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Executive Summary
Introduction

Malawi has made remarkable strides in its fight against HIV/AIDS, preventing over 1 million new
infections since 2002 and reducing adult HIV incidence to 0.1% by 2023. These achievements,
including early attainment of the 95-95-95 UNAIDS Fast Track Targets and the 95% ART
coverage for HIV-infected pregnant women, underscore the country’s position amongst global
leaders in the HIV response. However, this progress has been heavily dependent on donor funding,
which accounted for 78% of the national HIV response in 2022, with only 22% financed
domestically, largely for health worker salaries.

As donor fatigue sets in and global HIV financing priorities evolve, Malawi faces a pivotal
challenge: transitioning from donor reliance to increased domestic financing, without undermining
access, quality, and efficiency of its HIV response. Ineffective management of this transition risks
reversing hard-won gains, with severe implications for public health and development. This HIV
Response Sustainability Roadmap provides a strategic framework to mitigate these risks,
strengthen systemic resilience, and secure Malawi’s progress, while ensuring a sustainable,
equitable, and integrated HIV response, amid shifting financial landscapes.

Methodology for the Roadmap (PART A)

The roadmap was developed through a multi-stakeholder participatory and inclusive process, led
by the Ministry of Health. A taskforce comprising bilateral and multilateral partners, civil society,
key population groups, and private sector actors provided technical guidance and coordination of
the process. A Steering Committee, including representatives from the Ministries of Health,
Finance, Education, Gender, Youth and Local Government, oversaw the process. The technical
process involved a review of legal, policy, and strategic frameworks, including the HIV Prevention
and Management Act (2018) and the National Strategic Plan for HIV and AIDS (2023-2027),
among others. A national HIV response assessment and co-development workshop; stakeholder
consultations, including with District Councils and Key Population Networks; and, a validation
workshop, informed the development process.

HI1V Response Sustainability Vision and Change Framework

The vision of the HIV/AIDS Sustainability roadmap is ""a healthy and prosperous nation free
from HIV and AIDS," with four core goals namely: 1) Increased domestic funding and improved
efficiency in HIV resource utilization; 2) Integrated HIV services within broader health systems
for improved efficiency, access and quality of service delivery; 3) Strengthened health systems to
ensure equitable, effective and efficient delivery of health and HIV services; and 4) Expanded
community-led interventions to reach key and vulnerable populations. Malawi will sustain and
build on the significant gains made in the fight against HIV and AIDS amid diminishing donor
support and shifting priorities, by fostering innovative, inclusive, and resilient strategies that
integrate domestic financing and empower communities. The roadmap has five sustainability
pillars namely; political leadership and governance, enabling legal and policy environment,
sustainable and equitable financing, services and solution, and strengthening health systems. The
following summary highlights the change framework for the roadmap.

Political Leadership and Governance:

Malawi’s governance framework faces persistent challenges that threaten the sustainability of its
HIV response, particularly in the context of donor fatigue and the potential withdrawal of external
funding. With over 95% of HIV financing historically sourced from donors, Malawi’s ability to
maintain effective coordination, transparency, and accountability is at risk as donors reduce their
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contributions. Weak inter-ministerial coordination, limited district-level capacity, and slow
decentralization exacerbate these vulnerabilities, hindering the integration of HIV efforts into
broader health policies and resulting in fragmented service delivery. Additionally, the proliferation
of uncoordinated civil society organizations (CSOs), often competing for limited resources,
undermines efforts to streamline service delivery and optimize resource utilization. The lack of
robust governance structures capable of independently managing the HIV response threatens long-
term efficiency and equity as donor reliance diminishes.

To address these structural inefficiencies, the roadmap prioritizes strengthening governance
mechanisms to create a resilient and self-reliant HIV response. Short-term actions focus on
leveraging political leadership to enforce critical accountability mechanisms, such as the 2% other
recurrent transactions (ORT) HIV allocation, and aligning governance structures to ensure a
unified approach. Medium-term strategies aim to institutionalize financial oversight frameworks,
improving transparency and efficiency in resource allocation at both national and district levels.
Long-term efforts emphasize empowering local councils with fiscal and operational autonomy,
equipping them with the capacity to manage HIV services sustainably.

