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Abstract

Development assistance is a major source of financing for health in least developed countries. However, persistent aid fragmentation has
led to inefficiencies and health inequities and constrained progress towards Universal Health Coverage (UHC). Malawi is a case study for this
global challenge, with 55% of total health expenditure funded by donors and fragmentation across 166 financing sources and 265 implementing
partners. This often leads to poor coordination and misalignment between government priorities and donor projects. To address these challenges,
the Malawi Ministry of Health (MoH) has developed and implemented an architecture of aid coordination tools and processes. Using a case study
approach, we documented the iterative development, implementation and institutionalization of these tools, which was led by the MoH with
technical assistance from the Clinton Health Access Initiative. We reviewed the grey literature, including relevant policy documents, planning
tools and databases of government/partner funding commitments, and drew upon the authors’ experiences in designing, implementing and
scaling up these tools. Overall, the iterative use and revision of these tools by the Government of Malawi across the national and subnational
levels, including integration with the government'’s public financial management system, was critical to successful uptake. The tools are used to
inform government and partner resource allocation decisions, assess financing and gaps for national and district plans and inform donor grant
applications. As Malawi has launched the Health Sector Strategic Plan 2023-2030, these tools are being adapted for the ‘One Plan, One Budget
and One Report’ approach. However, while the tools are an incremental mechanism to strengthen aid alignment, success has been constrained
by the larger context of power imbalances and misaligned incentives between the donor community and the Government of Malawi. Reform of
the aid architecture is therefore critical to ensure that these tools achieve maximum impact in Malawi'’s journey towards UHC.

Keywords: Donor coordination, health financing, policy implementation, integration, strategic planning, efficiency, capacity building, developing countries,
effectiveness, evidence-based policy

Introduction At the country level, exercises such as the National
Health Accounts (NHAs) have mapped funding flows, but
are not ‘fit for purpose’ for forward-looking aid coordina-
tion as the NHA tracks retrospective expenditures rather
than prospective budgets (WHO, 2018). There is there-
fore an ongoing need to equip and capacitate host gov-

ernments with fit-for-purpose tools and processes for aid

Development assistance continues to play an important role in
the provision of health across least developed countries (Dun-
can, 2020). However, aid is fragmented with donors investing
in parallel systems to channel and deliver aid. This leads to
inefficiencies and health inequities and constrains progress
towards UHC (OECD, 2009; Siqueira et al., 2021). Multiple

global initiatives such as the Paris Declaration on Aid Effec-
tiveness (2005), International Health Partnership Plus (2007)
and the Sustainable Development Goal 3 Global Action Plan
(2019) have been launched, but with limited implementation
success (Spicer et al., 2020).

alignment.

Malawi is a key case study for this global challenge. Given
its highly constrained macroeconomic context, Total Health
Expenditure (THE) has stagnated at approximately $40 per
capita, with the government contribution averaging 24% of
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Key messages

e Development assistance is a major source of financing
for health in least developed countries. However, persis-
tent aid fragmentation has led to inefficiencies and health
inequities and constrains progress towards Universal Health
Coverage (UHC). Malawi is a case study for this global
challenge, with 55% of total health expenditure funded by
donors and fragmentation across 166 financing sources and
265 implementing partners. This often leads to a prolifera-
tion of vertical national strategic plans, poor coordination
of donor funds and ultimately misalignment between the
government's health priorities and donor projects.
In this paper, we describe the Malawi Ministry of Health's
work to develop and implement an architecture of resource
mapping and aid coordination tools, integrated into national
and district planning and budgeting systems, in order to
strengthen transparency and alignment of donor funding
with government health priorities.

Overall, the iterative use and revision of these tools by

the Government of Malawi across the national and subna-

tional levels, including integration with the government’s
public financial management system, were critical for suc-
cessful uptake and institutionalization. The tools are used
to inform government and partner resource allocation deci-
sions, assess financing and gaps for national and dis-
trict plans and inform donor grant applications. As Malawi

has launched the Health Sector Strategic Plan 2023-2030,

these tools are being adapted for the ‘One Plan, One

Budget and One Report’ approach.

e While the tools are an incremental mechanism to
strengthen aid alignment, success has been constrained
by the larger context of power imbalances and misaligned
incentives between the donor community and the Govern-
ment of Malawi. To address this, the tools would need to
be complemented by stronger accountability mechanisms
and leadership to enforce aid transparency and alignment
with host government priorities. Reform of the global aid
architecture is critical to ensure that these tools achieve
maximum impact in Malawi's journey towards UHC.

