
Background 

The government of Malawi is committed to ensuring 
universal access to and coverage of sexual and 
reproductive health information and services. The 
country’s FP2020 commitments focused on the goals 
of “no parenthood before adulthood” and “leaving 
no-one behind.” The current long-term development 
plan, Malawi 2063, notes that high fertility rates are 
a challenge regarding human development, and the 
Malawi Implementation Plan-1 aims to reduce the 
population growth rate of 2.7 percent in 2020 to 2.1 
percent by 2030, focusing specifically on adolescents 
and young people. The country aims to broaden the 
contraceptive method mix, including expanding access 
to long-acting reversible contraceptives. 

Over the last two decades, there has been an increase 
in contraception use; nearly 6 out of 10 married women 
of reproductive age (64.7 percent) reported using 
modern contraceptives in 2019–2020 (NSO, 2021). 
Despite this increase among married women, Malawi 
faces rapid population growth at 2.9 percent per annum 
(NSO, 2019). This high growth rate is fueled by unmet 
family planning needs among unmarried women, 
whose method mix skews toward short-acting methods, 
primarily depot-medroxyprogesterone acetate (DMPA). 
The high growth rate implies an increase in the youth 
population entering their reproductive years and 
requiring healthcare and other social services. 

Funding required to implement the Malawi Costed 
Implementation Plan for Family Planning, 2016–2020 
is estimated at US$42,492,494, with an estimated 

funding gap of US$34,797,671 (HP+, unpublished). 
By end of 2019, the plan had not been fully resourced. 
To streamline activities, an addendum identified 
opportunities to focus resources and program efforts 
over the next two years to meet the country’s family 
planning goals (Government of Malawi, 2019).

Malawi’s health sector is heavily dependent on foreign 
resources, which are now declining. The Ministry 
of Health’s (MOH’s) 2020 resource mapping report 
indicated that health sector resources will decline 
significantly each year. Recent estimates suggest 
that in fiscal year 2017/18, the government of Malawi 
financed only 25 percent of the health sector, while 
donors covered 75 percent. Government expenditure 
represents only 10 percent of total family planning 
financing. In 2017, 88 percent of funding for non-
profit institutions came from international sources 
(MOH, 2018). The financing of family planning 
commodities is almost fully dependent on external 
development partners. Despite the government’s 
smaller contribution to financing the health sector, it 
is the main implementer of programs in the country, 
at 50 percent (MOH, 2020). This situation, combined 
with limited potential for the government to grow 
its revenue, leaves Malawi facing a fiscal crisis in the 
health sector—and especially the family planning 
program, which has been heavily dependent on donor 
support. 

Technical efficiency—the relationship between resource 
inputs and outputs—is a critical approach for Malawi 
to obtain more outputs from its dwindling available 
health sector resources. To achieve Malawi’s family 
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planning and sexual and reproductive health and 
rights (SRHR) goals with limited resources, it is 
imperative to identify opportunities to improve 
efficiency and thereby increase output without 
additional resources.

Methods

To support the identification of family planning 
program inefficiencies and develop actionable 
solutions, the Health Policy Plus (HP+) project, funded 
by the U.S. Agency for International Development, 
developed an evidence-based tool called the “Family 
Planning Technical Efficiency Assessment Tool.” The 
tool was applied in Malawi with key family planning 
stakeholders to diagnose, identify, and systematically 
pursue solutions to inefficiencies in the MOH’s family 
planning program. 

The application of the tool was carried out through 
a consultative process incorporating input from a 
task force composed of a broad range of key family 
planning stakeholders led by the Department of 
Reproductive Health. The department proposed the 
composition of the task force, which included the 
research department, development partners and 
donors, the private sector, civil society organizations, 
young people, district councils, and other public sector 
officials. The task force supported the assessment 
in the following ways: facilitating linkages to 
partners and data sources for data needs; validating 
preliminary findings from the diagnostic assessment; 
identifying and proposing solutions to root causes for 
family planning program inefficiencies; and reviewing 
and evaluating solutions based on criteria such as 
timeliness, estimated cost, perceived effectiveness, 
and level of control over implementation.

