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Abstract 

This study analyses the potential for health sector decentralisation reforms in Malawi to spur delivery of basic social services and consequent promotion of local human development, leading to the realisation of women’s right to healthcare facilities, goods and services. The paper is developed on a case study that is supported and augmented by focus group discussions; key informant interviews and desk research in order to assess the validity of perceived benefits of the reforms. 
The study has revealed that there is generally increased knowledge among the populace on human rights in general. However, knowledge gaps are evident on economic, social and cultural rights, including the subject under study. Another positive outcome of the reforms relate to the creation of spaces (village development committees and area development committees) that allow for inclusive citizen participation in matters that affect them. Civil society organisations, particularly the Malawi Economic Justice Network (MHEN), have exploited these spaces to put women’s right to healthcare facilities, goods and services on the national and international agenda. Such advocacy initiatives have pressured the Malawi government to work toward meeting its obligation to fulfil women’s right to healthcare facilities, goods and services. 
The study concludes that decentralisation reforms in Malawi have not yielded perceived benefits, at least in the health-sector. Accordingly, the paper suggests some recommendations to the Malawi government, donors, CSOs and local structures on how decentralisation reforms in the health sector could yield meaningful results.
Relevance to Development Studies 
Development is a broad and contestable subject with respect to how it is defined. Rather, it is easier to understand indicators of development from the perspective of the United Nations Human Development Index (HDI).  This paper discusses the issue of women’s right to healthcare facilities, goods and services in the context of decentralisation. It is a topic that fits in squarely with one of the three basic capabilities, that of leading long and healthy lives. The paper also touches on two other aspects of knowledge and capability to have access to resources required for a decent standard of life. 
Broadly, therefore, the study falls within the realm of development studies, and specifically under Human Rights, Development and Social Justice (HDS). 
Keywords 
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Chapter 1 Decentralisation and Healthcare Rights: Context and Concerns

1.1 Introduction: Key Facts about Malawi

Malawi is wedged between Zambia to the west; Tanzania to the North East, and Mozambique to the East
. According to the 2008 Population and Housing Census (PHC), Malawi has a population of 13 million people of whom 49 percent are women and 51 percent are females. The census results further show that the northern region is the least populated with only 13 percent of the people living there, followed by the central region with 42 percent, and the southern region as the most populated with 45 percent of the total population (GoM, 2009). 
Malawi is one of the least developed countries in the world. The 2008 United Nations Human Development Index (HDI) has ranked it at 160 out of 181 countries, with a per capita income of USD 161. By and large, government programmes depend on donor aid. For instance, in 2006, USD 64 million for the health sector was donor money, representing 15 percent of total aid to the country (Lawson et al, 2008). In spite of huge donor inflows to the health sector, the country is riddled with enormous health challenges like high maternal mortality rate at 807 per 100,000 live births
; human immunodeficiency virus (HIV) prevalence at 12% in the age bracket of 15 – 49 years, while life expectancy is at 52 years (NAC, 2003; MDHS, 2004).  

These grim statistics have a particularly devastating effect on poor rural Malawian women who face a range of problems, including deficits with regard to human development, human rights and human security. For instance, women are faring badly on education, one of the indicators of human development according to UNDP (2005). This is confirmed by disparities in literacy levels between men at 79% and women at 62% (MDHS, 2004). This in itself has many repercussions on women regarding their socioeconomic and political empowerment. Low levels of education among women negate their participation in public life. For instance, women are disproportionately represented amongst the politically marginalised groups in society. They are generally underrepresented in decision making forums in spite of constituting 51% of the country’s population (GoM, 2009). The May 2009 legislative elections bear testimony to this assertion. Only 42 women were elected to a 192 seat National Assembly as compared to 151 male legislators (MEC, 2009). Besides low levels of education, women’s limited participation and representation in such decision forums is attributed to poverty as well as gender stereotypes that women cannot be leaders amongst men, rooted in tradition and socialization (MDHS, 2004).

1.2 Decentralisation: a fairy tale or solution?

Decentralisation is a political reform adopted in the 1990s by several governments in developing countries as a means of improving efficiency and improving people’s participation through the re-allocation of resources from the central government to the local level. Quite often, such reforms are often sector specific. The World Bank (2004), for instance, has argued that decentralisation could have a major impact on the health sector performance through the policies of deconcentration (transferring responsibility from central Ministries to field offices) and delegation (transferring responsibility to other organisations not under its control). Essentially, these reforms have the potential to improve technical and allocative efficiency as well as the quality of service delivery with greater local participation and sustained involvement in decision making at all levels of decentralisation structures. In these different ways, therefore, decentralisation has the potential to bring government closer to the people, including the poor and marginalised, ‘leading to greater political participation at the local level, with citizens more able to make claims on local government’, Crawford & Hartmann (2005:13).

Owing to capacity gaps, some governments in developing countries have solicited the involvement of civil society organisations in order to raise people’s awareness of the concept of decentralisation and draw their support. Adablah (2003) observes that participation of civil society, especially non-governmental organisations (NGOs), has reinforced decentralisation by empowering communities to be self-reliant, self-organizing and self-managing. He argues that such communities are expected to better engage with duty bearers in demanding and claiming their rights, including women’s right to health care facilities and services.

Poor women in developing countries often do not have sufficient knowledge of or have access to adequate reproductive health services. For instance, the United Nations Children’s Fund (UNICEF) reports that over a million women die every year from complications associated with pregnancy and maternal problems, over 99% of them being in the developing countries (UNICEF, 2006).  Many of these women are also vulnerable to sexually transmitted diseases and gender based violence. These health problems are outcomes of inadequate facilities, resources as well as the lack of awareness and sufficient mobilization by women around their rights to health care. However, where such claims are made, women’s rights are better realised (Theis, 2004).

In many ways, therefore, we see that decentralization reforms, with their associated potential for local autonomy, offer spaces for these vulnerable women to claim their right to healthcare facilities, goods and services. However, given women’s traditional disadvantaged position in society, especially in patriarchal societies like northern Malawi, such a process is not always forthcoming, as it often involves confronting existing power structures. Thus, NGOs and other civil society actors play a critical role in raising the awareness amongst these women and mobilizing them to claim their rights (Steiner, 2005).  Although the results have not always been fully successful, such awareness and mobilization shed light on the possible ways in which women’s rights could be promoted.

1.3 Decentralisation Reforms in Malawi

Decentralisation reforms in Malawi started in 1994 following the ousting from power of Dr. Hastings Kamuzu Banda who led the Malawi Congress Party (MCP).  Prior to that, Malawi was a highly centralized and autocratic state that hardly allowed citizen participation in matters that affected them. Human rights were virtually unheard of, the Bill of Rights having been repealed from the Republican Constitution in 1971. Thus, Malawians were subjected to various forms of human rights abuses and violations without any form of condemnation, let alone recourse to legal remedy (Kanyongolo, 2004). While women were reduced to political pawns by the MCP regime by being forced to grace and dance at political rallies, their situation was more precarious in the homes where they were subjected to physical abuse like wife battering, including psychological torture. In keeping with the entrenched status quo, women were condemned to the kitchen and other domestic chores (Chirwa, 2007). 

Because of the country’s poor human rights record, weak governance and resistance to embrace governance and fiscal reforms, donors withdrew their commitment to supporting Malawi financially in the 1990s at the influence of the World Bank and the International Monetary Fund (IMF). The donor community thought that aid withdrawal would force the Malawi government to hold multiparty elections and pave way for reform of the economy (Stambuli, 2002). This indeed worked and it led to the collapse of the economy and degeneration of social services. In particular, the country’s health facilities hardly had essential drugs and equipment. Schools too, including tertiary institutions, lacked basic necessities like books, desks and other equipment. This generated resentment of the government amongst the populace, especially university students who continually held public protests for the better part of 1992. 

Owing to pressure from within and without, the government finally bowed to the wishes of the people and it called for a national referendum in June 1993. The referendum allowed people to choose between one party rule and multiparty democracy. Malawians overwhelmingly voted for multiparty democracy, and this led to the holding of the first multiparty general elections in 1994 which were won by the United Democratic Front (UDF), led by Bakili Muluzi. The UDF campaign centred on governance reforms, including decentralisation, respect for human rights, the rule of law, good governance and poverty alleviation (UDF, 1993). 

Cognizant of the foregoing, the UDF government introduced various policy reforms, including that of decentralisation. While consultations on decentralisation reforms started in 1994, the National Decentralisation Policy was adopted in 1998. The policy was meant to be an enabling tool and framework for mobilizing the masses for socio-economic development at the local level in order to reduce poverty (GoM, 1998). The policy framework was subsequently supported by the Local Government Act of 1999 whose overarching objective was to further the participation of the grassroots in decision making and development processes. Government’s resolve of pursuing decentralisation reforms was evident through a Constitutional Amendment 13 of 2001 that incorporated local government as part of the Republican Constitution. Chapter XIV of the Malawi Constitution provides for the creation of Local Government Authorities whose mandate is to promote local infrastructural and economic development; to promote the awareness of local issues to the national government; and to promote the democratic participation of the grassroots on issues that affect them
. 

In order to concretize the decentralisation reforms, government developed the National Decentralisation Programme, the first phase of which ran from 1999 to 2004, and it was piloted in 6 districts that included Mzimba. In 2005, government launched the second and comprehensive phase of the National Decentralisation Programme covering all the 28 District Assemblies (DA) in the country. The second phase runs up to December 2009. The arguments for such reforms were that development would be district-focussed; people-centred; participatory, and bottom-up, and that this would lead to improved delivery of basic social services, and ultimately the fulfilment of human rights, including the right to healthcare facilities, goods and services (GoM, 2001). These reforms were largely supported by the Malawi Social Action Fund (MASAF), a World Bank supported government programme designed to improve access to and utilisation of basic social services through financing of self-help community projects. In relation to the health sector, MASAF sought to increase the number of people with improved access to healthcare facilities, goods and services (MASAF, 2003).
1.4 Health Sector Reforms and the right to health

Decentralisation reforms in the health sector in Malawi are manifested through the Essential Health Package Programme (EHP) that government launched in 2002. With financial support from the World Bank, British Department for International Development (DfID), Norwegian Development Agency (NORAD), United States Agency for International Development (USAID) and other donor agencies, the EHP represents a sector wide approach (SWAp) to service delivery in the health sector. The EHP seeks to improve the efficiency, quality and equity of the essential health care delivery system (GoM, 2002). In order to achieve this, the Malawi government introduced policy, organizational and management changes that were meant to contribute to:

‘… improved availability of quality health care for the poor and vulnerable populations; improved human resources, especially skilled personnel; strengthened health systems through equitable health financing, increased human resources, reliable pharmaceutical and supplies logistics and effective monitoring and evaluation; strengthened District Health Management systems for planning, budgeting and delivery of quality health services; and community participation in the delivery of essential health interventions’ (GoM, 2002: 11).

