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1. Key development issues and rationale for Bank involvement 
 
Malawi is among the countries worst affected by the AIDS epidemic. HIV prevalence in adults 
(15+) was about 12 percent in 1999, stabilized until about 2002, and has gradually started to 
decline.  Projections suggest that HIV prevalence will continue to decline slowly up to 2016 
where it is expected to reach about 9.3 percent.  Current estimates put the number of people 
living with HIV and AIDS (PLWHA) at about 960,000. It is anticipated that this number will 
increase to over 1 million in 2016 largely as a result of the scaled up and integrated ART and 
prevention of mother to child transmission (PMTCT) program (National AIDS Commission, 
2011). 
 
HIV prevalence is highest in the most populous Southern Region (15%) and lowest in the 
Northern Region (7%) and Central Region (8%).  In 2010, 65% of new HIV infections among 
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adults were estimated to occur in the Southern Region.  UNAIDS estimates that 1.6 percent of 
the total adult population is infected with HIV each year (i.e. approximately 56,000 new 
infections per year) (UNAIDS Report on the Global AIDS Epidemic 2010) and approximately 
one-half of all new HIV infections occur among individuals 15 to 24 years of age. HIV 
prevalence is higher among women (13%) than men (8%). While there has been an overall 
decline in HIV prevalence, young women (15 to 24 years old) remain disproportionately affected 
with the prevalence rate among this cohort at more than four times (9%) the prevalence among 
men of a similar age (2%) (Malawi UNGASS Country Progress Report). 
 
The primary mode of HIV transmission in Malawi is unprotected heterosexual sex.  Mother to 
child transmission is the second major mode of transmission accounting for approximately 25 
percent of new infections.  Mother to child transmission rates are estimated to have declined only 
marginally from 16.5 percent in 2008 to 13.8 percent by the end of 2009. With the recent scale-
up of the Prevention of Mother To Child Transmission (PMTCT) programs, approximately 491 
antenatal clinics provide access to a minimum package of services (up from 60 clinics in 2006). 
In addition, the number of pregnant women receiving counseling and testing services has tripled 
since 2006 – up from approximately 138,000 to 432,000 in 2010. 
 
Under-five mortality has dropped from 180 per 1000 in the year 2000 to 112 in 2010 (DHS), and 
maternal mortality is estimated to have come down by 31 percent from 984 per 100,000 live 
births in 2004 to 675 in 2010 (DHS 2010).  However, this number is still considerably higher 
than the 2015 MDG target of 158.  According to the WHO, life expectancy is now at 47 years 
compared to 43 years in 2000, mainly because of free anti-retroviral treatment (ARV) and 
concomitant reductions in child mortality. 
 
While Malawi has made considerable gains in child survival and maternal health, these only 
translated into a minor drop in underweight malnutrition and no improvement in chronic 
undernutrition or stunting.  Similarly, nutrition has barely benefitted from the gains in economic 
growth and food security.  According to the WHO Global Database on Child Growth and 
Malnutrition, the rate of underweight malnutrition was 24 percent in 1992 versus 16 percent in 
2006, and stunting rate was 56 percent in 1992 and 53 percent in 2006.  Preliminary results in 
2010 show a stunting rate of 48 percent compared to Sub-Saharan Africa’s average of 40 
percent.  Malawi, together with Madagascar, Burundi, Ethiopia, Rwanda and Niger, now top the 
list of countries with the highest rates of stunting on the continent. 
 
Moreover, half the majority of under-five year old children are anemic.1  Anemia in early 
childhood is a major factor in mental retardation with losses of up to 8 I.Q points.  Similarly, 
more than a quarter of non-pregnant women (aged 15 to 49 years) are anemic.  In women of 
reproductive age, anemia is a major cause of maternal mortality and is also associated with low 
birth weight, fatigue and reduced productivity.   The data suggest a modest improvement in the 
anemia situation since the start of this millennium.  This improvement is most likely the result of 
the large scale malaria program, notably the distribution of insecticide-treated bednets.  A 
conclusive reduction in anemia would require a multi-pronged approach including: (i) health 

                                                 
1  A National Micronutrient Survey was conducted with technical support from CDC/Atlanta and financial support 
from UNICEF in 2001 and from UNICEF and Irish Aid in 2009.  Anemia rates were also assessed as part of the 
Demographic and Health Survey of 2004 and 2010.  