THE over the last decade (Government of the Republic of
Malawi, 2022a). External aid accounts for 55% of THE (com-
pared to a sub-Saharan African regional average of 22%) and
contributes to as high as 80% of funding for vertical disease
programmes such as HIV (Government of the Republic of
Malawi, 2022a; World Health Organization, 2023). Table 1
provides an overview of key health financing indicators in
Malawi.

Furthermore, fragmented and verticalized donor funding
has contributed to the proliferation of over 50 National
Strategic Plans (NSPs), which leads to inefficiencies across
the health system. For example, 514 in-service training activi-
ties were reported by partners in Fiscal Year (FY) 2019/2020.
This directly impacts service delivery with 26% of health
worker absences attributed to these trainings and exacer-
bates an existing 49% shortage of health workers (Dirk
et al., 2011; Berman et al., 2022). Furthermore, fragmenta-
tion drives duplicative administrative expenses, representing
27% of THE in FY 2018/2019 with 65% of this expenditure
coming from non-state actors (Government of the Republic of
Malawi, 2022a).
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Table 1. Key health financing indicators for Malawi
Key health financing Indicators 2017/18 FY 2018/19 FY
GDP per capita (constant 2015 US$) 379.9 386.1
Total health expenditure (THE) as % of 9.8% 8.8%
GDP
Current health expenditure per capita 39.5 39.9
(at nominal US$ exchange rate)
General government expenditure for 9.6 9.6
health (GGHE) per capita (at average
US$ exchange rate)
Donor expenditure on health as a % of 57.6% 55%
THE
GGHE as % of THE 24.4% 24.1%
GGHE as % of general government 9.5% 8.4%

expenditure

Source: GDP per capita from the World Bank Open Data. https://data.
worldbank.org/indicator/NY.GDP.PCAP.KD?end=2021&locations=MW&
start=2010 (23 June 2023, date last accessed); remaining data adopted
from: Government of the Republic of Malawi. National Health Accounts
Report for Fiscal Year 2018/2019. Lilongwe, 2022.

Through a case study approach, we documented the Min-
istry of Health (MoH)’s journey to develop and implement an
architecture of aid coordination tools, integrated into national
and district planning and budgeting systems. We conducted a
review of the grey literature, including relevant policy doc-
uments, planning tools and databases of government/part-
ner funding commitments. Furthermore, the authors draw
upon their direct experiences in developing, implementing and
iteratively scaling up these tools and processes.

Implementation

We documented three components of Malawi’s aid coordina-
tion architecture that serve to strengthen transparency and
alignment of partner funding (Figure 1). The first is annual
Resource Mapping (RM) exercises, implemented by the MoH
since 2011, which collect and consolidate standardized bud-
get and expenditure data across an estimated 166 financing
sources and 265 implementing partners in the health sector
(Government of the Republic of Malawi, 2022b). This pro-
vides the government visibility into total funding for health
over time, disaggregated by financing source, implementing
agent, disease areas, geography, cost inputs and alignment to
national strategic plans, (Yoon et al., 2021). RM results are
integrated into the national MoH budgeting processes and
provide MoH departments with visibility into complementary
partner funding streams. Data collection for the RM exercise
is also harmonized with the WHO’s NHAs and National AIDS
Spending Assessment (NASA) to ensure efficiencies in resource
tracking (Yoon et al., 2021).