Therefore, the EHP is perceived as a means to mitigating some of the key barriers to basic healthcare delivery at both local and national level. 

1.5 Objectives of the Study

a) To analyse the potential of health sector decentralization reforms to improve service delivery and thus promote women’s right to healthcare facilities, goods and services;

b) To examine the role of relevant civil society organizations in raising political and social awareness and mobilization around women’s right to health care facilities and related services.

1.6 Research Questions

a) What are the spaces provided by the decentralization reforms in the health sector that have aided women to claim their right to healthcare facilities, goods and services? 

b) What has been the role of civil society organisations and other stakeholders in promoting social awareness and mobilization of women for claiming the right to healthcare facilities, goods and services?

c) What have been the outcomes of such awareness raising and social mobilization activities regarding poor women realising their right to healthcare facilities and related services?

1.7 Justification for the study

Inspiration to conduct this research was based on both personal and academic reasons. Personally, I have been working with communities in the northern region of Malawi, providing awareness on human rights, governance and democracy. In the process, I have witnessed communities getting mobilized toward different causes, including engaging and lobbying with duty bearers at various levels to provide infrastructure like healthcare facilities. They have done this in the context of decentralisation. Results for such local initiatives have been mixed. There are situations whereby healthcare facilities have been built but they are not functional owing to lack of trained health staff. In other cases, such facilities chronically run out of drugs such that communities do not benefit anything from them. In extreme cases, no facilities have been built in spite of community efforts to have their dreams realised. This has left me wondering whether social mobilization and awareness raising on decentralisation has had any effect on delivery of services and consequent local human development, leading people’s ability to claim their human rights, especially the right to healthcare facilities and related services. 

Academically, the nexus between decentralisation reforms and the fulfilment of human rights is not clear-cut such that it divides opinions amongst scholars. For some countries like Bolivia and Bengal, decentralisation reforms are said to have yielded some positive results in the delivery of basic social services, including healthcare facilities, goods and services, and consequent fulfilment of associated human rights (Helmsing, 2000; Merohtra, 2008). However, other scholars paint a rather blurred picture of the benefits of decentralization reforms vis-à-vis the delivery of basic social services and consequent fulfilment of rights, especially in sub-Saharan Africa (Chinsinga, 2008; Crawford & Hartmann, 2008). This research, therefore, sought to contribute to the debate on this contentious subject.

1.8 Methodology 

The study was largely based on qualitative data obtained from a case study, coupled with reference to various kinds of literature, including national and international legal instruments. 

The study developed through a case study of a place called Elunyeni, located in Mzimba district in northern Malawi
. Spatially, Mzimba is the biggest district in Malawi with a land area of 10430 square kilometres but with a relatively small population of 787,490 people that are serviced by 53 health facilities (GoM, 2008). The area under study, Elunyeni, is located in the north-west of the district administrative headquarters. According to group village headman (GVH) Chimbere Makwakwa, the area comprises has a population of more than 16000 people. 
Apart from a primary school, the place does not have basic social amenities. It is more than 200 kilometres away from the district headquarters where there is a district referral hospital; 17 kilometres from the nearest health centre at Thunduwike; 19 kilometres from another health centre at Mpherembe; 21 kilometres from Engucwini health centre, and 24 kilometres from Rumphi district hospital. This situation is worsened by the absence of good passable roads, especially in the rainy season.

On the basis of these factors, the study sought to assess, using Elunyeni as a case study, whether decentralisation reforms have had any positive impact on the fulfilment of poor rural women’s right to healthcare facilities, goods and services. The choice was deliberate considering that Church and Society Programme of the Church of Central Africa Presbyterian (CCAP) Synod of Livingstonia had been providing awareness on human rights, governance and decentralisation in the area since 2006 through a project on Citizen Participation in Development through a rights-based approach (RBA). However, the study does not in way claim that its findings could be true for other places in Malawi, albeit the possibility.

The study made use of focus group discussions in order to generate data. Two focus group discussions were conducted, making use of semi-structured interviews. One was with members of the Elunyeni village development committee (VDC). Due to regulatory requirements, VDCs are supposed to be composed of at least 11 people and a maximum of 16 people. In any case, at least half the membership should be women (GoM, 2001). However, only 13 people turned up for the focus group discussion. Out of these, 7 were women and 6 were men. Another focus group discussion was held with members of Mtwalo area development committee (ADC) under which Elunyeni VDC falls. Similarly, an ADC is supposed to comprise a minimum of 11 members and a maximum of 16 members of which half should be women (Ibid). However, only 15 members showed up for the Mtwalo focus group discussion, and of these 8 were males and 7 were females. The choice of these committees was based on the fact that they are the first line of call on any development issues, including those related to health, before further reference to district assemblies (DAs) where elected members (ward councillors) appraise and make decisions on project proposals with technical support from government experts.

Besides the two focus group discussions, the study also conducted key informant interviews. In particular, interviews were held with the District Commissioner (DC) for Mzimba, Richard Hara; the District Health Officer (DHO), Dalitso Mzinganjira, and the Programme Officer for the Malawi Germany Programme for Democracy and Decentralisation (MGPDD), Forster Chipeta. Their selection was premised on their technical knowledge on the subject under study, besides the fact that the case study area falls within their jurisdiction. As such, the study assumed that they were familiar with the perceived benefits and structural challenges relating to the decentralisation reforms and the delivery of basic social services, including those in the health sector.
Besides interview panels like semi-structured interviews and key informant interviews, further information was obtained from relevant literature like the Constitution of Malawi, the Local Government Act, policy documents, especially the Essential Health Package and the Malawi National Decentralisation Policy. The study also relied heavily on human rights instruments, especially the International Covenant on Economic, Social and Cultural Rights (ICESCR); the Convention on the Elimination of All Forms of Discrimination Against Women (CEDAW); the African Charter on Human and Peoples Rights (ACHPR); and relevant General Comments, particularly General Comment 14 of ICESCR. Reference was made to journal articles as well as reports from both local and international non-governmental organisation like Malawi Health Equity Network (MHEN) and Oxfam International.

All in all, the choice of varied means of data collection and sources allowed for versatility in generating interviewees’ perceptions and explanations on the perceived potential of health-sector decentralisation in promoting poor rural women’s right to healthcare facilities, goods and services. This ensured triangulation of information that was analysed by making deductive inferences to findings on which conclusions and conclusions were drawn. 
1.9 Study Limitations

One of the study limitations was the meagre financial resources to enable me to conduct study visits. While this was mitigated by the intervention of my employer who gave me a car and fuel to ease my movement, I still failed to conduct interviews with other key persons on the subject. For instance, I had no personal interviews with the Executive Director of MHEN, Martha Kwataine. Instead, I was referred to their online reports, besides telephone interviews. Accordingly, the study might have missed on some personal experiences and thoughts from the perspective of a practitioner about the status of women’s right to healthcare facilities, goods and services. 

Secondly, the study might not have gathered enough and in-depth information from the focus groups that were constituted on the basis of membership to the VDC or ADC. This rigid arrangement might have excluded other capable interviewees with relevant information on the subject matter, thereby compromising the quality of the study findings. 

Chapter 2 Conceptual Basis and Analytical Framework

This chapter brings into context the conceptual basis and analytical framework relevant to the research study. 

2.1 Decentralisation, Human Development and Human Rights 

The Malawi National Decentralisation Policy defines decentralisation as ‘the transfer of administrative and political authority, power, functions, responsibilities and resources from the central government to lower levels of authority’ (GoM, 1998). The lower levels are tiered as follows: district assemblies (DAs) at the top while below them are area development committees (ADCs) and village development committees (VDCs) in that descending order. This arrangement, according to Chinsinga, provides space ‘for articulation, discussion and consolidation of the aspirations, hopes and demands of the grassroots for appropriate action’ (Chinsinga, 2005:81). This assertion posits that decentralisation reforms narrows the gap between the governors and the governed. 

A similar perspective put forward by the World Bank (2004) argues that decentralisation reforms are meant to bring government structures and services closer to ordinary people. The Bank further suggests that decentralisation reforms could be considered as a means to promoting improved delivery of basic social services through local people’s involvement and participation in the decision making processes, including in the design and implementation of community projects. This could imply, in principle, empowering communities with knowledge and skills to collectively and in an organized manner to demand and claim their entitlements from government. Within this framework, one can conclude that decentralisation can be an important policy for governments to respond to people’s social needs and transform them into legal entitlements, thus enabling people to claim their rights at the local level. 

Decentralisation could also be looked at as a means of promoting human development at local level, a concept used by the United Nations Development Programme (UNDP) that reflects the expansion of social, economic and political options, leading to decent standard of living, being knowledgeable and longevity (UNDP, 2005). UNDP’s definition is built on Amartya Sen (1999) who defines development as the process of enlarging people’s choices by expanding human capabilities and functionings that should be pursued in an equitable, participatory, productive and sustainable way. Such basic capabilities are essentially human rights and their promotion should form the basis of human development. Within this framework, it can be seen that decentralisation provides spaces for people’s involvement and participation by creating structures that enable people to achieve their full productive capacity (Nederveen, 2001; Corbridge, 2007). Lemare (2001) observes that human development seeks to fulfil human needs through participation and consequent empowerment of targeted people in community initiatives. Therefore, decentralisation is a potentially realistic means of achieving local human development and human rights. 
2.2 Civil society and social awareness on human rights: mobilisation, empowerment, documenting and enforcement of human rights  

Civil society is a contested term defined differently by various scholars. Crook (2000), for example, describes civil society as all types of self-chosen group-based organisations established out of common interests in society but formally separate from the state. On the other hand, White (1994) gives a pluralistic definition as an intermediate realm between state and family populated by organisations which are separate from the state, enjoy autonomy in relation to the state and formed voluntarily by members of society to protect or extend their interests or values. Thus, non-governmental organisations (NGOs), community based organisations (CBOs), social movements or networks constitute, and are part and parcel of, civil society. In the context of this study, therefore, civil society constitutes organisations that articulate organised and legitimate interests; rights, values and needs within and on the basis of national and international human rights law.
According to Welch (1995), civil society has the responsibility to provide social awareness, mobilisation and enforcement of vested interests. In the discourse of human rights, social awareness is about enhancing people’s recognition and understanding of their basic freedoms and entitlements as provided for by national and international legal instruments (Golgewijk & de Gaay Fortman, 1999). Therefore, social awareness forms an important aspect of civic education on human rights, and is critical in building a culture of respect for human rights. Welch further contends that it is only citizens that are aware and knowledgeable of their rights that can have the capacity to claim and defend the same. This augurs well with Article 26 (2) of the Universal Declaration of Human Rights (UDHR) that emphasises that education should be geared towards the realisation of human development and strengthening human rights and fundamental freedoms. 