 

 

services for the prevention and treatment of anemia and parasitic infections; (ii) communication 
for the promotion of dietary improvements, infant and young child feeding practices, and birth 
spacing; (iii) iron supplementation and food fortification. 
 
The rate of stunting increases rapidly from birth, when the majority of children are normal, to 
age 20 months, after which prevalence stabilizes between 50-60 percent.  Stunting, not being 
something that can be corrected by treatment, has to be prevented through interventions that 
promote healthy growth in the young child.  These interventions need to focus particularly on 
adequate nutrition of the mother during pregnancy and the child during the first 24 months of 
life, also referred to as the 1,000 days window of opportunity (World Bank, 2006).  In addition, 
interventions targeted at women before pregnancy are important as it is difficult to correct 
deficiencies during pregnancy due to the increased nutritional demands. 
 

HIV/AIDS and nutrition are two important priorities which have considerable impact on human 

development and economic growth in Malawi.  The impact of HIV/AIDS on GDP growth is 
estimated to be yielding a negative impact of 1-2 percent per year.  HIV/AIDS has reduced 
average life expectancy from 56 years in the early 1990s to 47 years in 2010.  In addition, 
according to the International Labor Organization (ILO), countries such as Malawi could face 
decreases in the size of its workforce of between 10 and 30 percent by 2020.  Similarly, through 
its impact on cognitive development and adult productivity, malnutrition is associated with lower 
wages, lower lifetime earnings and increased poverty.  The total economic loss due to 
malnutrition (principally stunting and anemia) over a period of ten years in present value terms is 
estimated at $446 million. 
 

The Government of Malawi sees the fight against HIV/AIDS and malnutrition as priorities for 

human development and the MDGs.  For the first time, nutrition is now highlighted as one of six 
priority areas in the Malawi Growth and Development Strategy II (2011-2016), and a budget line 
for nutrition has been created.  In recognition of the multisectoral nature and the public health 
priority of HIV/AIDS and malnutrition, the Government of Malawi created in 2004 the 
Department of Nutrition, HIV and AIDS (DNHA) to coordinate policy development and 
implementation. 
 
In the area of nutrition, Malawi has been at the forefront of many innovative approaches in 
nutrition programming, including the Baby Friendly Hospital Initiative, the positive deviance 
approach (or Hearth model), Child Health Days, Essential Nutrition Actions, and most recently 
Community Management of Acute Malnutrition (also known as Community Therapeutic Care).  
As a result, various sectoral and thematic policies have been developed to provide guidance to 
specific areas of nutrition such as the Infant and Young Child Nutrition Policy (2005, revised 
2009), and the Early Childhood Development Policy (2004, revised 2008).  Tools and materials 
for training, supervision, communication and monitoring have also been developed for many of 
these thematic areas. 
 
The sectoral policies and guidelines complement the overall National Nutrition Policy and 
Strategic Plan (NNPSP; 2007-2012).  The NNPSP provides a multisectoral framework for 
sector-specific public service delivery for nutrition, public-private partnerships (for food 
fortification) and broad-based nutrition interventions at community level.  Implementation of the 



 

 

NNPSP has been patchy due to limited funding, mostly from the donor community, for narrow 
sector-specific interventions like vitamin A supplementation and the management of acute 
malnutrition, or small-scale integrated community projects through NGOs.  Partly as a result of 
the fragmented funding and implementation, Malawi still lacks an institutionalized 
implementation platform for the delivery of integrated nutrition services that aim at reducing 
stunting and micronutrient deficiencies, notably anemia, through prevention and child growth 
promotion from pregnancy to 24 months of age. Currently, the provision of direct nutrition 
services to communities and families is limited and uncoordinated. The provision of guidance 
and support to local institutions and communities on delivery of services for nutrition outcomes 
is a particularly high and urgent priority. 
 
In HIV/AIDS, Malawi’s national response has been implemented through the National Action 
Framework (NAF; 2005-2010) and the Extended NAF (2010-2012). Malawi has recorded 
significant achievements during the implementation of the NAF.  A great deal of effort went into 
increasing the supply of essential services including HIV testing and counseling, the ante-natal 
care minimum package, condom distribution, behavior change communication (BCC) programs 
and the number of sites providing ART and post-exposure prophylaxis.  Over the same time 
period, there were decreases in high risk behavior, declines in incident cases (although this 
reached a plateau in 2008 and remains unacceptably high at 73,000 new infections per year in 
adults and children), HIV prevalence and AIDS deaths. 
 