Second, the national RM exercise is complemented by sim-
ilar subnational processes to track partner funding against
District Implementation Plans (DIPs). A partner mapping
tool was developed to collect and consolidate district part-
ner activities and to integrate them into the DIP so that all
government-funded, partner-funded, and unfunded activities
were consolidated into a single district plan. To strengthen
mutual accountability between government and partners, the
DIP Action Tracker was subsequently developed as a moni-
toring tool that systematically tracks quarterly implementa-
tion progress against prioritized DIP health indicators and
activities by both government and partners (Figure 2). This
suite of subnational planning and aid coordination tools was
scaled across 29 districts starting in FY 2019/2020.


https://data.worldbank.org/indicator/NY.GDP.PCAP.KD?end=2021%26locations=MW%26start=2010
https://data.worldbank.org/indicator/NY.GDP.PCAP.KD?end=2021%26locations=MW%26start=2010
https://data.worldbank.org/indicator/NY.GDP.PCAP.KD?end=2021%26locations=MW%26start=2010
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National Level

Resource Mapping

(RM): Budget and
expenditure data across
the health sector

National Health Budgets:

Government budget for MoH

headquarters and central
hospitals, informed by NSP

National Strate gi c priorities and RM data

Plans: Strategic
priorities mapped against
funding available from RM

Monitored via
expenditure
tracking tool
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District Level

District Partner
Mapping: Consolidates
partner-funded activities

District Implementation in the district

Plans (DIP): Consolidates all
government/partner/unfunded
activities and linked to District

Council budgets
Monitored via
DIP Action
Tracker

HSSP Il Operational Plan:
Comprehensive list of government-
funded, partner-funded, and

unfunded activities at the national,
central hospital, and district levels

Figure 1. Framework of tools used for aid coordination and planning in Malawi
Note: DIR District Implementation Plans; RM, Resource Mapping; HSSP, Health Sector Strategic Plan; NSPs, National Strategic Plans; MOH, Ministry of Health.

National Budget

HSSP
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Funded Activities

SINIARDY Papunjun

All District Budgets

) Olmplemented O Partially Implemented @ Not Yet Implemented
| l | |
DHO Activities 50% | 38%
Partner Activities 54% | 33% |
| ‘ | ,
0% 20% 40% 60% 80% 100%

Figure 2. lllustrative example from the District Implementation Plan (DIP) Action Tracker showing the implementation status of the DIP by funding source

Note: DHO, District Health Office.

Third, to enable sector-wide planning and aid coordination
across all levels of the health system, since FY 2019/2020,
the MoH has developed Operational Plans (OP) against the
Health Sector Strategic Plan (HSSP II), which consolidates all
government-funded, partner-funded and unfunded priorities
in the health sector, leveraging the outputs from the aid coor-
dination tools described above. In FY 2020/2021, the HSSP II
OP database included 43 data sources and over 37 000 activ-
ities at the national and district levels, which were costed,
prioritized, mapped and consolidated into a single database
that is updated annually. Over $1.4 billion of activities were
mapped, of which $246 million were government-funded,
$429 million were partner-funded and $739 million remained
unfunded (Figure 3). Thirty-six percent of the unfunded costs
were identified to be a high priority (Government of the
Republic of Malawi, 2021). Since 2022, results were visu-
alized in an interactive dashboard on the MoH website to
ensure public transparency on emerging evidence on fund-
ing gaps for key priorities (Government of the Republic
of Malawi, 2023b). The HSSP II OP therefore serves as a
‘one stop’ data solution by consolidating fragmented NSPs,

government budgets and partner funding commitments into a
single database which can be leveraged for policy decisions.

Achievements/challenges

This suite of practical tools has supported the Government of
Malawi and its partners to operationalize their commitments
for aid alignment and transparency.

In 2023, the MoH launched its HSSP III for 2023-2030,
with the ‘One Plan, One Budget and One Report’ framework
adopted as the overall guiding principle for aid coordination
(Government of the Republic of Malawi, 2023a). Evidence
from the RM data and the HSSP II OP illustrated high levels
of fragmentation and donor dependency and has supported
momentum from government and donor stakeholders around
the ‘One Plan, One Budget and One Report’ reform. In
addition, RM data enabled the government to identify the
10 largest donors that provide over 90% of health funding
and thereby better target stakeholder engagement around the
reform (Government of the Republic of Malawi, 2022b).
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Through the district planning
process, MoH supports districts to
better articulate their strategic
priorities as linked to the HSSP Il

eDHMTs use the DIP Action Tracker
as part of a standardized DIP
review process for joint monitoring
and accountability and to guide
future planning
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District priorities in the
District Implementation Plans
(DIP) are consolidated into
the HSSP Il Operational Plan

MoH uses the district priorities in
the HSSP Il Operational Plan to guide
rtners towards the right activities in

the right districts

As partners work in districts, MoH
provides partner mapping tools to
support DHMTs to coordinate their

partners

Figure 3. The HSSP Il Operational Plan consolidates district priorities from the DIPs in order to better link national and district aid coordination
Note: HSSP, District Health Office; DIR, District Implementation Plans; DHMT: District Health Management Team.