In addition to social awareness, social mobilisation to claim human rights can play an important role in the promotion of rights-based policies. Freire (2005) defines social mobilization as a form of lobbying whereby communities get organized with a view to draw official attention to neglected issues, be they social, economic or political.  It entails transforming and challenging power relations amongst people, with grassroots citizens engaging duty bearers on any issue that affects them and demanding solutions to the same. With respect to decentralisation reforms, success stories of social mobilisation have been recorded in Bolivia where the enactment of the Law of Popular Participation provided for the creation of 314 municipalities across the country. According to Helmsing (2000), these municipalities provided spaces to citizens to get organised and demand basic social services which they felt were duly entitled to them. 

Social mobilisation around human rights can form the basis for empowerment through education and resolution of change. According to Ramphele (1999), the process of empowerment through education and resolution for change involves the political mobilisation of communities in order to fight for their rights in an organised and coordinated manner with the aim of expanding the capacity for risk-taking among the powerless to enable them to transcend barriers set in the path of human development. In the women’s rights discourse, both education and empowerment relate to a “process by which women not only activate the rights they have, but also redefine and reshape inadequate laws and human rights standards and ensure their full and fair implementation” (Women, Law & Development, 1997:128). Hence, empowerment enables communities to find solutions to an issue by themselves or in liaison with relevant stakeholders and duty bearers. It is manifested when communities are aware of power inequalities and are able to start taking steps to change the situation through organisation and mobilisation. As Molyneux and Lazar (2003) observe, group action is critical in realising rights through collective advocacy and lobbying duty bearers at various levels. Therefore, organised groups in the form of CSOs have a critical role of advocating for accountability of duty bearers through citizen mobilisation and participation. 

In addition to these processes, enforcement of human rights makes use of national court systems to realise rights by invoking legal provisions. However, if local court systems have been exhausted without yielding results, interested parties can have recourse to international human rights treaty bodies under the principle of subsidiarity. Accordingly, civil society plays the role of localising the lingua franca associated with international human rights law. Merry, (2006) looks at CSOs as having a critical role in vernacularising or translating global rules into local contexts. At the same time, they are responsible for putting local human rights issues on the global agenda by speaking and acting for human rights victims while also setting human rights standards. Merry contends, therefore, that CSOs play a double role of consciousness through upward and downward translation of the human rights lingua franca. However, the enforcement role for CSOs is hardly used in Africa due to sophistications and costs arising from legal paperwork and consequent litigations (Welch, 1995). 

Finally, rights-based CSOs are vested with the responsibility to research, document and publicise human rights abuses and violations. This could be done through research studies and disseminating of findings to a wider audience through workshops and use of media outlets with a wide readership, viewership or listenership in order to garner public attention and support for advocacy initiatives. Through publicity of such research findings, CSOs are better able to raise the profile of human rights abuses and violations on national and international level by preparing and submitting parallel or shadow reports to treaty bodies that their countries are party to. This is part and parcel of naming and shaming as a means of pressuring governments that fail in their human rights obligations to take action (Ibid).

2.3 Rights Based Approaches

All the above concepts and concerns form elements of a potential rights-based approach in the context of decentralisation. RBA is evident whenever people are able to mobilize themselves to not only identify their problems but also solutions to those problems. RBA push people to critically reflect on ‘why rights are not being realised, who is responsible for promoting and protecting them, what aspects of governance structures need to be changed in order to make it enabling, and how poor people can play central roles in claiming their own rights’ (Rand et al, 2007: 16).   
CARE/OXFAM America (2007) summarize what are called elements of RBA. The elements relate to people’s ability to analyse causes of their situations; people’s ability to isolate, analyse and engage duty bearers; the need for sustainable advocacy; the need for building alliances; and also targeting and involving the marginalised groups. RBA is, therefore, conceived as a means to empowering people to claim and exercise their rights and fulfil their responsibilities. This resonates well with what Miller et al, (2005) emphasize, namely: that marginalised people should be helped to critically reflect on their lives with a view to build their confidence, sense of solidarity and organisation. Ultimately, RBA help to build people’s ability to frame problems as rights issues that can be linked to and validated by customary, national or international standards. 

2.4 Analytical Framework: The ‘PANEL’

These different ideas are reflected in the ‘PANEL’ analysis that is used to interrogate the different concerns of this study. The framework has been adopted and used by United Nations organisations like World Health Organisation (WHO), United Nations Education and Scientific Organisations (UNESCO) as well as some international non-governmental organisations like Oxfam Novib and CARE. This framework allows for the evaluation of the level of citizen participation in the reform processes; the accountability of duty bearers to the governed; the level of inclusiveness (non discrimination) of all groups of society; including assessing the level of empowerment such reforms have created on the local populace; and whether communities are able to link the provision of healthcare facilities and services (made possible by decentralisation reforms) to human rights (WHO, 2003; UNESCO, 2006; Oxfam America and CARE, 2007). The different elements of the PANEL are dealt with below.

2.4.1 
Participation

Participation is another contentious term in development discourse. However, for purposes of this study, participation is defined as the process through which stakeholders in an issue influence and share control over setting of priorities and decision making with regard to resource allocation and access to public goods and services. It entails more than just listening to or receiving information and being consulted; but rather involving people and allowing them space to act through self mobilization at every level that best suits the potential of addressing their issues (Biekart, 1999). Regarding this study, this calls for the participation of women and other stakeholders in the health sector in decision making process on issues that affect them. Hence, active participation is dependent on availability of information besides freedom of association and expression (UNESCO, 2006). 

2.4.2 
Accountability

Accountability relates to the acknowledgement and assumption of responsibility on the part of duty bearers to rights holders (Fox and Brown, 1998). The former are obliged to account for their actions or inaction to the governed (rights holders). Accountability calls for a critical analysis of duty bearers and rights bearers at all levels in order to assess and ascertain their capacities for the fulfilment of responsibilities. Thus, rights-based approaches ensure both downward and upward accountability, i.e. both the governors and the governed have to account to each other on their duties and responsibilities (Biekart, 1999).

2.4.3 
Non discrimination

Non discrimination is synonymous with inclusive participation, i.e. ensuring that no any other group of people is sidelined or marginalised in the decision making process. Particular attention is paid to vulnerable groups like women, children or the elderly. The principle of non discrimination is critical in rights based approaches since the vulnerable or the least well-off are targeted. This augurs well with article 1of the Convention on the Elimination of All forms of Discrimination Against Women (CEDAW) that seeks to do away with any form of distinction or exclusion of women that has a bearing on the enjoyment or exercise of their human rights and freedoms, be they economic, social, cultural or political rights. 

2.4.4 
Empowerment

Adabla (2003) simply defines empowerment as the ability to pursue legitimate goals through self mobilization and action by the grassroots. Accordingly, this is measured through the people’s degree of articulation of issues and engagement with relevant duty bearers with a view to finding solutions. Once people are empowered, they are not only able to invoke deductive approaches (law in the books) to claim their rights but are also able to perceive and demand what they feel is duly entitled to them as human rights. This resonates well with what Bas de Gaay Fortman (2006) who observes that rights have to be struggled for and not given on a silver platter. Ultimately, empowered communities make use of both deductive and inductive approaches in order to make RBA meaningful and enriching.

2.4.5 
Linkage to human rights

This relates to people’s ability to perceive issues as having a bearing on the fulfilment and enjoyment of human rights. As an illustration, people should be able to comprehend that the unavailability of a healthcare facility or goods and services amounts to denial of the right to health. The corollary is also true. 
2.5 PANEL and the Health Sector

The PANEL is discussed in line with conventional thinking that the right to health should be understood within the framework of availability, accessibility and quality of health care facilities and services, besides equality of access to the same (Sepulveda, M. et al [eds.], 2004:283). General Comment 14 of the International Covenant on Economic, Social and Cultural Rights (ICESCR) paragraph 17 underscores the need for equitable and non-discriminatory access to health facilities and enjoyment of goods and services among all groups of society, including poor women from rural areas. Facilities relate to availability of hospitals, clinics or dispensaries, while goods and services relate to treatment, immunization or information, education and communication (IEC) programmes offered by the health facilities. Hence, the availability, accessibility and quality of facilities, goods and services are what determine the fulfilment of women’s right to health. Arguably, one cannot talk of goods and services where there are no facilities. So the starting point should perhaps be the availability of facilities and other aspects come in later.

Besides international human rights law, Malawi recognises the right to health under section 13(c) of the Republican Constitution, expressed as a principle of national policy. Therefore, within the framework of national, international human rights law and legal/policy framework, the Malawi government is expected to meet its obligations by, among others, making available healthcare facilities, staffing them with trained and adequate health personnel like clinicians and nurses; stocking them with appropriate and adequate levels of drugs and equipment. 

2.5.1 
Availability

The reference point in defining availability is General Comment 14 of ICESCR, particularly paragraph 12 that emphasizes the presence of purpose-built structures for use such as hospitals, clinics or health-related facilities. Such facilities should not only be physically available but also sufficient and equitably distributed in all parts of a country, urban or rural, and consequent to the needs of communities. This then places an obligation on the state to build such facilities across the country. 

Another aspect of availability is the functionality of the facilities, i.e. they should be manned by trained and professional health personnel like doctors, clinicians, and nurses, administrative and other cadres of staff. Above and beyond that, the facilities should have adequate supply of essential drugs and relevant equipment. This then calls for government’s intervention and other stakeholders to train adequate health personnel and deploy them to health facilities in all parts of the country. In addition, government is required to timely procure and distribute drugs to the facilities.
2.5.2 
Accessibility

Accessibility to healthcare facilities and related services is largely dependent on two factors: financial resources and geographical distance. Paragraph 12 b of General Comment 14 underscores that accessibility is guaranteed when all groups of society, particularly vulnerable groups like poor rural women, have unfettered access to health facilities and associated services. In this vein, states parties to the IESCR are urged to take affirmative action to eliminate any form of discrimination or failure amongst people to access healthcare services due to economic or financial inadequacies. For instance, government may consider subsidizing the cost of services so that even the poor of the poorest can access health care facilities, goods and services. 

2.5.3 
Quality

Quality is another aspect of the right to healthcare facilities and services. A combination of factors together is what guarantees the quality of healthcare. Internationally, General Comment 14, paragraph 12 d of the IESCR defines good quality as a situation when healthcare facilities and associated goods and services are scientifically and medically appropriate. For instance, drugs should be scientifically approved, and equipment technologically tested. Most importantly, the availability of drugs and equipment should be supported by the availability of trained and skilled medical personnel that can ably make use of the facilities. 

2.6 Conclusion

Chapter 2 has highlighted three broad concepts on which the study was hinged. These are decentralisation and its potential for empowerment and local human development; civil society and its role in raising social awareness, mobilisation, empowerment, enforcement, documenting and enforcement of human rights issues; and the rights-based approaches. This broad and encompassing conceptual framework fitted well with the objectives of the study. Analytically, the study has expounded on the elements of the PANEL analysis within the realm of a rights-based approach.