Enabling Legal and Policy Environment:

Malawi has enacted progressive legislation, including the HIV Prevention and Management Act
(2018) and the Gender Equality Act (2013). However, punitive laws criminalizing same-sex
relationships, aspects of sex work, and drug use continue to create significant barriers for key
populations, while weak enforcement of gender equality laws exacerbates inequalities and
vulnerability of some sub-population groups. Without sustained external advocacy and financial
support, the government may deprioritize or hesitate to implement politically sensitive reforms
that are essential for sustaining progress in HIV prevention and treatment. This creates a
sustainability issue where inadequate legal protection and policies risk reversing gains, particularly
for marginalized groups.

To address these challenges, the roadmap emphasizes leveraging donor influence during the
transition period to secure commitments to legal reforms and foster domestic accountability. Short-
term priorities include advocating for the repeal of punitive laws, through high-level engagements
with government and civil society and integrating stigma-free pre-service training for healthcare
workers. Medium-term efforts focus on expanding gender-based violence focused interventions
and disseminating enabling laws at the grassroots level, to empower communities. Long-term
strategies aim to harmonize conflicting laws, ensuring a cohesive legal framework that promotes
equity and sustainability. Collectively, these reforms will build a policy environment that not only
sustains HIV progress, but also strengthens local ownership as donor influence diminishes.

Sustainable and Equitable Financing:

Malawi’s over-reliance on external funding for its HIV response, coupled with persistently low
GDP per capita and limited fiscal space, present a formidable sustainability challenge. Government
per capita annual spending on health remains critically low, reflecting the country’s constrained
fiscal capacity. Accommodating donor-supported interventions—particularly in areas such as
ART, prevention, and healthcare infrastructure—will remain an immense challenge without
significant, sustained economic growth. Domestic allocations to health, at approximately 10% of
national budget, consistently fall short of the Abuja Declaration target of at least 15%,
underscoring the health budget prioritization challenge in the national budget. Even achieving the
target allocation would provide limited relief in the face of donor support withdrawal, given the
low absolute levels of domestic revenue. These structural constraints intensify the system’s
vulnerability to external financial shocks and limit the government's ability to absorb donor-funded
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programs into domestic systems. Furthermore, competing demands for scarce public resources,
such as education and infrastructure, add pressure, leaving the HIV response heavily reliant on
external funding to sustain its progress.

The roadmap outlines a comprehensive approach to address these challenges, emphasizing both
revenue generation and resource allocation and utilization efficiency. Short-term priorities include
enforcing the 2% ORT HIV allocation and implementing innovative financing mechanisms, such
as health-specific taxes, earmarked revenues, and public-private partnerships (PPPs). These efforts
are designed to bridge immediate funding gaps, while stimulating domestic contributions.
Medium-term strategies focus on integrating donor funds into the national health financing
architecture under the "One Plan, One Budget, One Report" principle, to reduce fragmentation and
improve coherence. Long-term measures aim at expanding fiscal space by strengthening tax
collection systems, institutionalizing co-financing agreements, and enhancing public financial
management, to ensure efficient allocation and utilization of resources. By addressing
inefficiencies, diversifying funding streams, and prioritizing high-impact investments, these
strategies aim to reduce Malawi’s dependency on external funding and establish a resilient
financial foundation, capable of sustaining the HIV response in the face of economic and donor
transitions.

Services and Solutions:

While Malawi has made substantial progress in scaling up ART coverage and achieving high levels
of viral suppression, significant challenges persist in ensuring sustainable HIV treatment and
expanding prevention programs. Key populations and rural communities face limited access to
tailored interventions, while structural barriers like stigma, discrimination, and poor infrastructure
exacerbate inequities. Interventions addressing these limitations have been developed and
implemented beyond the mainstream public service delivery system. The growing number of
people living with HIV (PLHIV) on lifelong ART creates sustainability pressures, as maintaining
uninterrupted treatment and care for an aging population, with rising non-communicable disease
(NCD) burdens, requires integrated and resilient service delivery systems. Additionally,
prevention interventions, such as PrEP, voluntary medical male circumcision (VMMC), and
condom distribution, almost fully rely on external financing and are inadequately integrated into
the broader health systems.

