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From National Strategies to District Realities
Integrating Family Planning Interventions into District Implementation Plans

Background

In September 2015, the Government of Malawi launched 
a five-year Costed Implementation Plan for Family 
Planning, 2016-2020. The CIP provides policymakers 
and program planners with a framework for achieving 
the national family planning goal of reaching a modern 
contraceptive prevalence rate of 60 percent by 2020, 
with a focus on reaching youth. 

While there are some activities in the CIP that 
are funded and implemented at the national level, 
achieving the six strategic priorities of the CIP 
requires that many interventions be implemented 
at the district level. In Malawi, decentralization 

has given District Councils the mandate to develop 
district budgets that reflect local priorities, including 
determining which family planning activities 
are implemented locally each year. This process 
culminates in the development of an annual District 
Implementation Plan (DIP), with a corresponding 
budget that is submitted to the Ministry of Local 
Government and Rural Development by the District 
Assembly (as outlined in the government’s Health 
Sector Strategic Plan 2011-2016). Thus, successful 
execution of Malawi’s CIP requires engaging District 
Councils to increase their awareness of national 
objectives and strategies, and empowering them to 
develop district- level plans based on the CIP. 

Intervention Timeline (Year 1)

  October 2016  December 2016 March 2017  July 1, 2017  September 2017

CIP dissemination 
and DIP planning 
workshop 
held in each 
region targeting 
district health 
officers, district 
nursing officers, 
family planning 
coordinators, and 
youth-friendly 
health service 
coordinators  

Workshop in four 
districts to share 
evidence and 
identify priority 
activities for 
inclusion in the DIP 

Strategy meeting 
to validate family 
planning activities 
to be included in 
DIPs and generate 
budget requests

New government 
fiscal year begins— 
2017/2018 DIPs 
provide direction to 
district governments 
on which activities 
to implement over 
the coming year

Process review 
meeting in the four 
districts to identify 
activities that 
were successfully 
included in the 
DIP and those that 
were financed, 
identify factors 
that led to those 
successes, and 
strategize for the 
new cycle
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This brief describes the process, impacts, and 
lessons learned from an intervention carried 
out by the Health Policy Plus (HP+) project—
funded by the U.S. Agency for International 
Development (USAID)—aimed at integrating 
the CIP into DIPs, focusing on four districts: 
Chikwawa, Kasungu, Machinga, and Nkhata 
Bay. 

Year 1 Activities

The first year of the intervention took place 
from October 2016 to September 2017 and can 
be divided into two phases.

Phase 1

During the first phase, the Reproductive 
Health Directorate (RHD) of the Ministry of 
Health, with support from HP+, disseminated 
the CIP to all districts through three 
workshops, one in each region of the country 
(Northern, Central, and Southern). Each 
workshop brought together officials from each 
region, along with a four-person team from 
each district in the region, comprising the 
district health officer, district nursing officer, 
family planning coordinator, and youth-
friendly health service (YFHS) coordinator. 
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Participants review CIP priorities at a regional workshop in Blantyre.



3The purpose of these workshops was primarily 
to introduce the CIP as the national family 
planning strategy, ensuring that policymakers 
at the district level were aware of the priority 
areas for district integration. The secondary 
focus of these workshops was to strengthen 
advocacy skills among policymakers to 
enable them to become effective advocates for 
inclusion of strategic family planning activities 
within their district plans. 

Phase 2

Following the high-level dissemination 
workshops, the RHD, with support from HP+, 
concentrated on a sustained intervention in 
four districts over a six-month period leading 
up to and during the development of the DIP. 
HP+ organized a final meeting following the 
DIP approval to conduct a retrospective review 
of the activities that were ultimately included 
in the district plan and the extent to which 
those activities were funded through local 
government resources. 

The four intervention districts (Chikwawa 
Kasungu, Machinga, and Nkhata Bay) were 
selected based on family planning and 
adolescent sexual and reproductive health 
indicators, such as those showing high 
teenage pregnancy rates or low contraceptive 
prevalence rates. Each district received 
targeted technical support to improve the 
capacity of district staff to integrate the newly 
launched CIP’s high impact, evidence-based 
family planning activities into the DIP.  

The first set of district meetings, conducted 
in December 2016, reinforced what had 
been shared and discussed at the regional 
meetings, this time with a focus on district-
level indicators such as teenage pregnancy or 
contraceptive prevalence rates. Participants 
discussed how these and other local sexual and 
reproductive health/family planning indicators 
could be documented in budget requests 
and used as evidence for the importance of 
integrating CIP activities into DIPs. 

The district meetings targeted District 
Health Management Team members, 
particularly the district health officer, district 
nursing officer, DIP coordinators, hospital 
administrator, family planning coordinators, 
YFHS coordinators, and health management 
information service officers. In addition, the 
planning meetings involved representatives 
from sectors outside of health, including 
members from the District Council, and 
included the district youth officer.

A second follow-up meeting was conducted 
in March 2017 in each district to check 
on progress being made and to strategize 
on how to best present family planning 
activities so that they would be included 
in the final versions of the DIPs. Ongoing 
remote assistance was provided to help with 
identifying priority activities to include in 
the DIPs, based on district-specific needs and 
recommendations from the CIP. 

Following the finalization of the DIPs, a 
third meeting was conducted in each district 
in September 2017. During this meeting, 
stakeholders reviewed the approved DIPs 
to identify which activities were ultimately 
included, and of those, which were allocated 
funding through the district annual budget. 

Outcomes from Year 1

All four of the intervention districts 
successfully included CIP activities in their 
2017–2018 DIPs. Of these four districts, one 
(Machinga) allocated its own budget resources, 
known as other recurrent transaction funds, 
for CIP activities. While the other three 
districts did not allocate their own resources, 
they included CIP activities in each of their 
DIPs and worked with their development 
partners to identify resources to support them.