Chapter 3 Role of Civil Society: The Malawi Health Equity Network (MHEN)

This chapter discusses the role of rights-based civil society organisations, with special focus on the Malawi Health Equity Network (MHEN), in raising social awareness and mobilisation around women’s right to healthcare facilities, goods and services. Other organisations are periodically referred to owing to their education and advocacy roles in the realisation of human rights in general.

In order to contextualise the roles of MHEN, the chapter gives a political background in which civil society has existed and functioned in Malawi. The first part looks at civil society during the autocratic reign of Kamuzu Banda, while the second part focuses on the period after 1994 when Malawi embraced multiparty democracy. This allows the study to make inferences and conclusions as to whether decentralisation reforms have had any impact on women’s potential to realise their right to healthcare facilities, goods and services. The chapter further discusses some challenges facing the civil society in general, and MHEN in particular, which have a bearing on their work. 
3.1 Civil society during the Banda regime (1964 – 1994)

In Malawi, the concept of civil society is relatively new owing to the political background of the country. The Malawi Congress Party (MCP) which ruled the country from 1964 – 1994 was an autocratic and centralised regime under the leadership of Hastings Kamuzu Banda. Not surprisingly, the regime viewed civil society with suspicion and scepticism. Thus, the government instituted strict measures and conditions for the establishment and operations of non-governmental organisations (NGOs) or networks. Accordingly, civil society hardly existed during the Banda regime, except those international NGOs that were involved in relief and humanitarian work like World Vision International. Ultimately, people could hardly organise and mobilise themselves to participate in the political process for fear of being labelled rebels (Chipeta, 1992). This amounted to the suppression of alternative voices, and it was cemented with the repeal of the Bill of Rights from the Republican Constitution in 1971. Therefore, accountability of duty bearers did not even arise, with women reduced to dancing puppets. Perhaps, the case of Orton and Vera Chirwa who were considered as political dissidents illustrates how unreceptive the Banda regime was to the respect, protection and fulfilment of human rights. During court trial, Orton and Vera Chirwa were denied access to legal counsel and the right to call witnesses. The couple was consequently sentenced to death on treason charges; albeit regional and international pressure to uphold the principles of human rights in their trial (Welch, 1995).  As the Africa Watch Report (1990) observes, detention of people with dissenting views from the status quo was not uncommon and it created a culture of silence amongst the Malawian population. 
3.2 Civil society after 1994 

The change from one-party to multiparty system of governance necessitated the drafting of a new Republican Constitution that was adopted in 1994 but came into force in 1995. Among others, the new Constitution provided for a Bill of Rights (Chapter IV) that had not been hitherto part of the constitutional order. The Constitution also made provisions for the establishment of a number of state institutions, including the Office of the Ombudsman and the Malawi Human Rights Commission (MHRC) under Chapters 10 and 11 respectively. Such endeavours were meant to entrench democracy, good governance, the rule of law and respect for human rights. The new found rights and freedoms also brought with them a boom of civil society organisations (CSOs), including networks. For instance, the Public Affairs Committee (PAC) and CHRR were established within the first five years of the new constitutional order (Nyasulu, 2007). However, such organisations focused on civil and political rights at the expense of economic, social and cultural rights that are also provided for in the Constitution. This ‘selective rendering of the Constitution’, as Englund (2006) puts it, was not surprising owing to the country’s political background that was mired with denial of civil liberties and freedoms. Accordingly, other sections of the Bill of Rights pertaining to economic, social and cultural rights did not attract similar attention and publicity by civil society organisations. However, with passage of time, existing CSOs and new ones started shifting their emphasis from civil and political rights to economic, social and cultural rights. For example, the Malawi Economic Justice Network (MEJN) was established in 2000 with a mission to promote equitable and just distribution of socioeconomic opportunities in the country. With regard to the right to health, the Malawi Health Equity Network (MHEN) has assumed a pivotal role in advocating for the equitable distribution of healthcare services, goods and services in Malawi.

3.3 Reflection on the advocacy work of MHEN

MHEN was established in 2000 as a membership organisation, currently standing at more than 70 civil society organisations (CSOs), whose mission is to advocate for pro-poor health policies and systems that promote equitable and quality delivery of healthcare services. Its founding is premised on the understanding and conviction that access to quality and equitable healthcare is a basic human right (MHEN, 2000). Consistent with their mandate, MHEN has played a pivotal advocacy and lobbying role on health related issues, especially those bordering on women, through research, documentation and publicity of health-related issues. Findings from research have informed the organisation to set and realign its objectives and demands as well as design strategies for meeting set milestones. As a membership organisation, MHEN has garnered public support through education and mobilisation, benefiting from its diversity of expertise and leeway to resources from member organisations. Through review meetings, MHEN has been able to monitor and evaluate its projects and programmes. Much of the work of MHEN is elaborated in this chapter.

3.3.1 
Research, documentation and publicity

Mindful that the right to healthcare facilities, goods and services is provided for both in the national legislation and international treaties that Malawi has ratified, MHEN has engaged in research work to assess and ascertain the fulfilment of this right. Documentation and publicity of findings from such research activities have formed the basis for advocacy initiatives that the Network has embarked on. Generally, findings have revealed dismal performance of the health sector in its delivery of services owing to various reasons. Publicity of research findings has the potential to attract public sympathy and attention. So far, MHEN has done a great deal of work in this area. Some of the more relevant work is discussed below.
3.3.2 
Service Delivery Satisfaction Surveys

Since 2006, MHEN has been conducting service delivery satisfaction surveys (SDSS) in the health sector in selected districts across the country. These surveys are broadly meant to measure the level of satisfaction among the public in healthcare delivery services. However, this study makes reference to the 2007 SDSS report that was launched in 2008. The highlights of the report include the inadequacy of trained health personnel, especially nurses, clinical officers and doctors as some of the barriers to healthcare service delivery. For instance, the report reveals that a 250 bed Nkhatabay district hospital only had 26 nurses against the required 175 nurses at the time of the survey. According to the report, the shortage of nurses and other cadres was highlighted in all the 14 districts were surveyed.

This is besides the fact that health facilities are far and wide apart, particularly in rural areas. For instance, the study established that Mzimba district was worst affected by long distance to a health facility, with a nearest health facility 17 kilometres away; followed by Mangochi with an average of 8 kilometres to a nearest health facility. However, the report registered an average of 5 kilometre radius between health facilities in towns (MHEN, 2007). MHEN acknowledges that these factors have had negative impact on accessibility, quality and equity of healthcare services in the country, especially to poor expectant women who resort to giving birth under the watch of traditional birth attendants that are within their reach. Such situations give rise to maternal deaths amongst rural women. 
In order to put the issues on national agenda and garner public support, MHEN conducted dissemination meetings in all the 14 districts that the survey took place. During these meetings, MHEN targeted members of district executive committees (DEC)
, another structure under the decentralisation reforms. In Mzimba, 26 people attended the dissemination meeting. Of these, 12 were women who included the District Nursing Officer, Programme Officer for Action Aid Malawi in the district, and the District Education Manager. Hence, women participation was enhanced. Such meetings also enabled MHEN to get feedback and insight from key stakeholders with expertise on how the identified barriers to healthcare delivery can be addressed. This process was not only empowering but also it ensured both vertical and horizontal accountability. The concerns of poor women in rural areas were brought to the attention of principal duty bearers at district level. Through such efforts, MHEN was able to propel the issue of the right to healthcare facilities, goods and services to the public agenda.
3.3.3 
Access to Essential Medicines Campaign

MHEN launched and implemented the Access to Essential Medicines Campaign in 2008.  This was a national project whose overarching objective was to lobby the Malawi government and other stakeholders to make available essential medicines in all healthcare facilities in the country in an equitable manner (MHEN, 2008). The project, funded by the Joint Oxfam Project in Malawi (JOPM), deliberately targeted aspiring Members of Parliament (MPs) during the May 2009 general elections by asking them to make commitments that they would push for more resources to the Ministry of Health once elected into office. They were also urged to work with their communities in tracking the distribution and availability of drugs in health facilities within their constituencies as a way of checking drugs stock-outs. According to the Executive Director of MHEN, Martha Kwataine, out of the 1151 parliamentary aspirants, only 371 signed up to the campaign, representing 32% success rate. Of these, 196 (53%) were women aspirants, an indication that women took the issues more seriously than men. Members of the general public were invited to participate but that the response has not been all that encouraging. All the same, Martha Kwataine noted that the campaign, which is still ongoing, got public attention and reached out to poor rural women through other means of publicity like sponsored radio programmes and jingles, besides placing adverts in the print media.    

3.3.4 
Press releases

Besides dissemination workshops, MHEN also made use of press releases in order to highlight the pertinent issues related to healthcare delivery. For instance, key issues emanating from the Access to Essential Medicines Campaign were highlighted through press releases. In a press release on shortage of staff and long distance to health facilities, MHEN called upon the Malawi government to increase the budgetary allocation to the Ministry of Health for use for training of health cadres and building of more health facilities. The Executive Director for MHEN, Martha Kwataine, observed: 

Without significant funding it will be near impossible for Malawi to successfully reduce health worker attrition rates; improve health centre infrastructure and resources; increase access to medicines or take any of the other issues that are causing suffering in Malawi (MHEN, 2009: 1).

Through such press releases, MHEN has been able to make demands, on behalf of poor voiceless Malawian women, on the Malawi government as primary duty bearers by invoking constitutional provisions related to health. For instance, the press release contended that the shortage of staff and healthcare facilities that are ill-equipped with medicines led to deaths that could otherwise be prevented. Because of knowledge on human rights, member organisations of MHEN were able to appreciate that such situations amounted to government’s complicity in violating women’s right to healthcare facilities, goods and services. Because of the indivisibility and interrelatedness of human rights, MHEN observed that the right to life as provided for in Section 16 of the Malawi Constitution, and the right to development as stipulated by Section 30 of the Constitution were also at stake. 
3.4 Public education and mobilisation

Largely, MHEN made use of projects and programmes to reach out to relevant stakeholders in propagating the issue of women’s right to healthcare facilities, goods and services. Below were some of the projects.
3.4.1 
Capacity building in community-based research and monitoring 
This project was launched in 2007 and implemented with funding from Trocaire and the Canadian International Development Agency (CIDA). The project targeted 30 out of the more than 70 MHEN member organisations. Each of the selected organisations was required to train 40 community based educators (CBEs) out of which 20 would be women. All in all, the project sought to directly reach 1200 CBEs in 14 selected districts. 