Implementation was conducted in the following 
three phases:

1.	 Diagnostic	assessment. The tool assessed 25 
components of the family planning program across 
three main technical areas: (1) service delivery, (2) 
demand creation, and (3) program management 
(see Box 1). For each component, one input and one 
output indicator were identified and interpreted, 
in consultation with the task force. Outputs were 
compared to inputs to determine ratios. For example, 
for adolescent-friendly services the ratio compares 

Box 1. Family Planning Program 
Components Assessed

Service Delivery:

• Family planning/SRHR service integration 
with HIV and gender-based violence services

• Adolescent-friendly services

• Postpartum family planning services

• Availability of commodities

• In-service training for providers

• Pre-service training for providers

• Supportive supervision

• Task-shifting or task-sharing

• Health workforce distribution

• Facility use

• Distribution of service points

Demand Creation:

• Interpersonal communication

• Mass media communication

• Male engagement

• Social marketing

Program Management:

• Policy commitment

• Private sector engagement

• Decentralization

• Budget formulation

• Budget execution

• Donor coordination

• Commodity procurement

• Commodity security

• Stewardship

• Information use

the percentage of service delivery points that provide 
adolescent-friendly services (input) to the percentage 
of adolescents accessing family planning at those sites 
(output). Some components compared Malawi’s inputs 
to other countries to demonstrate relative efficiency.
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The following sources were used to gather primary 
and secondary data for the input and output indicators 
of the diagnostic assessment:

• Demographic and Health Surveys

• DHIS2 or other health management information
system

• FP2020/FP2030 data dashboards and reports

• Service Provision Assessment survey

• Programmatic data from implementing partners

• Health-related surveys and development partner
reports

• Key informant interviews and digital surveys
with task force members and a sample of district
family planning coordinators to contextualize
ratios and secondary data sources

Finally, based on the input and output measures, each 
ratio was assigned an efficiency interpretation, such 
as likely to be inefficient, some signs of inefficiency, 
and no signs of inefficiency. Ratios were the starting 
point for analysis and discussion. Each component 
was analyzed based on the data available, with 
consideration of data availability, varied source 
years, or indication of a program quality issue. More 
information about the selection of indicators, analysis, 
and interpretation is available in HP+’s forthcoming 
Family Planning Technical Efficiency Tool User Guide. 

2. Analyze	root	causes. For the family planning
components that were deemed not sufficiently
efficient, the next step was to identify root causes (as
many as applicable) through discussions with the task
force. The tool offered possible root causes based on a
literature review; the task force finalized the selection
of root causes based on the Malawian context.

3. Identify	and	evaluate	solutions.	For the
family planning components that were deemed not
sufficiently efficient, solutions for each root cause were
identified in consultation with the task force. Each
solution was assessed based on four criteria to support
prioritization (see phase 3 results).

1 Components requiring further investigation include: pre-service training for providers; availability of commodities; adolescent-
friendly services; budget formulation; donor coordination; stewardship; and information use. Further investigation of these 
components was outside of the scope of this assessment and, thus, were not included in subsequent phases of the assessment.

Results

Phase 1: Diagnostic Assessment
Results of the diagnostic assessment indicate that 
seven components show no signs of inefficiency—
health workforce distribution; facility use; distribution 
of family planning service delivery points; mass 
media communication; budget execution; commodity 
security; and interpersonal communication. These 
component approaches should be maintained, or in 
the case of interpersonal communication, scaled up. 
Eight of the twenty-five components were found to be 
likely inefficient, while an additional three had some 
signs of inefficiency. These components were assessed 
in phase 2 of the assessment, root cause analysis. 
Seven components require further investigation, 
which is due to several factors such as inconclusive 
ratios (i.e., the inputs are almost equal to the output, 
but a higher output is expected for efficiency), the 
lack of availability of complete data to complete 
analysis of one of the indicators, and contextual 
factors (e.g., inputs from family planning stakeholders 
that gave context beyond the ratios, which are only a 
starting point for analysis).1 These results reflect the 
completion of primary and secondary data collection 
and analysis and validation of results by the task 
force.   