The successful incorporation of CIP activities 
seems to be most closely linked to the 
technical support provided to the district 
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analyze and incorporate district-specific 
evidence on family planning performance. 
As a result of this intervention, coordinators 
were better able to advocate to key decision-
makers—such as the district health officer, 
district nursing officer, and in one case even 
the District Executive Council—about the 
importance of family planning for achieving 
district objectives. 

This intervention has also led to longer-term 
sensitization on the importance of reviewing 
district progress in family planning, with at 
least one district (Chikwawa) establishing a 
CIP Task Force to coordinate implementation 
of family planning activities in the district.

Lessons Learned from Year 1

As a first-time intervention, there were a 
number of challenges that were identified 
and addressed over the course of the year. 
Broadly, the challenges were related to (1) 
the capacity of coordinators to conduct the 
data analysis and evidence generation that is 
required for the DIP process, and (2) funding 
of the DIPs and a need for sustained budget 
advocacy related to approved activities. 

Capacity

The DIP process requires that coordinators 
identify the most critical activities for funding 
and then document those decisions with 
evidence so that policymakers can decide 
on which activities to ultimately include 
in the DIP. Family planning and YFHS 
coordinators are represented by district 
nursing officers during the decision-making 
stages of DIP development. As such, it is 
critical that evidence is clearly documented by 
the family planning and YFHS coordinators 
and presented to the district nursing officer 
in advance of their deliberations with the 
District Health Management Team regarding 

which of the proposed activities will be 
included in the final DIP proposal.  

Most coordinators (family planning and 
YFHS) are medical practitioners with little 
or no program management, data analysis, 
or writing background. As a result, they 
often lack the skills to conduct the analysis 
needed to identify activities for inclusion in 
the DIP or to document the evidence driving 
those decisions. This challenge extends to 
budgeting, as coordinators aren’t trained 
in financial management. As a result, some 
of the draft activities submitted for DIP 
inclusion didn’t include adequate resources—
for example, only budgeting MKW 5 million 
for a training that would actually cost MKW 
15 million. Finally, frequent turnover of 
coordinators leads to a need for repetition 
of meetings and workshops to ensure new 
staff are sensitized to existing evidence and 
national priorities. 

To address these challenges, the RHD and 
HP+ provided intensive, ongoing technical 
support to family planning and YFHS 
coordinators to analyze district-level data 
and compare trends in district performance 
to national performance. Following the first 
set of regional workshops, WhatsApp groups 
were initiated to allow coordinators and other 
participants to exchange information and 
suggestions about the process and to learn 
from each other’s experiences.

Financing and Budget Advocacy 

While the DIP process ideally results in an 
annual workplan that reflects the district 
priorities, in reality the budget that comes 
down from the national level does not include 
adequate funding levels to carry out all of the 
planned activities, and there are requirements 
that certain funding be earmarked to specific 
government priorities. Without adequate 
resources, district health officers prioritize 
administrative and curative services.  
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that is unlikely to be solved in the near 
term, however, it is important to continue 
advocating for CIP activities beyond the 
approval stage of the DIP to ensure that 
activities that have been funded actually have 
their funding dispersed. This is a challenge 
because many coordinators have never 
read the approved DIP, and are not aware 
of which of the submitted activities were 
actually approved for inclusion. Therefore, it 
is important for coordinators to be engaged 
and advocate for CIP activities beyond the 
DIP development process. It is also important 
to more actively engage local councils who are 
directly involved in the budget process.

Year 2 Activities

During the second year of implementation, 
HP+ continued the intervention in one district, 
following a similar cycle but with a few 
updates to reflect lessons learned during the 
first year. These included targeting meetings 
to the District Full Council, followed by an 
orientation for council members identified as 
family planning champions. These champions 
make up a task force to ensure that family 
planning activities are considered during the 
DIP finalization process. 

Due to challenges with available funding, the 
second year intervention was only carried 
out in one district on the timeline that had 
originally been planned, with two additional 
districts receiving support in May and June, 
respectively. More reflection will be possible 
on the impact of this delay, and what lessons 
can be learned from it, once the final DIPs are 
available later in 2018.

Recommendations

Based on the results of the first year of 
the intervention, the team made stronger 
connections during the planning stages of 

year two with members of the District Full 
Councils, comprised of heads of sectors, 
councillors, members of parliament, 
traditional authorities, and interest groups. 
This resulted in more robust conversations 
between the councillors and district health 
officer teams regarding the activities 
presented for inclusion in the DIPs.

Moving forward, the Health and Environment 
Committee of the District Full Council 
should be targeted with capacity building 
to advocate to the full council on the 
importance of integrating population and 
development as key components of all sectoral 
DIP recommendations. Individual council 
members who can champion family planning 
and population issues with their peers should 
also be targeted for such capacity building.

Additionally, it is strongly recommended that 
the RHD continue to support districts with 
integration of CIP activities into their DIPs, 
including increasing support to:

• Strengthen awareness among local 
governance structures on the role of 
population and family planning in 
achieving key development agendas 

• Build the capacity of the health and 
environment service committee to 
incorporate population and family 
planning into health activities at the 
district level

• Strengthen the capacity of family 
planning and YFHS coordinators to 
include budgeting- and results-based 
programming

• Expand intervention to city councils 
(e.g., Lilongwe Urban) that have more 
direct control over health budgets

• Develop job aides or information, 
education, and communication materials 
for council members on the DIP 
development process, highlighting entry 
points and opportunities to influence 
planning and budgeting 
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