However, the project only reached out to 1187 people of whom 590 were women, representing 49% of women involvement (MHEN, 2008). The trained member organisations were ultimately responsible for conducting the SDSS under the leadership and coordination of MHEN secretariat. Through the surveys, healthcare service delivery in targeted districts was assessed and budgetary allocations tracked. Thus, the project contributed to building the capacity of women who participated in the surveys through education and training in advocacy and lobbying skills. Ultimately, women were able to engage duty bearers at various levels, thereby enhancing the accountability of duty bearers to the rights holders. The mere engagement of duty bearers reflected that women were empowered and knowledgeable enough to link societal issues to human rights. 
3.4.2 
Round Table Discussions

Besides the capacity building project, MHEN has also been organising round-table discussions since November 2007, both at national at district levels, on the delivery of healthcare services in Malawi. During these forums, one of the salient issues was that of using population figures as the basis for funding to district health offices and other projects. MHEN (2008) noted that funding based on population alone disregarded some districts and areas that have far worse health indicators in spite of population shortfalls as per policy requirement. This might explain why Mzimba district, vast as it is but sparsely populated, has few health facilities and distant apart (UNICEF, 2006). Nevertheless, the authentic voices from such forums spurred the advocacy efforts of MHEN and its member organisations to engage government on policy shift on budgetary allocation to the Ministry of Health. However, results of these advocacy efforts are yet to be seen. 
3.4.3 
Orientation workshop for media practitioners

MHEN has also regularly engaged the Malawian media in attracting government and public attention on the situation of healthcare delivery. For example, in June 2008, MHEN conducted an orientation workshop for print and electronic journalists. The outcomes of the workshop were extensive coverage of hard news, commentaries and features in the country’s two dailies (The Nation and The Daily Times
) on the barriers that poor rural women face to get equitable access and quality healthcare facilities, goods and services. Similar coverage was captured by radio stations and the national television station. Thus, the media was able to capture both shortfalls and success stories or best practices in the delivery of healthcare services (MHEN, 2008).

 Further to that, the media orientation workshop was complemented by a press conference that was presided over by key officials from MHEN and some of its member organisations like the Malawi Economic Justice Network (MEJN), Human Rights Consultative Committee (HRCC) and the Association of Nurses and Midwives Association of Malawi. Among others, the press conference raised the issue of little remuneration for overtime for staff in the Ministry of Health. One of the outcomes for this initiative was the upward adjustment of overtime rates for nurses and clinical officers (Lawson et al, 2008). According to the District Health Officer (DHO) for Mzimba, Dalitso Mzinganjira, the increment in overtime rates has helped to boost the morale and dedication of staff to duty. Consequently, this has contributed to the betterment of quality of healthcare services. 

3.4.4 
National Conferences

Apart from projects, programmes, press releases and media briefings, MHEN also has been organising and convening national conferences. For instance, MHEN organised the National Health Forum in 2007 which brought together key stakeholders in the health sector. Through the Forum, MHEN was able to directly engage the Ministry of Health, represented by a high level delegation led by the Principal Secretary, Chris Kang’ombe. During this occasion, MHEN highlighted issues related to inequalities in healthcare delivery services between rural and urban areas, arguing that the disproportionate availability of trained health personnel between urban and rural areas exerted pressure on those working in rural areas to cope with the burden of work. Healthcare facilities and staffing levels were better in urban areas than in rural areas. Lawson et al (2008) also attests to this claim, observing that half of Malawi’s doctors are stationed in its four referral hospitals in Blantyre, Zomba, Lilongwe and Mzuzu where 25% of the country’s nurses are also deployed. This leaves the few and ill-stocked health facilities in rural areas understaffed yet serving a big chunk of the population. 
According to MHEN (2008), such burdens bred fatigue and lowered the morale of staff in rural healthcare facilities, thereby compromising quality of healthcare services. Ultimately, it was the interests and welfare of poor rural Malawian women that were at stake. By inviting some rural women to share their experiences during such a forum, MHEN was only enhancing local participation but also building their capacity and confidence to engage duty bearers. The call for more and equitable distribution of health facilities and staffing of the same became more authentic. 

Through the same forum, MHEN was also able to enter into consultations and dialogue with the Parliamentary Committee on Health, and the Budget and Finance Committee for purposes of lobbying them for increased and protected funding to the Ministry of Health. The argument was that more funding to the Ministry would translate into more resources at district level for the construction of more health facilities; training of more nurses and doctors as well as timely procurement and supply of drugs to the facilities. As a matter of fact, MHEN has now made it a tradition to organise such consultations prior to every budget sitting of Parliament.  

MHEN has also done quite well in engaging and lobbying donors under the sector wide approach (SWAp) to stick to their financial commitments to support the Essential Health Package (EHP). While the Malawi government has shown some political will to address barriers to the enjoyment of the right to healthcare, goods and services, donors too have positively responded to the initiatives, evident from increased funding to the health sector. Lawson et al (2008) note that more funds are being allocated towards infrastructure, supplies, human resources and drugs at the service delivery level owing to both government and donor commitments to the successful implementation of the EHP. More of this is discussed in the next Chapter. 
3.4.5 
Commemoration marches

Every year, MHEN observes World Health Day and World AIDS Day that fall on 7th April and 1st December respectively. During both events, MHEN organised commemorative marches through the streets of Lilongwe that usually ended with a symposium at a local hotel. Carrying placards depicting various health issues, marchers, who included the then Minister of Health, Khumbo Kachali, were able to send a message to government on barriers to accessing quality and equitable healthcare facilities, goods and services. At the same time, MHEN was able to engage the political leadership and top government officials that are critical in realising the right to health. The two pictures tell a story.
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A symposium held after a World AIDS Day commemorative march on 1st December 2008

Source: MHEN

3.4.6 
Alliance Building and Networking
Alliance building is critical in any advocacy initiatives. For MHEN, this is built in the member organisations, and this helps it to maximise the use of human resources and expertise, besides enhancing credibility in the eyes of government, donors and other stakeholders. Regardless, MHEN still works with other organisations outside of the Network, especially at international level. For instance, MHEN is a member of the Health Initiative Africa whose core purpose is bring together all related civil society organisations in order to share lessons, experiences and skills of promoting healthcare service delivery on the continent (MHEN, 2008). Through such initiatives, MHEN has been able to raise the profile of health issues in Malawi on an international level. This in itself shames the government, thereby pressuring it to take action towards addressing the problems. At the same time, friendly governments and donor agencies feel duty-bound to fund health-related programmes as has been the case with the Essential Health Package (EHP) under the sector wide approach (SWAp). 

3.4.7 
Monitoring and Evaluation: Review Meetings

According to Martha Kwataine, MHEN holds bi-annual or annual review meetings for its programmes, dependent on prevailing situations. She said these are inclusive and participatory meetings involving all member organisations. The meetings enable MHEN to reflect on their advocacy strategies and find out what has worked and what has not, and reasons behind such failures. In its 2008 review report for its programmes, MHEN singled out the high cost of using the electronic media, especially sponsored programmes on Television Malawi, as the major challenge. Other challenges bordered on limitations in expertise in some member organisations, coupled with limited or unstable funding base. 

3.5 Conclusion

From Chapter 3, it is evident that civil society was almost invisible during the Banda regime because of stringent measures related to registration and scope of work. However, the dawn of multiparty politics brought with it a boom of CSOs, including the founding of MHEN whose advocacy work in the health sector has been but commendable. MHEN has been able to raise social awareness on the right to health through mobilisation, documenting and publicity of government shortfalls on its obligations. These efforts have had significant response from government in its quest to meet its obligation to fulfil the right the right to health. Training of more staff and increased budgetary allocation to the Ministry of Health bear testimony to this. Nevertheless, some challenges still remain. For instance, MHEN’s inability to effectively make use of the socio-legal approach, like through litigations, to enforce women’s right to healthcare facilities, goods and services, is still outstanding. Neither has it been able to prepare shadow reports to the United Nations Committee for the International Covenant on Economic, Social and Cultural Rights as a means to naming and shaming the Malawi government. 

Chapter 4  Research Findings and Analysis

Chapter four discusses and analyses findings of the study using the PANEL framework with respect to its objectives. Therefore, the findings relate to the perceived potential of decentralisation reforms in the health sector in improving service delivery and consequent fulfilment of women’s right to healthcare facilities, goods and services. The chapter also reflects on the benefits of spaces created by decentralisation reforms, and assess whether such spaces have had any bearing on women’s enjoyment of the right to healthcare facilities, goods and services. The role of CSOs, particularly the Malawi Health Equity Network (MHEN), is also put into retrospective. The discussion and analysis is based on responses from the focus groups and key informant interviews, coupled with information obtained from literature. 

4.1 Main Findings

4.1.1 
Knowledge on human rights and the right to health in particular

Discussions with both Elunyeni village development committee (VDC) and Mtwalo area development committee (ADC) revealed that the centralised system of governance during the Banda regime only allowed for the creation of constituencies and wards that were represented by Members of Parliament (MP) and Ward Councillors respectively. Participants to the discussions felt that these structures were elitist and did not allow for room for voices from the grassroots in the absence of VDCs and ADCs. As a result, there was little or no participation at all of stakeholders in the decision making process for community projects and programmes. Women were especially marginalised and pushed to the periphery even in matters that had a direct bearing on their welfare like healthcare facilities and services. 

Charity Makwakwa, secretary for Elunyeni VDC, pointedly said that the centralized system of governance did not give people a voice in what they wanted. Here is what she said in her own words:

The MCP government built for us a Police Unit without asking us what we wanted. Security was not an issue here, but what we wanted was a health centre because it is far to get to any of the health facilities at Thunduwike, Mpherembe, Engucwini and Rumphi District Hospital. As a result, we could not go for antenatal clinics or take the sick to hospital but rather relied on traditional medicine. We usually waited till the situation got worse to go to a heath facility. As a result, many expectant mothers delivered from homes with the help of traditional birth attendants while others delivered on the way to health facilities. During that time, the level of maternal and neonatal deaths was very high. Similarly, many other people died from illnesses that could have otherwise been cured if we had taken them to hospitals. 

This was corroborated by the Chairperson of Mtwalo ADC, Kamkhoti Jere, who also alleged that infrastructural projects were imposed on communities. People were not considered as stakeholders or active citizens but rather mere recipients in the development process. 

However, owing to little knowledge of their rights, the communities were not able hold duty bearers like the District Commissioner (DC) or the District Health Officer (DHO) to account for their decisions and actions. The DC, Richard Hara, and the DHO, Dalitso Mzinganjira, confessed that the centralized system of governance hardly gave people a voice on issues that affected them. This was not surprising since there were hardly civil society organisations during that time to raise awareness on human rights. Civil society became only vibrant in Malawi after 1993 following the introduction of multiparty politics (Kanyongolo, 2004; Englund, 2006).  
What is evident though is that the people of Elunyeni would have opted for a health centre instead of a police unit if they were consulted or participated in making a decision on the matter. This amounted to denial of full citizenship and it contradicted article 21 of the Universal Declaration on Human and Peoples Rights (UDHR); article 25 of the International Covenant on Civil and Political Rights (ICCPR); and article 13 of the African Charter on Human and Peoples Rights (ACHPR). All of these articles underscore the importance of people’s right to participate in the running their governments. Further to that, the Malawi government contravened article 25 of the ACHPR that puts a duty on states parties to provide education on human rights to its citizenry. Without knowledge, people were hardly empowered to question government decisions. Neither could they relate deprivation of health facilities to violation of human rights. Hence, on the basis indivisibility and interrelatedness of human rights (Nowak, 2005), the government was complicit in violating women’s right to healthcare facilities, goods and services, and other associated rights.