® Government Funded ® Partner Funded ® Funding Not Secured
$0.4bn
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|
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Determinant and Equip
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Supply Chain and M&E Leadership &  Health Financing

Governance

Figure 4. lllustrative example from the HSSP Il Operational Plan with the annual cost and funding status by HSSP Il objective
Note: HRH, Human Resources for Health; M&E, Monitoring and Evaluation; HIS, Health Information System.

Furthermore, limited and plateauing health sector resour-
ces from both partners and government enabled consensus
on the need for rigorous prioritization of HSSP III. Though
the full HSSP III costs were estimated at $4.0 billion in FY
2024/2025, activities were consultatively prioritized to fit
within the health sector resource envelope of $537 million in
fungible funds, based on evidence from RM (Government of
the Republic of Malawi, 2022b; 2023a).

In addition, the tools’ flexibility enabled quick adaptation
for emergencies, such as for aid coordination of the National
COVID-19 Response and Preparedness Plan, launched in
April 2020. The existing RM tool was rapidly realigned to
launch a COVID-19 RM exercise in the second half of 2020,
building off existing government and partner familiarity with
RM tools and templates. Leveraging this data, the COVID-
19 response team used a live COVID-19 RM dashboard to
mobilize and coordinate funding against gaps in the National
COVID-19 Plan (Figure 4). The District Health Management
Teams from all 29 districts also developed COVID-19 activ-
ities, which were prioritized and integrated into their DIPs
alongside funding information for essential health services
(Yoon et al., 2021).

Despite these successes, one ongoing limitation is partners’
responsiveness in providing transparent financing informa-
tion. This is particularly true at the subnational level where
response rates from partners average only 29% across seven

sampled districts compared to national RM response rates of
72% (Government of the Republic of Malawi, 2022b). In
Blantyre district, introduction of the revised DIP partner map-
ping tools in FY 2019/2020 led to an 800% increase in the
number of district partners reporting their funding, but this
was only 15% of the reported partner funding to Blantyre
from the national RM, suggesting significant underreporting
at the district level (Government of the Republic of Malawi,
2019; 2020a).

Overall, this is indicative of broader challenges where
donors and implementing partners do not have clear lines of
accountability to the Government of Malawi (GoM), with
weak mechanisms to enforce sanctions on partners who do
not provide funding transparency. The tools are therefore an
incremental improvement within the existing aid architecture
but are constrained by broader power imbalances between
donors and their host governments. To address this, the tools
would need to be complemented by stronger accountability
mechanisms and leadership to enforce aid transparency and
alignment with host government priorities.

A second limitation is that strengthened national and dis-
trict planning tools do not necessarily translate into improved
service delivery due to scarce health sector resources. There
is limited potential for domestic resource mobilization by
the GoM, which prioritizes funding for the health sector at
8% of general government expenditures (compared to an
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Table 2. Knowledge management Standard Operating Procedures (SOPs)

and guidelines developed for the aid coordination architecture

Resource mapping

District planning
tools

HSSP OP

Roadmap template

Submission tracker
and submission
management
protocol

Data entry train-
ing materials for
enumerators

Data consolidation
tool

Guidelines for district
health planning

Frequently Asked
Questions (FAQs)
and decision tree for
the DIP tool

DIP tool cus-
tomization
SOP

District Health Infor-
mation Software 2

DIP data entry SOP

Database stan-
dardization
SOP

bottleneck analysis
application manual

Data consolidation Causal analysis aid

SOP

Database stan- Training videos on
dardization the DIP tool and
SOP DIP Action Tracker

Removal of double- DIP Review SOP
counting SOP

Analysis template

Analysis training
template

Report template

average of 6% for low-income countries) but faces macroeco-
nomic constraints to mobilize significant additional funding
(Government of the Republic of Malawi, 2018; 2022a). The
strengthened plans therefore may not necessarily translate
into improved health outputs or outcomes.