To address these challenges, the roadmap emphasizes a strategic shift towards integrating HIV
services with broader health platforms, while strengthening community-led interventions. Short-
term strategies include scaling up differentiated service delivery (DSD) models, such as multi-
month ART dispensing, and expanding access to combination prevention tools like PrEP, VMMC,
and the Total Market Approach (TMA) for condoms. These measures aim at enhancing access and
retention, while optimizing resource use. Medium-term actions focus on integrating community-
led programs with facility-based care, improving linkages between community and clinical
systems, and addressing systemic barriers to service delivery, including stigma and discrimination,
and inadequate infrastructure. Long-term efforts prioritize integrating HIV services with NCD and
maternal and child health (MCH) platforms to create holistic, sustainable systems, capable of
adapting to changing epidemiological dynamics. By strengthening coordination between
community and facility-based services and embedding HIV interventions into national health
strategies, these solutions seek to propagate treatment gains and ensure prevention coverage in the
face of declining donor support.



Strengthening Health Systems.

One of the hallmarks of Malawi's globally recognized HIV and AIDS program is the robust
systems that underpin its success. These include systems for planning, monitoring, evaluation, and
learning (PMEL); financial management; procurement, supply chain management and logistics;
and, service delivery leadership and oversight. These systems have been largely enabled and
sustained by donor financial and technical support, creating parallel mechanisms that operate more
effectively than the broader health system. While the integration of HIV and AIDS systems into
mainstream health systems is a national priority, significant challenges related to feasibility,
capacity, and political economy must be addressed to avoid undermining access, quality, and
efficiency.

To address these challenges, the roadmap outlines a phased, systems-focused approach that
prioritizes strengthening workforce and health system equipment and infrastructure capacity,
while ensuring effective integration. Short-term strategies emphasize transitioning donor-
supported health workers to government payrolls, aligning remuneration across funding sources
to promote equity, and establishing a Logistics Management Unit (LMU) to govern integrated
supply chain systems. Enhancing the functionality of the Central Medical Stores Trust (CMST)
and ensuring consistent availability of essential medicines are also critical priorities to maintain
service delivery continuity.

Medium-term strategies focus on leveraging digital health technologies to improve efficiency and
integration. This includes scaling up interoperable health information systems (HIS) to facilitate
data-driven decision-making, reduce duplication, and integrate HIV/AIDS services into broader
health platforms. Investments in community-level digital solutions, such as the Integrated
Community Health Information System (iCHIS), aim at enhancing service delivery, monitoring,
and patient outcomes. Long-term strategies focus on the development of resilient health
infrastructure, capable of supporting integrated, high-quality services, including HIV, maternal
and child health, and non-communicable diseases. Strengthening supply chain infrastructure
through regional hubs and digital tracking systems will improve efficiency and reduce wastage.

Conclusion

The HIV Response Sustainability Roadmap provides a strategic blueprint for sustaining Malawi’s
HIV progress, while reducing donor dependency. By focusing on strengthened political leadership,
sustainable financing, integrated service delivery, and resilient health systems, the roadmap sets a
clear path for Malawi to maintain its leadership in HIV response, while aligning with broader
health reforms under the HSSP III. Achieving these goals will require continued collaboration
among government agencies, development partners, civil society, the private sector and
community structures. If fully implemented, the roadmap will ensure a sustainable, resilient health
system and contribute to Malawi’s goal of ending AIDS as a public health threat by 2030.



1. Introduction

Over the past two decades, Malawi has made significant progress in the fight against HIV/AIDS.
Through comprehensive national efforts and strong support from global partners and Civil Society
organizations (CSO), the country has significantly reduced new HIV infections and AIDS-related
deaths, improving health outcomes for people living with HIV (PLHIV).