The study has further revealed that local stakeholders, including women, were sidelined and pushed to the periphery in the whole development agenda. As such, the process was discriminatory and not empowering to the local poor women, leading to static capabilities and entitlements. This too violated sections 20 and 30 of the Malawi Constitution that guarantees people’s right to equality and the right to development. This also runs counter to article 2 of the UDHR; article 26 of the ICCPR; and article 2 of the ACHPR all of which provide for the prohibition of discrimination and the promotion of equality of all people before the law regardless of sex or otherwise.   

On the contrary, the study has established that decentralisation reforms, through the creation of spaces (VDCs and ADCs), have brought government closer to the people. Respondents described the created spaces as vital for ensuring the participation of not only local citizens but also other stakeholders, including civil society organisations (CSOs) in community matters. VDCs are mandated to identify, prioritise and coordinate community-based issues for action by the communities themselves or other duty bearers like district assemblies (DAs) and non state actors involved in service delivery. This is of course done after vetting by the ADC that is also vested with powers to supervise, monitor and evaluate the implementation of development activities in their jurisdiction (GoM, 2001). Based on personal experience of working with the current arrangement, Ebback Tembo, Chairperson of Elunyeni VDC testified:

We sat down as a VDC and resolved that what we needed most was a health centre and not a police unit. To show our commitment, we moulded bricks and collected sand and quarry stone meant for the construction of a health facility. Following the approval of our proposal by the ADC and the District Assembly (DA), we got financial support from the Malawi Social Action Fund (MASAF), and we have built a structure for use as a mobile clinic. We are at least able to access mobile healthcare services like antenatal and under five clinics, including various kinds of immunization. We also have a resident health surveillance assistant (HSA) who is able to advise us on some health related issues. In a way, we feel this is contributing to the fulfilment of the right to health, much as we would prefer to have a fully-fledged health centre manned by a medical assistant and at least a nurse.

From the foregoing, it is evident that the new arrangement has enabled the actualisation of the object of the Malawi Local Government Act as provided for under Chapter 14 of the Malawi Constitution; article 25 of the ICCPR; article 21 of the UDHR; and article 13 of the ACHPR, i.e. inclusive participation of stakeholders in governance issues. This is indeed real as women are no longer excluded from participation because it is a statutory requirement that at least half the membership of either a VDC or an ADC should be women (GoM, 2001). Whether the number of women in such structures translates into active participation is another issue. Regardless, the process is empowering women and other participants with various skills. Respondents said that rights holders are at least able to make an analysis of duty bearers at various levels and question their actions or inaction on community issues, resulting into improved accountability of duty bearers to the rights holders. This is in tandem with sections 34 and 35 of the Malawi Constitution that guarantee people’s freedom of opinion and expression respectively. Similarly, article 19 of the UDHR; article 19 of the ICCPR; and article 9 of the ACHPR proclaim freedom of information, opinion and expression. 
Owing to people’s awareness on human rights and the resultant freedom of opinion, freedom of expression and their participation in designing, planning, implementing, monitoring and evaluation of community health programmes, they have developed a sense of ownership of the same. This is important as it creates a sense of responsibility amongst communities. For instance, the study revealed that communities are now able to maintain and renovate health facilities without looking up to government or donors. Apart from Elunyeni where the community has demonstrated ownership of an under five clinic, the DHO for Mzimba gave examples of Engucwini, Mtwalo and Enukweni health centres where health programmes like immunization and breast feeding, including maintenance and renovation of structures, have well been owned up by communities. This points to the fact that people are now able to appreciate and exercise their responsibilities. 
4.1.2 
Level of advocacy in promoting the right to health 

The study has also shown that civil society organisations, especially the Malawi Health Equity Network (MHEN), has played a very critical role in putting the right to healthcare facilities, goods and services on the public agenda through advocacy. For instance, MHEN has all along taken advantage of World Health Day and World AIDS Day to organise commemorative events through which they have managed to attract political attention at ministerial level. The Minister of Health and senior officials have often participated in street marches, symposiums and public rallies. In the process, MHEN has been able to raise various barriers to the enjoyment of the right to health in general, and particularly women’s right to healthcare facilities, goods and services. 

MHEN has also done its advocacy through the media. By running sponsored programmes on radio stations and television as well as paid-for press releases in the major newspapers, MHEN has succeeded in shaming the Malawi government for its failure to meet its obligation to fulfil the right to health within the framework of national and international instruments. MHEN has complemented this by engaging Parliamentary Committee on Health and the Budget and Finance Committee for increased funding to the Ministry of Health. They have done the same with donors, and the result has been increased funding to the health sector by both government and donors. For example, the allocation to the Ministry of Health has been steadily increasing, from 11% during the 2007/2008 fiscal year to 31.24% during 2009/2010 fiscal year (MHEN, 2009). 

Similarly, donor commitments to the Ministry under the sector wide approach (SWAp) have been steady since 2004. Norway, the British Department for International Development (DFID) and the Global Fund for AIDS, Tuberculosis and Malaria (GFATM) have been particularly steady in meeting their commitments. The following table tells it all.

Table 1: Donor Commitments under the EHP in US $million 

	Donor
	2004 -2005
	2005 – 2006
	2006 – 2007

	Norway
	5.0
	19.4
	18.7

	DFID
	4.6
	16.3
	26.1

	World Bank
	
	7.7
	5.0

	UNFP
	
	0.1
	0.1

	GFATM
	
	6.4
	14.5

	Grand total
	9.6
	49.9
	64.4

	Amount pledged by donors
	20.2
	40.1
	55.5

	Surplus or (shortfall) on pledges
	(10.6)
	9.0
	8.9


Source: International Monetary Fund (2007) ‘Malawi Study on Public Expenditure Review’, Washington

The study has also established the critical role of MHEN in sustaining donor funding to the health sector. Through its budget tracking of government programmes, MHEN has contributed to enhancing financial accountability by public officials, thereby cultivating donor confidence. Arguably, this translates to better healthcare services through building of healthcare facilities, procurement of essential drugs and equipment, training of various health cadres and retention of staff. In the end, quality, accessibility and availability of healthcare facilities, goods and services are improved, leading to better enjoyment of the right to health among poor rural Malawian women. As an illustration, there has been a drop in the number of nurses migrating to other countries since 2006, and this is attributed to top-up monthly allowances that are funded by donors. Further to that, 3,950 more nurses are expected to be trained by 2010 from donor funds (Lawson et al, 2008). In the end, donor efforts seem to be contributing more to the delivery of healthcare in Malawi. 

4.1.3 
Level of fulfilment of the right to health

The fulfilment of the right to health is measured with respect to availability, accessibility and quality of healthcare facilities, goods and services. These are benchmarks set by General Comment 14 of the ICESCR. The Malawi Essential Health Package is also modelled on the same benchmarks. Accordingly, Malawi could be deemed as meeting its obligation to fulfil the right to health if these benchmarks are achieved. 

With respect to availability, the study has revealed that there continues to be inadequate purpose-built healthcare facilities. The Elunyeni case study elucidates this assertion. With a population of more than 15000 and a nearest health facility more than 15 kilometres away, Elunyeni qualifies for a fully-fledged healthcare facility as stipulated in the Essential Health Package. While the Malawi government has taken legal and administrative measures in this regard, evident from constitutional provisions and policy framework, the Elunyeni case proves failure in its obligation. 

The District Commissioner (DC) and the District Health Officer (DHO) for Mzimba conceded that these disparities are real and that they arise from government’s policy of allocating development programmes to places based on demographic indicators. Accordingly, government has failed to build new health facilities in sparsely populated areas and others with enough population but relatively good health indicators. This has had negative results in the health sector. MHEN (2008) has condemned this policy as discriminatory and socially unjust. The policy also defeats the principles of social justice that put precedence on the interests of the least advantaged in society, i.e. the maximin rule (Rawls, 1971). This also runs counter to a rights-based approach (RBA) that seeks to translate poor people’s needs into rights and entitlements regardless of population figures, besides recognising individuals as active subjects and stakeholders.

However, awareness on human rights and decentralisation concepts seem to have yielded some results but at a slow pace. The study has established that the bottom-up and demand-driven approach to development has the potential of moving the country towards a fairly equitable system of distribution of healthcare facilities, goods and services not only between rural and urban areas but also within rural areas. The study acknowledges that this could be dependent on political will to build health facilities across the country. Respondents generally felt that political will is there in spite of some hiccups like failure by government to hold local government elections in the last five years. Nonetheless, people remain hopeful for equitable distribution of health facilities due to the fact that duty bearers are now under scrutiny and can hardly abuse their authority. Decision making is by consensus at all levels, i.e. VDC, ADC and DA, based on people’s needs and priorities. There is also rigorous monitoring of service delivery under the coordination of MHEN (Lawson et al, 2008). All these efforts reflect the presence of PANEL indicators.
Another aspect of the right to health is accessibility. It is about eliminating hindrances to healthcare facilities, goods and services due to distance and financial inadequacies. In this regard, the study has unearthed that accessibility is compromised by long distances to healthcare facilities that are usually far and wide apart. As the Elunyeni case study illustrates, health facilities in Malawi are still dotted, especially in rural areas. The situation is not any different at national level with only 46% of the population living within 5km of a health centre (GoM, 2002). In its latest report, MEJN (2006) observes that distance to healthcare facilities is a major barrier to accessibility, and that the situation is particularly pathetic in rural areas where people travel an average of 10.2 kilometres to a nearest health facility with noticeable variations in other districts. It is evident, therefore, that a good number of the population is not within safe and easy reach of health facilities and services, irrespective of government’s efforts to build more healthcare facilities across the country. Regardless, it is poor rural women that are the most affected by this because of their multiple forms of burden and vulnerability. For instance, economic and time constraints negate their efforts to pay for travel costs in spite of virtually free treatment in public health facilities. As a result, women opt to deliver under the watch of traditional birth attendants who are within their reach. This was corroborated by respondents from Elunyeni who claimed that some women have delivered by the roadside on the way to a health facility, while others have died from delivery-related complications. Consequently, women’s right to life is threatened or violated through unsafe deliveries. This contradicts Section 16 of the Malawi Constitution; article 3 of the UDHR; article 6 of the ICCPR; and article 4 of the ACHPR, all of which provide for the right to life.  Similarly, roadside deliveries also demean the dignity of a woman which is in violation of section 19(1) of the Malawi Constitution. 