Despite this considerable achievement, the overall program’s sustainability and targets for 
universal access will not be attainable unless: (a) current high incidence levels are reduced 
significantly; (b) further program implementation efficiencies can be developed and 
implemented; and (c) ongoing high levels of financial support and commitment can be obtained. 
 
2. Proposed objective(s) 
 
The proposed project development objectives are to expand access to and increase use of 
essential services for nutrition and HIV and AIDS.  The PDO  is aligned to the goals and 
objectives of the: (i) the National Action Framework (NAF; 2005-2010), the Extended NAF 
(2010-2012) and the draft National Strategic Plan (2011-2016); and (ii) the National Nutrition 
Policy and Strategic Plan (NNPSP) 2007 – 2012, which is currently being updated. 
 
Key Results 
 
This project will contribute to reduced incidence of stunting, anemia and HIV infections while 
mitigating the impact of HIV/AIDS on the Malawian people. 
 
For nutrition, the focus is on interventions and services that contribute to the reduction of 
stunting and anemia as the two most widespread and programmatically most neglected 
nutritional disorders while maintaining achievements and piloting approaches for other 
nutritional concerns. The proposed performance indicators are: 
 

• Percentage of pregnant women who take a 90 days’ supply of iron supplements during 
pregnancy; 



 

 

• Proportion of mothers practicing exclusive breastfeeding for the first six months; 

• Number of pregnant and lactating women being reached regularly (month or quarterly) 
by a minimum package of community nutrition services  

  
For HIV/AIDS, the proposed performance indicators are: 
 

• Proportion of sexually active males and females who report having had sex with a non 
regular partner within the last 12 months [by gender and age cohort]; 

• Percentage of HIV+ pregnant women receiving a complete course of ARV prophylaxis to 
reduce the risk of mother to child transmission. 

 
During preparation, the task team will work with the implementing agencies and coordinate with 
development partners to: (i) build the results framework for the continued monitoring of 
implementation progress and project outcomes; and (ii) develop a plan for the enhancement of 
M&E capacity.  The team will also assess the scope for advanced actions on procurement and 
recruitment notably those related to the EOI and TOR for contracting out to NGOs.  Because 
these actions involve other stakeholders and donors, it is at present impossible to state precisely 
when specific advanced actions are to be considered. 
 
3. Preliminary description 
 
Proposed components are organized according to institutional arrangements for project 
implementation as well as the flow of funds.  Component A will provide support for the 
National Nutrition Policy and Strategic Plan (NNPSP) 2007 – 2012, and the updated version that 
is currently under elaboration, to contribute to the reduction of stunting and anemia in women 
and children by scaling up service delivery and strengthening multisectoral program governance.  
Component B will build on the experience from the current project and provide support for the 
NSP (2011-2016) to contribute to the reduced incidence of HIV infections particularly among 
the drivers of the epidemic through geographic and risk group targeting, while mitigating the 
impact of HIV/AIDS on the Malawian people. 
 
Program activities will be executed through performance contracts with line ministries, Local 
Governments, health districts, NGOs, the private sector, and communities. 
 
Component A – Support for Nutrition Improvement (IDA $30 million): This component will 
support the scaling up of nutrition services by: (i) enhancing and expanding the implementation 
framework for nutrition service delivery at community level; (ii) strengthening multisectoral 
program development, coordination and monitoring. 
 
Nutrition service delivery at community level: The activities will focus on community 
mobilization for direct nutrition interventions with a strong emphasis on community-based 
behavior change communication, education and counseling on infant and young child feeding 
practices, home-based care and treatment of common infectious illnesses such as diarrhea, ARI 
and malaria, and family and health care for pregnant and lactating women. UNICEF has worked 
with the DNHA to develop the Nutrition Education and Communication Strategy (NECS) which 
has just been finalized and presented as part of the Scaling Up Nutrition launch in July 2011.  



 

 

The NECS is essentially a community behavior change communication strategy centered on 
community growth monitoring and promotion. Other activities include screening and 
management of acute malnutrition as well nutrition sensitive interventions such as the promotion 
of food hygiene and transformation, community hygiene and sanitation, and household food 
security. 
 