ART coverage among HIV infected pregnant women for PMTCT was estimated at 95% in 2023.
Driven by the high levels of population viral suppression, HIV incidence in adults (15-49 years)
has declined to 0.1% (1 new infection in 1,000 adults in 2023). Before this background of
significantly decreased incidence, primary prevention interventions, offered as combination
prevention packages, have been targeted geographically and for population groups with elevated
vulnerability and risk to maximize impact and cost-effectiveness (sex workers, men who have sex
with men (MSM), transgender, people who inject and use drugs (PWIUD) and adolescents and
young people).

Malawi's HIV response has relied heavily on international development partners including the
Global Fund and United States President’s Emergency Plan for AIDS Relief (PEPFAR), which
accounted for 78% of the national HIV response in 2022, with only 22% financed domestically,
largely for health worker salaries' Meanwhile, global trends show decreasing donor support for
HIV programs and health, overall. This highlights the urgent need to boost local health
investments.

This HIV Sustainability Roadmap defines the framework for actionable strategies to sustain and
build upon achievements in HIV prevention, treatment, and care. It addresses the critical
dependence on unpredictable donor funding and persistent gaps in domestic financing. The
roadmap emphasizes the importance of strong political leadership, enhancing domestic resource
mobilization, simplification and improved efficiency from integrating HIV services into the
essential services, and ensuring efficient program management across government and
development partners.

Together, these efforts provide a comprehensive plan to secure the health and well-being of future
generations. Crucially, the roadmap aligns with the sustainability objectives outlined in the Health
Sector Strategic Plan IIT (HSSP III: 2023-2030) and is bolstered by the 11 transformative HSSP
III reforms currently underway, positioning Malawi to lead a robust and resilient HIV response
well into the future.

2. Methodology
2.1 Coordination and Management Structure

The development of the HIV Response Sustainability Roadmap began with the establishment of a
robust coordination and oversight structure to guide the process. A multi-sectoral taskforce,
comprising of the Ministry of Health [MoH- Planning and Policy Development Directorate
(DPPD); Department of HIV and AIDS (DHA)]; National AIDS Commission (NAC); Multi-
lateral partners; Bi-lateral partners; Network for PLHIV; Key Population (KP) networks; Private
Sector and, Network of CSOs, was set up to manage the technical aspects of the process. The
DPPD served as the secretariat, and the taskforce was co-chaired by the DPPD, DHA and NAC.

I'NASA 2024, MoH



To ensure strategic direction and policy oversight, an inter-ministerial Steering Committee was
established, comprising representatives from the Ministries of Health, Finance, Education, Local
Government, Youth and Gender. This committee was responsible for process oversight, policy and
strategic direction, as well as approving the final roadmap.

2.2 Technical Process

The methodology for developing the HIV Response Sustainability Roadmap Part A was guided
by the 2024 UNAIDS HIV Response Sustainability Roadmap Part A Companion Guide, which
clearly outlines the steps to be undertaken by countries when developing HIV Sustainability
Roadmaps. This process involved a review of existing legal, policy, and strategic frameworks,
including the HIV Prevention and Management Act (2018), other relevant legal instruments,
Health Sector Policy (2018), the HSSP III, HIV and AIDS Policy (2022), National HIV and AIDS
Strategic Plan (NSP-2023-2027), and the HIV Prevention Framework (2023-2030), among others,
to identify gaps and areas requiring strengthening for long-term sustainability. The five
sustainability domains, namely Political Leadership and Governance; Enabling Legal and Policy
Environment; Sustainable and Equitable Financing; Services and Solutions; and, Systems were the
main thematic areas that guided the information gathering process. This was then analyzed into
the following sub-themes under each of the domains: the current status, achievements, challenges
and gaps, strategies in place to address the challenges and gaps, and opportunities for
sustainability.

The process officially commenced in June 2024 with a taskforce meeting, where the scope of work,
timelines, and the need for technical assistance were discussed and agreed upon. In October 2024,
two consultants— Mr. Davie Kalomba (Team Lead and Biomedical Consultant) and Dr. Dominic
Nkhoma (Health Economist/Planner) were engaged to facilitate and drive the process forward.
Another task force meeting was held in October 2024, which deliberated on the national vision,
high-level outcomes, key challenges, barriers and priorities.