The study has further revealed that there are continuing limitations in the quality of healthcare facilities, goods and services in Elunyeni. While some participants in the two focus groups were of the view that quality of healthcare facilities and services was poor, a greater number (13 out of 19, representing 68%) believed that the few available health facilities were at least adequately stocked with drugs during the days of Kamuzu Banda when decentralisation reforms were not yet introduced. They even claimed that qualified health personnel were at least available in the facilities. Thus, they argued that one aspect of the right to health, that of quality, was at least guaranteed, albeit other constraints. However, this could not be substantiated by official data.

Nonetheless, quality of healthcare delivery is still a problem even after decentralisation reforms. One of the barriers to quality healthcare delivery relates to drugs stock-outs. According to the District Health Officer for Mzimba, this is a recurrent and widespread problem not only in Mzimba but across the country. The issue is indeed cited in almost all health related and policy documents and reports. For instance, the 2008 SWAp Mid-Term Review Summary Report shows that most health facilities in the country often run out of basic antibiotics and vaccines. The report attributes this to poor logistical arrangements and management by the drug procurement authority, the Central Medical Stores (CMS). The report says that owing to incorrect estimates of drug requirements, the Central Medical Stores end up procuring drugs and equipment that are not needed, leaving out those that are urgently needed (Lawson et al, 2008). Reports from Mzimba district, under which the Elunyeni case study falls, validate such claims. For example, the Mzimba District Health Bulletin reports that there is often intermittent supply of anti-malarial drugs in the district (GoM, 2008). The fact that Malawi does not have the capacity to produce its own drugs only worsens the problem as she has to import expensive branded drugs that are subjected to patent laws (Lawson et al, 2008).

Shortage of drugs is also attributed to pilferage by staff members who sell them to private practitioners or even to hawkers. Martha Kawataine, Executive Director of MHEN, is quoted as saying that essential drugs, including “antiretroviral (ARV) drugs and artemether-lumefantrine (LA) for malaria are being sold by vendors at Lizulu trading centre in Ntcheu district” (Moyo, 2009: 10). Ultimately, shortage of drugs has a bearing on the quality of healthcare services, and poor rural Malawian women are the most affected. They are prone to preventable diseases like malaria that are curable but suffer death because of absence of relevant drugs. Once again, the right to life and a chain of other interrelated rights are at stake.
Another factor that negates the quality of healthcare delivery is the inadequate number of human resources in the Ministry of Health. The chronic shortage of trained health personnel, especially nurses and medical doctors, is acknowledged by the Malawi government as one of the greatest barriers to universal access to equitable and quality healthcare service delivery. To illustrate the point, Malawi has 127 doctors against a population of 13 million, while the nurse to population ratio is 1:3500 which is considered as one of the worst even when compared to other countries in Africa (Lawson et al, 2008). This disproportionate ratio arises from high brain drain, coupled with low training and recruitment levels. Statistics show that most nurses migrate to the United Kingdom, United States of America and South Africa, among other countries. For example, between 2002 and 2007, a total of 429 left Malawi for other countries, leaving a gap that has negative consequences on the quality of healthcare services (GoM, 2007; IMF, 2007). The table following table summarises the level of migration of nurses to other countries.
Table 2: Levels of brain drain (Malawian nurses validated abroad)

	Destination
	2002
	2003
	2004
	2005
	2006
	2007

	United Kingdom
	83
	90
	64
	85
	9
	10

	United States of America
	3
	10
	9
	6
	4
	3

	South Africa
	7
	2
	1
	5
	
	8

	Canada
	1
	
	
	
	
	

	New Zealand
	5
	1
	1
	
	
	6

	Botswana
	3
	1
	1
	
	
	

	Zimbabwe
	1
	
	2
	
	
	

	Uganda
	
	
	
	
	
	

	Australia
	
	4
	
	
	
	

	Ireland
	
	
	
	
	
	3

	Total
	103
	108
	79
	96
	13
	30


Source: Government of Malawi, (2007), ‘Report for the Health Sector Annual Joint Review’, Lilongwe.

Lawson et al (2008) attributes human capital flight to poor remuneration for civil servants, including health personnel. If not checked, brain drain could worsen the situation for a country whose training levels of both nurses and doctors is already low. At worst, this scenario only widens the already existing vacancies in the health sector. Available data indicate that out of 6,084 established posts for nurses, only 2,178 are filled, giving a vacancy rate of 64%. The situation is particularly pathetic for pathologists whose vacancy rate is 100% (Ibid). The following table summarise it all.
Table 3: Vacancy rates in the Ministry of Health.

	Category
	Established and required posts
	Filled Posts
	Vacancies (%)

	Nurses
	6,084
	2,178
	64

	Clinical Officers
	356
	212
	40

	Medical Assistants
	692
	327
	53

	Doctors

Generalists

Surgeons

Obstetricians

Medicine

Paediatrics

Anaesthetists
	356

115

126

65

60

14


	212

17

11

3

5

4
	40

85

91

95

92

71

	Pathologists
	22
	0
	100

	All Categories
	7890
	2969
	62


From the two tables, brain drain, coupled with low training, recruitment and retention levels, Malawi’s vision of achieving universal access to quality healthcare services by 2015 according to the millennium development goals (MDGs) remains a pipedream. The disproportionate ratio of skilled health workers vis-a-vis the population negates the provision of quality healthcare services, thereby compromising the fulfilment and realisation of poor rural women’s right to healthcare facilities, goods and related services. 

Besides the shortage of professional health personnel, the health sector is riddled with inadequate administrative and support staff. Lawson et al (2008) actually adds that the administrative and support staff at virtually all levels are deficient in capacity such that they are unable to absorb yearly SWAp funds for operational and programme costs. This was evident in 2006 when the Ministry of Health is said to have returned to treasury MK1.3 billion (USD9.2 million) for failure to use it for the procurement of drugs, medical equipment and completion of infrastructure projects. Such trends too have had a bearing on the ultimate fulfilment of women’s right to healthcare facilities, goods and services.

Finally, the study has revealed that quality healthcare delivery continues to be compromised by inadequate or obsolete equipment in the country’s health facilities. The Essential Health Package acknowledges that most health facilities are dogged by inadequate or obsolete equipment, ranging from microscopes, x-ray cameras and autoclaves (GoM, 2002). Such a national situation is replicated at district level as well. For instance, the DHO for Mzimba singled out the inadequacy of beds, mattresses and beddings as another detriment to meeting healthcare requirements for men and women in the district. He further said that non availability of electricity only exacerbates the problems as it becomes difficult to keep some drugs and vaccines because of the tropical temperatures.

All in all, it is evident from the study that availability, accessibility and quality of healthcare facilities, goods and services are not up to the standards that can enhance the promotion of women’ right to health. This is in spite of government’s efforts to change the situation through decentralisation reforms. Worse still, the spaces created by the reforms seem not to have been effectively exploited through local and inclusive participation that is empowering. Perhaps, the problem was the exclusion of the grassroots in the policy formulation itself.
4.2 Conclusion

From the discussion and analysis of findings, it is clear that decentralisation reforms in the health sector have had mixed fortunes. While some positive outcomes are evident, e.g. raised levels of awareness amongst women on their to right to healthcare facilities, goods and services; opening of spaces for citizen participation and non state actors; and government efforts in meeting its obligation to fulfil the same, the reforms have not matched up with the hype that came with them. Barriers still remain in the delivery of accessible, quality and equitable healthcare facilities, goods and services.  

Chapter 5 Conclusions and Recommendations
This chapter presents the main conclusions and recommendations of the study. It should be pointed at the outset that these conclusions and recommendations are based on the analysis of research findings as well as what others have written on the subject. 

5.1 Main Conclusions

5.1.1 
Creation of spaces and women participation

On the basis of the case study, decentralisation reforms have enabled the creation of spaces for the articulation, discussion and consolidation of issues at grassroots level. In particular, village development committees (VDCs), area development committees (ADCs) and district assemblies (DAs) provide space to local communities to put their issues on the public agenda. Further to that, these structures are avenues for empowerment of the masses, including women. Civil society organisations (CSOs) make use of the same structures to raise awareness on pertinent issues, including human rights. Through such awareness, the citizenry is able to link issues to the fulfilment of human rights. 

The statutory requirement of equal representation between men and women in VDCs and ADCs has ensured women involvement in the decision making process on issues that affect them, including the delivery of healthcare services. Whether such involvement translates into meaningful participation is another issue. Regardless, the involvement and participation enhance ownership of healthcare projects and programmes by the local communities thereby ensuring sustainability, evident from the Elunyeni case study. Besides, these reforms have promoted accountability of duty bearers to rights holders through vertical and horizontal engagement. Thus, the spaces created by decentralisation reforms provide a favourable atmosphere for a rights-based approach (RBA) to development. Therefore, PANEL indicators are evident with regard to the creation of spaces as a perceived benefit of decentralisation reforms.  

5.1.2 
Delivery of Basic Social Services

The general argument in favour of decentralisation is that it promotes the delivery of basic social services. While this could be true, it still remains contestable as there appears no explicit nexus between the two issues. Consistent with this, the decentralisation reforms in the health sector in Malawi have yielded mixed results in so far as the delivery of basic health services is concerned. 

Amongst the positive outcomes include the increased funding to the sector meant for infrastructure development, especially the construction of health facilities; the procurement of drugs and equipment, and training of nurses, among others. While the building of more health facilities would have translated into improved accessibility by shortening the distance between and from healthcare facilities, the study has established that this is still a grey area. Health facilities are still dotted and far and wide apart, especially in rural areas. The availability of drugs too is irregular with constant stock-outs reported in health facilities. Most health facilities are also running on inadequate or obsolete equipment, compounded by shortage of trained health personnel, especially nurses and doctors. This is attributed to brain drain and low levels of training new cadres. Besides shortage of skilled health personnel, administrative and support staff members are also inadequate and deficient in capacities to handle the increased funding and associated projects and programmes. 

In view of the foregoing, the perceived benefits of improved delivery of basic health services are watered down by these bottlenecks and shortcomings. Thus, ownership of the reform programme is dubious and its sustainability uncertain with ever fickle donors. Nevertheless, the coming in of the Malawi Health Equity Network (MHEN) on the scene has helped to improve the situation by at least advancing alternative voices from the grassroots on how service delivery could translate into fulfilment of legal entitlements in the health sector. Thus, MHEN has actually made efforts to actualise the use and application of PANEL indicators in the health sector.
5.1.3 
The obligation to fulfil the right to health

While the Malawi government has put in place legislative and administrative measures, besides ratification of relevant international human rights instruments, those strides have not effectively translated into the expansion of capabilities and legal entitlements for women in the health sector. The aforementioned barriers related to availability, accessibility and quality of healthcare delivery only reify that Malawi is a long way to meeting its obligation to fulfil women’s right to healthcare facilities, goods and services. This is in spite of tremendous advocacy efforts by the Malawi Health Equity Network (MHEN) by engaging both government and donors to live up to their duties and responsibilities; efforts that are participatory, inclusive and empowering. However, the grim reality is that human rights are not given on a silver platter but have to be struggled for. It is more so for economic, social and cultural rights (within which the right to healthcare facilities, goods and services falls) that can only be realised progressively. This is in itself problematic for an impoverished country like Malawi whose development budget is largely funded by donors. Regardless, it is poor rural Malawian women that feel the pinch more than any other groups of society. Therefore, it still remains a paradox if at all decentralisation reforms have had any bearing on the realisation of women’s right to healthcare facilities, goods and services.  
All in all, therefore, decentralisation reforms have had mixed fortunes in so far as enhancing and promoting women’s right to healthcare facilities, goods and services in Malawi is concerned. The link still remains feeble and contentious. 