The ratios for the 11 inefficient components were 
presented to the task force along with a description 
of the ratio (see Table 1). For many components, the 
optimal ratio is 1, so a deviation from 1 indicates 
a possible inefficiency; and for many, the larger 
the ratio, the greater the inefficiency. For male 
engagement, it was not possible to calculate a 
quantitative input/output ratio because the input and 
output data sources could not be used to calculate 
a ratio. However, a result was determined based on 
primary qualitative data collection (i.e., key informant 
interviews with family planning stakeholders) and 
analysis of uptake of contraceptives among males 
from 2019 to 2020. Even for the components where 
calculating input/output ratios was possible, ratios 
were analyzed considering additional contextual data 
(e.g., stakeholder input). 
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FAMILY PLANNING 
COMPONENT

INPUT/OUTPUT  
RATIO* RATIO INTERPRETATION

Se
rv

ic
e 

D
el

iv
er

y Family planning/SRHR 
service integration with 
HIV and gender-based 
violence services

1.07 There are more service delivery points that provide integrated services (input) than 
clients accessing these services (output). 

Postpartum family 
planning services

1.07 There are more service delivery points that provide postpartum family planning 
(input) than clients accessing these services (output).

In-service training for 
providers

1.66 The proportion of providers trained in family planning (input) is higher than those 
who reported using new skills/knowledge following the training (output). 

Integrated supportive 
supervision

1.40 The proportion of providers who received supervision (input) is higher than those 
who reported use of new skills/knowledge from the visit (output). 

Task-shifting or 
task-sharing

1.27 The lowest level cadre that is allowed to provide family planning methods reflects 
World Health Organization guidelines (input); however, the demand satisfied 
for modern methods among women of reproductive age (output) is lower than 
expected given the input.

D
em

an
d 

Ge
ne

ra
tio

n Male engagement Qualitative 
analysis

Data suggests that men/boys could be targeted more (4.88 on a scale of 1 to 10) 
(input), especially given the reduction in uptake of contraceptives among males 
from 2019 to 2020 (output).

Social marketing -16.46** There is a reduction in couple-years of protection (CYP) delivered by contraceptive 
social marketing programs (input) despite a high proportion (>80%) of methods 
being offered via social marketing (output). A reduction in the MOH program’s CYP 
is expected as the proportion from social marketing increases. Overreliance on the 
MOH suggests social marketing programs are inefficient.

Pr
og

ra
m

 M
an

ag
em

en
t Policy commitment 6.00 The number of family planning policies, strategies, guidelines, protocols, or 

operational plans that have been rolled out and implemented (output) is much 
lower than the number of them that were developed (input). 

Private sector 
engagement

3.57 The private sector is underutilized for family planning care (output) relative to the 
existing family planning policy and regulatory landscape (input). 

Decentralization 1.43 The proportion of subnational administrative units that have included 
comprehensive family planning in their most recent operational plans (input) is 
higher than those who are implementing family planning as per operational plans 
(output). 

Commodity 
procurement

1.50 The cost per user for family planning in Malawi (input) is higher than seen in other 
countries (output). 

* Unless noted otherwise, the optimal ratio is 1. A ratio greater than 1 indicates inefficiency; the larger the ratio, the greater the inefficiency.
** A negative ratio indicates a negative percent change in the output indicator, which indicates inefficiency.

Table 1. Inefficient Family Planning Components

Phase 2: Root Cause Analysis
During phase 2, the task force was asked to identify all 
possible root causes for the 11 inefficient components. 
In total, 38 root causes were identified across the 
three technical areas, presented in Table 2. Many of 
the root causes that were identified by the task force 
are supported by the literature review that informed 
the development of the tool. In Malawi, issues related 
to provider capacity, training, and motivation; data 
collection, monitoring, and reporting; and technical 

assistance and leadership were the primary root 
causes for most of the components that were identified 
as inefficient.

