). 

Observations 

The programmes have progressed significantly in their objective to increase quality of care, first from 

2014 to 2018 through intervention at HC catchment level, material support and collaboration with 

health authorities (DHO/HA), then from 2019 to today by allocating more resources to HSS, diversifying 

activities, tackling issues of staff practices and attitude and concretely involving health authorities 

(DHO/HA). 

The handover processes started in Mitundu and in reflexion in Phalombe now face the challenge to 

sustain the results, by maintaining key activities while transferring their management and roll-out to 

local health staff. One of the difficulties resides in the culture of allowances required by DHO/HA staff 

to conduct field activities. The programmes had to gradually increase their spending on allowances to 

ensure HSS activities and therefore contribute to a better QoC, but that remains a major challenge to 

a smooth and autonomous running of the health system in all areas targeted. 

Our ability to assess the quality of care, and therefore measure progress achieved thanks to the 

programme support, suffers from several challenges. The tools introduced were revised regularly, 

rendering a long-term analysis difficult. In addition, it appears that the detailed analysis of the data 

captured was never fully analysed and exploited by the teams (as opposed to the community data that 



is much more included in the routine M&E of the programmes). It is therefore difficult to use evidence 

to pilot the programme and to conclude on areas of success and challenges regarding QoC. Finally, the 

usage of internal tools assess QoC has now become an issue, especially as we ask DHO/HA to use them 

during supervision visits. When we first introduced our HSS activities, such tools were not available on 

the MoH side and we had to create them, in accordance with DHO/HA at the time. Since then, official 

tools have sometimes been proposed or used, especially in Phalombe. As we are moving to transferring 

the responsibility of QoC evaluation to local health authorities, the question of the legitimacy of the 

tools used is important. 

Recommendations: 

 Conduct a thorough analysis of the data gathered since the beginning of the programme, 

combining qualitative and quantitative data to produce an accurate picture of the evolution of 

QoC over time and help draw recommendation for the future of the programme. 

 Establish a robust M&E system for the next phases, ensuring grids/tools, databases and 

analysis are clear and standardised, to last for several years. Whenever possible, grids should 

be the official MoH tools (when they exist), and internal tools should be discontinued. 

 



Annexes 
 

1- Bonus system in Mitundu (2019 to 2021) 

1a. Description of the bonus system (version first phase) 

 
 



 

 
 

 



 

 

 



1b. Evaluation grid (first phase) 

 



 



 





1c. Calculation tool on Excel (first phase) 

 

 
 

 

  



1d. Client satisfaction survey (from 2020 to 2026), empty and filled 

 



 
 



 
 



 

 

 



 

 

 

 

 

 

 

 

 

  



1e. Village clinic audit form (from 2020 to 2026), empty and filled 

 

 



 

  



2- Revised evaluation grids in Mitundu (2022 to 2024) 

2a. Health system support assessment checklist (2022 to 2026), empty  

 



 

 

 



 



 

  



3- Revised evaluation grids in Mitundu (2024 to 2026) 

3a. Health system support assessment checklist (2024 to 2026), empty and filled 

 

 

 



 

 



 



 



 



 

 



 



 

 

 



 



 

 



 



 

 

 



4- Evaluation grids in Phalombe (2019 to 2021) 

4a. HC assessment checklist (2019 to 2025), filled 

 



 



 



4b. HC assessment checklist (2025 to 2026), empty 

 



 



 

 
 

  



4c. HP assessment checklist (2025 to 2026), empty 

 



 
  



4d. VC assessment checklist (2025 to 2026), empty 

 



4e. CMA assessment checklist (2025 to 2026), empty 

 
 



4f. DHO tool for HC assessment (from 2026), empty and filled 

 



 
 



 
  



4g. DHO tool for VC assessment checklist (? to 2026), empty and filled 

 

 



 



 



 
 

 



 

 



 



 