Implementation will involve NGOs for community mobilization as well as public service 
providers at district level.  Generally, NGOs have a comparative advantage when it comes to 
community mobilization and service delivery in large part because: (i) they work closer with 
communities and are therefore better equipped to represent community interests than most 
government structures; (ii) they are not constrained by sectoral boundaries; and (iii) they have 
less bureaucracy than government structures, hence are more flexible and innovative in 
accommodating strategies around community needs and characteristics. The proposed project 
support will build on the (i) successful roll out of community management of acute malnutrition 
through partnership arrangements between NGOs and health districts; and (ii) experience with 
the Grants Facility by the NAC for the implementation of HIV/AIDS activities in a decentralized 
and multi-sectoral manner through Grant Recipient Organizations. 
 
In coordination with other donors a harmonized strategy for contracting out to NGOs will be 
developed as part of the project.  The harmonization will focus on a common set of indicators 
and a basic package of interventions, and tendering criteria such as a minimum area of coverage, 
contract duration, and characteristics of the NGO.  The focus for the Bank project will be on 
developing a cost-effective implementation platform for nutrition service delivery at community 
level, starting in approximately 10 worst affected districts, and in coordination with USAID and 
UNICEF which are in the process of piloting the implementation of the NECS in 2-3 Districts.  
CIDA is also interested to support the roll-out of NECS in a number of districts.  In addition to 
the health districts, this component will foster effective partnership arrangements with 
agricultural extension workers and Local Governments to support community mobilization and 
service delivery for nutrition development. 
 
Multisectoral program coordination and management: The expansion of the implementation 
framework needs to be backed up by an effective program management structure.  The 
component will finance activities in support of (i) program management, capacity building at the 
local, district and central level; (ii) multisectoral planning and implementation of sector-specific 
interventions including therapeutic management of acute malnutrition, food fortification, 
micronutrient supplementation and dietary diversification; (iii) the development and 
implementation of the monitoring and evaluation framework; (iv) strengthening of the 
coordination structures and mechanisms; (v) operational research and surveys; and (vi) technical 
assistance on policy development and program coordination. CIDA and the Bank are conducting 
an organizational assessment of the DNHA to better understand the capacities and capacity 
challenges of the organization as the entry point for sector policy and coordination matters.  This 
will inform the design of the project as to what areas require strengthening for the DNHA to 
mobilize and maintain a nutrition constituency able to keep nutrition on the development agenda 
as a public sector priority. 
 



 

 

Component B – Support for the National HIV/AIDS Strategic Plan 2011-2016 (IDA $50 
million; pooled fund $XX million2): Building on experience from the current project, and in line 
with the national response, including the anticipated National Strategic Plan (2011-2016), the 
proposed project will contribute to the reduced incidence of HIV infections, while mitigating the 
impact of HIV/AIDS on the Malawian people. 
 
As with the currently active project, the proposed project will contribute to the national response 
through the multi-donor HIV/AIDS pool. The annual work plans and budgets for the 
implementation of activities with pooled funding will be based on the anticipated NSP currently 
under development.  The World Bank is making a significant contribution to development of the 
NSP through direct technical assistance and policy dialogue. In that dialogue, the Bank is 
emphasizing prioritization of activities and interventions based on the epidemiological 
characteristics of the epidemic, the evidence base for interventions and best practices identified 
in the Malawi context under previous financing.  At this stage, the draft NSP is an evolving 
document and the structure and number of components is in flux.  Therefore, for the purposes of 
this concept note, three (3) broad sub-components have been identified: i) prevention and 
behavior change; ii) treatment, care and support; and iii) impact mitigation.  This represents a 
reduction in complexity from the ongoing project which has seven (7) separate components. This 
component will also finance activities in support of program management, capacity building at 
the local, district and central level; multisectoral planning and implementation of sector-specific 
interventions; the implementation of the monitoring and evaluation framework which includes 
routine information collection, special surveys and operational research; strengthening of the 
coordination structures and mechanisms; and technical assistance on policy development, 
program coordination and mainstreaming. 
 