Phase 3: Proposed Solutions to Identified 
Inefficiencies
For the final phase of the assessment, the task force 
was asked to identify solutions to every root cause 
that was identified in phase 2. A questionnaire was 
completed by the task force to prioritize the solutions. 
Solutions were prioritized based on four criteria: 
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Table 2. Root Cause Analysis Results
FAMILY PLANNING 
COMPONENT ROOT CAUSES OF INEFFICIENCY

Se
rv

ic
e 

D
el

iv
er

y Family planning/
SRHR service 
integration with HIV 
and gender-based 
violence services

• Inadequate rollout of the updated training curriculum on family planning/SRHR service 
integration with HIV and gender-based violence services (e.g., during pre-service training)

• Lack of integrated guidelines and standard operating procedures
• Family planning program is not responsive to patients’ needs, not informed by demand-side 

issues
• Weak referral systems
• Separate or cumbersome recording and reporting for family planning and HIV
• Commodity stock-outs

Postpartum family 
planning services

• Staff constraints, including turnover, re-assignments, absenteeism, and shortages
• Lack of supervision and performance monitoring
• Inadequate capturing of postpartum family planning in health management information system
• Commodity stock-outs
• Inadequate training curriculum on postpartum family planning (including refreshing tutors for 

pre-service training)
• Lack of postpartum family planning information during antenatal care counseling/low demand 

creation

In-service training for 
providers

• Inadequate reference manuals and provider orientation on family planning 
• Funding shortages

Integrated supportive 
supervision

• Lack of monitoring tools to provide integrated supportive supervision

Task-shifting or 
task-sharing

• Staff constraints, including turnover, re-assignments, absenteeism, and shortages
• Lack of career progression and incentive packages
• Staff workloads that affect providers’ ability to provide services

D
em

an
d 

Ge
ne

ra
tio

n Male engagement • Gender norms (need to engage young boys in school to instill culture of accessing health services, 
family planning use)

• Difficulty measuring male engagement 
• Narrow focus on male engagement for family planning, done in isolation (i.e., not engaged as 

partners, only when they seek services for themselves)

Social marketing • Inadequate targeting of products 
• Limited coordination with other market players
• Inadequate monitoring and evaluation (and capacity strengthening)

Pr
og

ra
m

 M
an

ag
em

en
t Policy commitment • Poor governance and accountability (i.e., funding must better align to government commitments)

• Weak leadership (i.e., government, providers, stakeholders)
• Lack of sustainability and scale-up efforts (e.g., specific projects hinder broader policy rollout 

because their niche foci may not facilitate or address the comprehensive implementation of 
a policy)

• Funding shortages for implementation and dissemination 

Private sector 
engagement

• Lack of private sector data 
• Limited and, in some cases, no national technical leadership
• Lack of coordination between private and public sectors (e.g., lack of comprehensive/total market 

approach, demand not being met in certain areas)
• Lack of guidelines on how to engage the private sector (e.g., pharmacies)
• Funding shortages or constraints

Decentralization • Limited strategic leadership
• Limited local political commitment to family planning strategies and commitments
• Insufficient capacity to implement best practices, plan activities, and allocate resources

Commodity 
procurement

• Staff constraints, including turnover, re-assignments, absenteeism, and shortages, including low 
capacity to prevent stock-outs

• Lack of infrastructure that affects information sharing and data collection (e.g., internet access)
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1. Does the family planning program have control 
over implementing this solution?

2. How long will it take to implement the solution?

3. What is the estimated additional cost to 
implement the solution?

4. What is the perceived effectiveness of the solution?

A solution score was calculated based on the average 
score for each question (each question was weighted 
equally at 25 percent). In total, the task force 
identified 75 solutions across the three technical 
areas. Thirty-two solutions with the highest scores, 
all of which the family planning program has control 
over, are presented for final recommendation and 
consideration in Table 3. Lower scores are considered 
less feasible while higher scores are considered more 
feasible. The complete list of scores for every solution 
is available upon request. 

As a final step, the identified solutions were 
categorized into the following four priority areas, as 
shown in Table 3, to increase efficiency with the family 
planning program: 

1.	 Coordination	and	partnership	with	private	
sector	actors:	Ten solutions (31 percent) reveal 
the need to improve coordination with the private 
sector, which has the potential to reduce burdens 
on the public family planning system. 

2.	 Capacity	strengthening,	mentorship,	and	
technical	assistance	support	of	public	
sector	providers: Nine solutions (28 percent) 
call for reinforcing capacity at all levels and the 
need for provider-client relationship on the uptake 
of family planning.