Third, the tools enhance prospective planning, but do not
monitor retrospective expenditures in line with the initial
budget commitments from donors and government. Despite
improved coordination, there may still be a gap between the-
oretical budget commitments and actual implementation. This
can be addressed through closer integration with retrospective
expenditure tracking exercises such as NHAs. The Malawi
MoH has therefore championed harmonized data collection
and data analysis for RM, NHA, and NASA since 2019 (Yoon
et al., 2021).

Enablers/constraints

Key enablers of sustainability were the iterative use and revi-
sion of these tools by the GoM across the national and
district levels, including integration with the Public Finan-
cial Management system, interoperability of tools across the
aid coordination architecture and simplification and adapta-
tion for user-friendliness. For instance, 95% of district staff
reported that the FY 2020/2021 DIP tool had improved from
the previous year due to these iterative revisions. Furthermore,
observations from Blantyre and Phalombe districts indicated
that the planning process was reduced in length by 50-70%
as the DIP tools were continually simplified to be ‘fit for pur-
pose’ and to remove extraneous data collection that was not
critical for policy decisions (Government of the Republic of
Malawi, 2020b).
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A second key enabler was long-term institutional invest-
ment by the MoH and its technical partners. The MoH
invested over 12 years to develop and refine the aid coordi-
nation architecture, starting with the national RM exercise
in 2011. Subsequently, many years of testing and bottom-
up feedback from end users, particularly at the district level,
were required to streamline and refine the tools. Meanwhile,
the technical assistance teams that supported the MoH were
funded by multiple phases of long-term grants that enabled
relationship-building and institutional memory required to
successfully develop ‘fit for purpose’ tools tailored to the local
context.

Key constraints included turnover of staff at both govern-
ment and technical assistance partners, hindering long-term
institutionalization and knowledge transfer. For instance, on
average only 43% of team members that participated in any
given RM exercise continued to provide technical support
to the subsequent RM exercise the following year, while the
remaining 57% transitioned into a new role (Government
of the Republic of Malawi, 2020a). To mitigate this chal-
lenge, extensive standard operating guidelines, procedures
and documentation were developed (Table 2).

Another key constraint is limited computer literacy among
end users, particularly in district settings which may lack
the basic Excel skills that are required to effectively use
and manipulate the tools. To mitigate this, a participatory,
competency-based Excel curriculum was developed, and focal
districts were trained on fundamental Excel skills to effectively
utilize planning and coordination tools.

Conclusions

Several key lessons for health policy practitioners emerge from
this work.

First, in highly fragmented donor-funded contexts, partner
mapping is critical to ensure transparency of health resources
and ultimately move towards joint planning between govern-
ment and partners.

Second, policy practitioners should ensure that tools are
“fit for purpose’ to meet specific evidence needs of policy-
makers. Iterative simplification, particularly to remove extra-
neous data collection not critical for policy decisions, was
key to accelerating institutionalization and uptake of the aid
coordination architecture.

However, while these tools have increased data trans-
parency, the challenges of aid coordination extend beyond the
boundaries of Malawi and link to the global incentive mech-
anisms and mandates of donors (Arne, 1999; OECD, 2003;
Wood et al., 2011; Mwisongo and Nabyonga-Orem, 2016;
Pallas and Ruger, 2017; Adhikari et al., 2019). Driven by
achieving programmatic targets, donors have focused on cre-
ating parallel vertical systems, which in turn constrains the
host government’s ability to create an equitable and ratio-
nal financing system across the country. This has over time
led to inefficiencies in health spending, inequity and frag-
mentation of service delivery and underinvestment in country
health systems (Arne, 1999; OECD, 2003; Wood et al., 2011;
Mwisongo and Nabyonga-Orem, 2016; Pallas and Ruger,
2017; Adhikari et al.. 2019).

These tools are therefore an incremental mechanism to
strengthen aid coordination, but are constrained by the
larger context of power imbalances and misaligned incen-
tives between the donor community and the Government of



Health Policy and Planning, 2024, Vol. 39, No. Suppl. 1

Malawi. Strengthened leadership to enforce accountability
mechanisms between donors and host governments, comple-
mented by wider reform of the global aid architecture, is
critical to ensure that these tools achieve maximum impact
in Malawi’s journey towards UHC.
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