5.2 Recommendations

In view of the shortcomings of decentralisation reforms in Malawi, particularly in the health sector, despite the hype that was associated with the concept, this study has come up with some recommendations for possible action by various stakeholders. Based on what other scholars and development practitioners have written on the subject under study, coupled with analyses from focus group discussions and key informant interviews, the study puts forward the following recommendations. Scholars and other interested parties may also make use of the recommendations. In particular, the study makes recommendations to the Malawi government, donors that support the Essential Health Programme (EHP), CSOs working in the health sector as well as VDCs and ADCs involved in the decentralisation discourse. 

5.2.1 
Malawi Government  

a) In order to check brain drain as unearthed by the study, the Malawi government should consider adopting and implementing deliberate human resource policies aimed at retaining available staff and providing them with incentives like further specialised training. This should apply to both skilled health personnel and administrative staff. Special measures should be adopted to motivate staff to work in rural and peri-urban areas in order to avoid disadvantaging rural people. This would ensure quality and equity in the delivery of healthcare services in the country. 

b) Since the study has also revealed that the health sector is heavily donor dependent, it is imperative for the government to seriously start exploring means of self-financing of a larger part of the health budget. Donors, who can also default on their commitments, should only complement government’s efforts to meet its obligations. This would also free the Malawi government from the yoke of donor conditionalities that could as well reduce the sovereignty of the government;

c) In order to check drugs pilferage and stock-outs as unearthed by the study, the government should consider building the capacity of the Central Medical Stores in order to ensure timely procurement and efficient distribution of essential drugs across the country. This would entail training and recruitment of qualified pharmacists and other support staff in computer-based record keeping unlike the current manual one. All this should be supported by logistical arrangements like availability of adequate vans to ensure timely delivery in health facilities; 

d) From the key informant interviews with the District Commissioner and the District Health Officer for Mzimba, coupled with personal experience working with government departments, it is evident that there is little synergy between and among government departments at district level. This is a recipe for mediocre development plans that could not be all encompassing. Therefore, the study highly recommends that the Malawi government should start working towards improving the intersectoral linkages between government departments and ministries, particularly between and among the Department of Planning and Development, the Ministry of Local Government and Rural Development (MLGRD), and the Ministry of Health (MoH) for better coordination and implementation of health-related policies, projects and programmes at district level;

e) The current policy of allocating development projects to areas based on demographic indicators provides room for the marginalisation of other pockets of society that are equally vulnerable in one way or another. Therefore, the Malawi government should consider mainstreaming human rights in its policies and programmes at all levels. In particular, government should strive to embrace all the elements of the PANEL in policy formulation. This would ensure ownership of policies by the local populace, leading to relatively smooth implementation. In the end, government could be able to improve on the delivery of basic social services and consequent realisation expansion of people’s capabilities and entitlements. It could then be considered as meeting its obligations to respect, protect and fulfil human rights under national and international instruments. 
5.2.2 
Donors

a) From the findings of the study, a good number of donors are keen to financially support to the health sector under the sector wide approach (SWAp), evident from their commitments. However, there are disparities between what donors pledge and what is actually disbursed. The study considers this as hypocrisy and recommends that donors should walk the talk by meeting their commitments. Similarly, donors should consider seeking local knowledge and input from varied sources on programme financing that is based on policy changes by a recipient country. This could lead to hybrid policies that are not only acceptable by both parties but also practical in a local context. In that way, recipient governments could be able to effectively implement plans that are largely donor dependent. 

b) While CSOs like MHEN and MEJN are doing a commendable job in budget tracking, there are still grey areas that require attention. In particular, donors should also consider building the capacity of governance and human rights CSOs through training and funding. Training should be geared towards strengthening the capacity of these CSOs to effectively make use of the law in the books to frame and invoke health rights. This, combined with rights-based approach, CSOs could address the gap that is currently evident, especially on the use litigation by MHEN and MEJN. 
5.2.3 
CSOs

a) From the study, it is clear that many government officials are not knowledgeable about human rights principles. As such, they wrongly construe their services to the communities as privileges and not entitlements. It is the recommendation of this study, therefore, that human rights CSOs should work with government in building the capacity of frontline staff in the health sector at all levels so that they can streamline human rights in their programmes. By adopting a rights-based approach to programming, the responsible officers would feel duty-bound to respond to people’s demands for improved access to health care facilities and services. 

b) It is also clear from the study that donors dictate the conditions of lending or funding; be it to government or CSOs. While donors demand accountability from aid recipients, the latter are not able. Thus, the current arrangement only allows for downward accountability possibly due to power imbalances. However, in a world where the principles of equality and social justice are espoused, this study recommends that CSOs should start pressing for upward accountability as well. Donor agencies should also be able to account to their intended beneficiaries in spite of the power differentials.   

c) While VDCs and ADCs have been established, there is evidence that that very few of them have been oriented on their roles and responsibilities due to capacity gaps in district assemblies. Therefore, it is recommended that CSOs should also be actively involved in mobilizing the grassroots, especially VDCs and ADCs, and orient them on their roles and responsibilities, including mentoring them on how they can promote women’s right to healthcare facilities, goods and services. This could help rights’ holders to claim and demand rights from duty bearers at various levels. 

d) CSOs, especially MHEN, should consider making use of litigation as an enforcement mechanism for the right to health. Combining deductive and inductive approaches would yield more meaningful results than just relying on one. The two approaches complement and strengthen each other. Similarly, MHEN should also consider embarking on the preparation of shadow or alternative reports to relevant Committees of treaty bodies like the International Covenant on Economic, Social and Cultural Rights (ICESCR) and the Convention on the Elimination of All forms of Discrimination Against Women (CEDAW) in order to mirror the performance of the Malawi government. Such a move would be critical in pressuring the Malawi government in meeting its human rights obligations. Of course, this would require building the capacity of the Network. 

5.2.4 
VDCs and ADCs

a) The VDCs and ADCs, once trained on their roles and responsibilities, should be aggressive enough in raising awareness and mobilising their constituents, without discriminating against any group, in identifying health-related issues that have a bearing on the enjoyment of the right to health, and forwarding them to relevant duty bearers for action. Similarly, they should be able to be accountable to their constituents; hence promoting both upward and downward accountability.
b) The study has established that at every health facility, there is a health committee that monitors the availability and distribution of drugs, among others. However, these committees work in isolation of VDCs or ADCs. The study recommends that such committees should have working synergies with VDCs and ADCs in order to have meaningful impact and visibility. This would ensure meeting the indicators of the PANEL analysis.
Figure 1: Map of Malawi of Malawi with neighbouring countries
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Appendices

Appendix 1: Membership of Elunyeni VDC who participated in the Focus Group Discussions

	#
	Name
	Sex
	Position

	1
	Ebback Tembo
	Male
	Chairperson

	2
	Margaret Phiri
	Female
	Member

	3
	Charity Makwakwa
	Female
	Secretary

	4
	Trouble Tembo
	Male
	Member

	5
	David Chambani
	Male
	Treasurer

	6
	Jenala Kumwenda
	Female
	Member

	7
	Violet Shaba
	Female
	Member

	8
	Ruth Newa
	Female
	Member

	9
	Bertha Chisale
	Female
	Member

	10
	Ella Nyirenda
	Female
	Member

	11
	Chimbere Makwakwa
	Male
	Member/chief

	12
	Victor Zgambo
	Male
	Member

	13
	Mahekeya Munthali
	Male
	Member


Appendix 2: Membership of Mtwalo ADC who participated in the Focus Group Discussions

	#
	Name
	Sex
	Position

	1
	Kamkhoti Jere
	Male
	Chairperson

	2
	TA Mtwalo
	Male
	Chief (ex-officio)

	3
	Sithembile Chipeta
	Female
	Secretary

	4
	Laston Phiri
	Male
	Member

	5
	Nyuma Msiska
	Female
	Member

	6
	Hlekwase Jere
	Female
	Member

	7
	Kaulawe Ndhlovu
	Male
	Member

	8
	Charity Makwakwa
	Female
	Member

	9
	Mercy Sakala
	Female
	Member

	10
	Cyrus Longwe
	Male
	Member

	11
	Diana Mseteka
	Female
	Member

	12
	Deliwe Moyo
	Female
	Member

	13
	Chingwa Munthali
	Male
	Member

	14
	Maulidi Nyirenda
	Male
	Member

	15
	Moses Banda
	Male
	Member


Appendix 3: Question guide for focus group discussions and key informant interviews

1. What do you know about decentralisation?
2. How do you think does it benefit the local people?
3. How is decentralisation concretised in the health sector?
4. What benefits has health-sector decentralisation brought to your area?
5. What challenges are you facing in concretising reforms in general and in the health sector in particular?
6. What could be done to maximise the perceived benefits of decentralisation in the health sector?
7. Comparatively, what has changed or not during the autocratic rule of the MCP that did not embrace decentralisations reforms as is the case now? 
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� Figure 1 shows Map of Malawi and its neighboring countries 


� Allen, K (2009), “Malawi: A mother’s race against time”, BBC News, London


� See section 146 of the Republican Constitution


�  See Figure 2 that shows Map of Malawi depicting Mzimba district


� This was previously dealt with in Nkambule, J (2009), ‘Realising the rights of Palestinian internally displaced peoples (IDPs) and the shack dwellers of South Africa: A comparative analysis of socio-legal approaches and rights based approaches,’ Essay submitted for Course 4303 in the ISS  MA Programme


� This analysis was first discussed in Nkambule, J (2009), ‘State Obligations: Reflecting on Women’s Right to Health’, Essay submitted for Course 4216 in the ISS  MA Programme


� DEC comprises all heads of government departments at district level, accredited civil society organisations and other special interest groups like those of people living with HIV/AIDS or disabilities


� Mpaka, C (2009), ‘Much ado about patients’ rights’, The Daily Times, Blantyre Newspapers Limited, Blantyre. This feature story only illustrates the fact there has been a sustained effort by journalists to write on issues related to health rights. As a matter of fact, the Executive Director of MHEN is quoted in the article. 


� The questions were only a guide, hence not exhaustive. There were a number of follow-up questions dependent on the answers from the respondents 
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World Health Day commemoration march, 7th April 2008



The then Minister of Health, Khumbo Kachali (in safari suit) leading a commemoration march organised by MHEN.

Source: MHEN
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