3.	 Greater	support	to	subnational	
administrative	units	and	staff:	Nine 
solutions (28 percent) highlight the need to 
bolster district health offices and family planning 
coordinators to improve implementation of 
programmatic and policy guidelines and report 
into the national system.

4.	 National-level	advocacy	and	resource	
mobilization: Four solutions (12 percent) 
highlight the way national- or central-level family 
planning coordination mechanisms can support 
the greater availability and measurement of family 
planning services.

The four priority areas that emerged reflect the 
importance of human resources for health and the 
potential impact of workforce development in the 
healthcare sector. The health workforce—and more 
broadly their local administrative counterparts—
play a vital role in increasing and maintaining the 
availability, accessibility, acceptability, quality, and 
effective coverage of family planning services (WHO, 
2016). The root causes identified by the task force 
primarily relate to staff constraints (among both 
providers and local government administrators); 
the need for updated and expanded service delivery 
training and capacity strengthening opportunities; 
limited engagement and political commitment of local 
government leaders to support the implementation 
and monitoring of family planning activities; and 
the absence of robust coordination with the private 
sector. Investing in the health workforce as directed 
by the prioritized list of solutions in Table 3 will 
address the root causes of inefficiency in the family 
planning program.

Conclusion 

Malawi’s progress in increasing its modern 
contraception prevalence rate has been tremendous 
over the years, but the unmet need for family 
planning, including among married women, results 
in increased pressure on already strained social 
services, workforce development, infrastructure, and 
environment and natural resources, impacting the 
country’s ability to achieve its development goals. 
Among sub-Saharan African countries, Malawi 
spends the least amount of money on health at USD 
26 per person, per year, but spends the highest 
amount on health as a percentage of gross domestic 
product, indicating that the total resource ceiling 
for health broadly, and for family planning more 
specifically, is limited (Government of Malawi, 2015). 
Further, supply chain inefficiencies illustrate that 
financial commitments are not enough to ensure 
contraceptive security.

The family planning technical efficiency assessment 
illustrates up to 18 areas—11 inefficiencies and 7 that 
require further investigation—where efficiencies can 
be gained to improve utilization of existing resources 
to strengthen Malawi’s family planning program 
and better meet its goals as outlined in the Costed 
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Table 3. Prioritized List of Solutions

Component Solution Timing Cost Effective-
ness Score Priority Area 

Male engagement Conduct community engagement activities $$ 3.5 2. Public sector 
support

Establish indicators for men and adolescents  $ 3.75 4. National-level 
mobilization

Service Delivery

  Cost:        $ Less than $250,000         $$ $250,000–$500,000        $$$ $500,000–$1,000,000

      LEGEND  Priority Area:       1, 2, 3, or 4 as defined previously

  Timing:                 Less than 6 months                              6 months to 1 year   1 to 2 years

Effectiveness: Somewhat effective            Very effective

Score:               3–3.25 Less feasible                  3.5 More feasible                3.75 Even more feasible                 4 Most feasible 

Component Solution Timing Cost Effective-
ness Score Priority Area 

Family planning/
SRHR service 
integration with 
HIV and gender-
based violence 
services

Update pre-service training materials to match national 
guidelines

$ 3.75 2. Public sector 
support

Strengthen outreach services, to be coordinated and 
supported by family planning coordinators

$ 3.75 1. Private sector 
coordination 

Enhance information sharing between the pharmacist 
(who is in charge of monitoring and ordering stocks) 
and the family planning coordinator (who dispenses to 
clients) and clarify roles and responsibilities

$ 4 1. Private sector 
coordination 

Strengthen the resource mobilization committee and 
learn from how the Global Fund is resourced and 
utilized by partners for sustainable funding

$ 3.75 4. National-level 
mobilization

Postpartum 
family planning 
services

Increase political will among district officials $ 3.75 3. Subnational-
level support

Improve data reporting between pharmacists and 
family planning coordinators

$ 3.75 1. Private sector 
coordination 

In-service 
training for 
providers

Upgrade and roll out new curriculum, including 
updating stand-alone packages that reflect 
programmatic updates

$$ 3.25 2. Public sector 
support

Support pre-service and in-service training to bridge 
the programming/service gap between the two

$$ 3.25 2. Public sector 
support

Integrated 
supportive 
supervision

Advocate for integrated supportive supervision 
including for partners (e.g., BLM has their own tools)