Component B1 – Prevention and behavior change: Given the overarching goal of reducing the 
incidence of HIV infections, this sub-component is assigned a very high priority both within 
component B and the overall project. Interventions in this priority area have been aimed at 
reducing the number of new infections through reduction in sexual transmission of HIV; 
PMTCT; blood and transfusion safety; and, by creating a supportive environment for HIV 
prevention. Over the past few years there has been a significant increase in the supply of most 
services, such as counseling and testing sites, the number and frequency of messages in the 
media, condom availability, treatment of STIs, post-exposure prophylaxis and PMTCT.  
Unfortunately, some services are not yet broadly available, such as male circumcision. Services 
such as condoms and STI treatments are occasionally subject to stock-outs, while others have 
low uptake, such as with HIV counseling and testing services –particularly by men and couples, 
and PMTCT. There are also some potential concerns about prioritization and targeting of 
interventions.  Much of this is being addressed in the context of the NSP drafting process and the 
Task Team will work with the client, HIV/AIDS pool donors and other stakeholders to ensure 
that the project addresses these weaknesses and increases overall program efficiency. For 
example, the Task Team plans to advocate for a significant increase in effort and resources 
directed toward reducing incidence of HIV in the southern part of the county, which is home to 
the vast majority of new infections; and programmatic and analytical activities that will facilitate 
the scale up of male circumcision, which together with PMTCT is one of two prevention 
priorities identified by the HIV and AIDs Department of the National Ministry of health. 

                                                 
2 Estimated dollar amount to be confirmed at project appraisal stage 



 

 

 
Voluntary medical male circumcision (VMMC) has been shown in both randomized control 
trials and observational studies to reduce a man’s risk of contracting HIV disease by 50-60%. 
When the proportion of circumcised men in the general population reaches a critical mass (about 
60-80%), such preventative benefits begin to accrue to women as well, making VMMC one of 
the most effective tools available to reduce the incidence of HIV, especially in countries with 
high levels of the disease.  If widespread adoption of MC occurs, scaling up safe MC programs 
to reach 80 percent of all adult and newborn males by 2015 would reduce the number of new 
adult HIV infections dramatically.  By 2025, under such circumstances, the total number of 
annual new infections should decline by 55 percent (i.e. from 70,000 to about 31,000), even in 
the absence of other evidence-based prevention interventions. Scaling up MC programs is 
expected to result in a further decline in new adult HIV infections to a level of about 15,000 in 
2025. 
 
Based upon an observed antenatal prevalence of 9.6 percent and an estimated 527,000 deliveries 
per year, 50,592 HIV-exposed infants are expected to be born in Malawi this year, out of which 
about 30 percent (or 15,177 infants) would be infected with HIV in the absence of PMTCT 
interventions.  While only 54 percent of pregnant women deliver in health facilities, 92 percent 
of pregnant women make at least one antenatal care (ANC) visit.  A strong national PMTCT 
program in Malawi has the potential to: (i) dramatically reduce new HIV infections in children; 
(ii) enroll many HIV-positive women and family members into care and treatment at an early 
stage of disease; and (iii) reduce maternal and child mortality by strengthening MCH service-
delivery platforms. 
 
Component B2 – Treatment, care and support: The two key interventions of this sub-component 
are anti-retroviral therapy (ART) and PMTCT. These interventions not only prolong the lives of 
PLWHAs, but also contribute significantly to the prevention of new infections by reducing viral 
loads in PLWHAs and decreasing vertical transmission of HIV from mother to child (25% of 
new infections are among children born to HIV+ women).  There still exist significant challenges 
with the integration of PMTCT and ART services into services provided by health facilities and 
community-based programs, low uptake of PMTCT packages by HIV+ pregnant women 
attending antenatal clinics and increasing the supply and demand for PMTCT services. 
Treatment activities will therefore focus on the facilitation of change in national ART policy to 
conform to new WHO guidelines (although it is not anticipated that the project will support the 
procurement of drugs, which are provided by other development partners) and PMTCT by 
making available pre-ART packages and nutrition support services in the context of ANC (See 
Component A). HIV+ mothers will also be encouraged and/or monitored to return for follow-up 
treatment postpartum as well as postnatal for their newborns. 
 
Mitigation: Mitigation services will include nutrition services for PLWHAs and possibly other 
forms of social support. 
 
4. Safeguard policies that might apply 
 
The project is Category B and triggers OP 4.01.  At a minimum, the project will require the 
preparation of a medical waste plan before appraisal.   A short ESMF may also need to be 



 

 

prepared to take account of environmental impacts of civil works.  The concept stage ISDS has 
been cleared. 
 
5. Tentative financing 
Source: ($m.) 
BORROWER/RECIPIENT 10 
International Development Association (IDA) 80 
Total 90 
 

6. Contact point 
Contact:  John Paul Clark 
Title:  Sr Technical Spec. 
Tel:   (202) 473-5805 
Fax:  (202) 473-8216 
Email:  jclark4@worldbank.org

 