The first stakeholder engagement was facilitated through the HIV response assessment, using the
Joint United Nations Program on HIV/AIDS (UNAIDS) Sustainability Assessment Tool v1.5.
This was conducted in November 2024 and participants were drawn from the key constituencies
outlined earlier. This also served as a co-development workshop with implementers, where
prioritized high-level outcomes and pathways to address the challenges, barriers and risks were
explored, focusing on integrating HIV services with broader health systems, reducing donor
dependency, and enhancing domestic resource allocation and utilization. Another stakeholder
engagement meeting, involving district councils and key population organizations, was held in
December 2024 and participants were provided an opportunity to identify challenges, barriers,
opportunities, and pathways to address them at implementation level.

Following these engagements and the assessment, a draft HIV Response Sustainability Roadmap
was developed and shared with all stakeholders for their review. A stakeholder validation meeting
was held in January 2025, after which the roadmap was finalized for endorsement by the Steering
Committee, and subsequent approval by the MoH Senior Management Team.



3. The Global and Country Context
3.1 Economic Situation and Health Financing

Over the past decade, the global economy has faced a series of challenges. The global economy
grew at an average rate of 2.7% per year between 2010 and 2019, with fluctuations caused by
regional recessions and declining trade volumes (WorldBank, 2023). The 2008 financial crisis,
prolonged economic stagnation in various regions, and most recently, the COVID-19 pandemic,
have led to budget constraints and fiscal austerity in many countries. As a result, governments have
had to make difficult spending decisions including on Oversees Development Assistance (ODA)
on health, which in fact, has been on the decline (only masked by the COVID 19 financing since
2020)°.

Donor financing continues to play a crucial role in the global HIV response, with major
contributors including the Global Fund, the PEPFAR, and the UNAIDS. Collectively, these
organizations have channelled billions of dollars to support HIV prevention, treatment, and care
across low- and middle-income countries. For instance, between 2010 and 2020, PEPFAR alone
contributed approximately USD100 billion to combat HIV/AIDS globally3. The evidence of
plateauing development assistance suggests need for countries with heavy donor dependence on
health and HIV/AIDS financing to rethink the sustainability of donor financed interventions.

Malawi’s economy has performed dismally since 2011/12. The Gross Domestic Product (GDP)
per capita in 2023 was USD554, and according to the World Bank, 70% of the population lived
on less than USD2.25% The economic growth is inadequate to create the much-needed fiscal space.
In 2023, the economy grew by a modest 1.5%. As a result of low GDP per capita, Malawi’s ability
to finance health has been limited, with per capita total health expenditure (THE) remaining under
USDA40 since 2010, causing serious health financing gaps across Health Sector Strategic Plans
since 2011°. As a consequence, Malawi’s health sector continues to rely heavily on off-budget
development assistance, with donor funds accounting for approximately 54.5% of THE.
Coordination and governance of these investments has been challenging and resulted in serious
fragmentation with 166 financing sources and 265 implementing partners.® This has led to an
ongoing reform of “One Plan, One Budget and One Report” that aims to achieve a sector wide
focus taking into account the need to strength public financial management (PFM) systems at all
levels.

2 https://data.one.org/data-dives/the-troubling-hidden-trend-in-health-aid/

3 https://www hiv.gov/federal-response/pepfar-global-aids/pepfar

4World Bank ttps://databankfiles.worldbank.org/public/ddpext_download/poverty/987B9C90-CBIF-4D93-AERC-
750588BF00QA/current/Global POVEQ MWIL.pdf

5 https://dms.hiv.health.gov.mw/dataset/malawi-health-sector-strategic-plan-iii-hssp-iii