$ 3.75 2. Public sector 
support

Enhance competency-based mentoring $ 3.75 2. Public sector 
support

Task-shifting or 
task-sharing

Encourage clients to access services in the community 
to reduce workload in facilities 

$ 3.75 2. Public sector 
support

Improve data sharing with the private sector and refer 
to the private sector to reduce workloads at public 
clinics (women who can afford private care seek it from 
the private sector)

$ 3.75 1. Private sector 
coordination 

Demand Generation
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Component Solution Timing Cost Effective-
ness Score Priority Area 

Policy 
commitment 

Advocate for the repositioning of family planning in the 
development agenda

$ 3.75 4. National-level 
mobilization

Strengthen capacity at the local level to strengthen 
leadership

$$ 3.5 3. Subnational-
level support

Provide technical assistance for policy/guidance rollout $ 3.5 3. Subnational-
level support

Private sector 
engagement

Update partner mapping to identify where the private 
sector has the potential to minimize duplication of 
efforts and better utilize resources 

$ 3.75 1. Private sector 
coordination 

Enhance the monitoring of signed memorandums of 
understanding with private partners

$ 3.75 1. Private sector 
coordination 

Strengthen engagement with the relevant bodies that 
regulate the private sector like the NGO Board and the 
Public-Private Partnership Unit

$ 3.75 1. Private sector 
coordination 

Decentralization Strengthen capacity of the District Health Management 
Team

$$ 3.5 3. Subnational-
level support

Strengthen capacity at the District Health Office level $$ 3.5 3. Subnational-
level support

Promote the integration of family planning into other 
sectors/services to support more strategic use of funds

$$ 3.75 4. National-level 
mobilization

Support district health office transparency of budget 
allocations through monitoring and evaluation of 
district implementation plans 

$$ 3.5 3. Subnational-
level support

Commodity 
procurement

Develop new terms of reference to help family planning 
coordinators support pharmacies

$ 3.75 3. Subnational-
level support

Strengthen pre-service training so providers can utilize 
existing platforms

$$$ 3 2. Public sector 
support

Strengthen in-service training that feeds into 
quantification of family planning products and supplies

$$$ 3 2. Public sector 
support

Invest in stable internet and internet bundles to 
support use of existing infrastructure and technologies 

$$ 3 3. Subnational-
level support

Program Management

Component Solution Timing Cost Effective-
ness Score Priority Area 

Social marketing Develop a market demarcation to determine private-
public sector catchment area, especially for rural areas

$$ 3.25 1. Private sector 
coordination 

Define data reporting lines $ 3.5 3. Subnational-
level support

Support efforts to collect and share data among the 
private sector   

$$ 3.25 1. Private sector 
coordination 

Continue professional development in the private 
sector to reduce the knowledge gap between public 
and private sector staff

$$$ 3.25 1. Private sector 
coordination 

8



Implementation Plan for Family Planning and the 
National Health Strategic Plan. The government 
of Malawi could consider how to incorporate the 
prioritized list of solutions, especially those that relate 
to in-service training for providers, into the existing 
costed implementation plan (many of which mirror 
those already included in the plan), future costed 
implementation plans, the Health Strategic Plan, and 
strategies to support its FP2030 commitments.

Most of the prioritized solutions have been deemed 
“very effective” and will take less than one year 
and cost less than USD 250,000 to implement. 
There are several immediate opportunities to gain 
efficiencies across several components of the family 
planning program. The task force determined 
that the family planning program has control over 
implementation of every solution that was prioritized, 
which will facilitate faster implementation of the 
prioritized solutions.

Finally, future analysis could be considered to fully 
assess the seven components that required further 
investigation, including identifying updated and/
or more recent data sources so that analysis can be 
conducted and identifying data needs for components 
where no data sources were available. For the 
components that were deemed efficient, there may be 
lessons learned regarding efficient implementation 
that can be analyzed, documented, and used to inform 
an action plan for inefficient technical areas.
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