¢ Sharma L, Heung S, Twea P, Yoon I, Nyondo J, Laviwa D, Kasinje K, Connolly E, Nkhoma D, Chindamba M,
Tebeje MT, Brady E, Gunda A, Chirwa E, Manthalu G. Donor coordination to support universal health coverage in
Malawi. Health Policy Plan. 2024 Jan 23;39(Supplement 1): i118-i124. doi: 10.1093/heapol/czad102. PMID:
38253443; PMCID: PMC10803193.
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Table 1: Key health financing indicators (2022)

General indicators

Population 20.4 million
GDP per capita (constant 2015 US$) $554.20
Income classification Low
Health financing Average 2017-2022
Per capita total expenditure on health (US$) $39.90
Government per capita THE (US$) $9.60

THE as % of gross domestic product 8.80%
Government expenditure on health as % of THE 24.10%
Donor expenditure on health as % of THE 54.50%
Government THE as % of total government expenditure 8.40%
Total private health insurance spending as % of THE 9.10%

OOP on health as % of THE 11.90%
Total expenditure on primary healthcare as % of THE 39.70%
Percentage of THE pooled under government financing scheme | 40.30%
Percentage of THE managed by government agents 39.40%
Percentage of THE spent on HIV/AIDS 40.00%

Notes: THE denotes total health expenditure; OOP denotes out-of-pocket. Source: National
Health Accounts (2022)

3.2 Implications for Future Financing of HIV/AIDS

In its 2024 report “The Urgency of Now: AIDS at a Crossroads”, the UNAIDS has warned that
without increased investments, the progress made over the past two decades could be undermined,
with the number of people who will need life-long support potentially rising to 46 million
(compared to 39.9 million in 2023) by 2030, if current funding gaps are not addressed.” Malawi’s
economic fragility underscores the critical need for a coordinated approach to address the financial
sustainability of its HIV response. Additionally, the Global AIDS Strategy for 2021-2026
emphasizes the importance of political leadership and the need for countries to take ownership of
their HIV responses to reduce dependency on external donors. This approach not only ensures a
more sustainable HIV response, but also strengthens the whole health system, contributing to
broader health goals and Universal Health Coverage (UHC).

3.3 HIV/AIDS Context

Malawi has achieved substantial progress in its HIV response. Between 2010 and 2023, the annual
number of new HIV infections and AIDS deaths declined by 76% and 69%, respectively. Child
infections declined by 85% from 15,300 to 2,300 over the same period (See Figure 1).

"https://www.unaids.org/en/resources/presscentre/pressreleaseandstatementarchive/2024/july/20240722 _global-aids-
update

11


https://www.unaids.org/en/resources/documents/2024/global-aids-update-2024

Figure 1: Annual new HIV infections and AIDS deaths 2010-2023
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The HIV program has prevented an estimated 1,051,000 HIV infections between 2002 and 2023, ;
63% of this impact came from adult antiretroviral therapy (ART), 17% from condoms, 12% from
prevention of mother to child transmission (PMTCT), 6% from voluntary medical male
circumcision (VMMC), 2% from child ART and <1% from pre-exposure prophylaxis (PrEP).8
ART and PMTCT coverage have stabilized at very high levels over the last years.’

The drop in new infections was largely driven by the dramatic decline of untreated PLHIV with
unsuppressed viral load. This group is the source for all new infections, both sexually and vertically
(from mother-to-child). Due to successful ART scale-up and treatment regimen optimization, the
number of unsuppressed PLHIV declined from 706,000 in 2010 to 139,000 in 2023 (See Figure
2).

82024 Malawi Goals Model analysis for impact and cost-effectiveness of HIV interventions. MOH, NAC, Avenir
Health
9 2024 Malawi Spectrum model estimates for the year 2023. MOH, NAC, UNAIDS
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Figure 2: PLHIV by viral load suppression status 2010-2023
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A 2023 modeling study of HIV incidence trends showed that the transmission rate from untreated
adults has remained stable throughout 2000-2021.'° Throughout this period, untreated men were
3.9-times more likely to transmit HIV than untreated women. There was no indication that other
prevention measures reduced transmission rates during this period.

In 2023, HIV incidence in the general population was 0.11% (men and women, 15-49 years).
Young women (20-29 years) were estimated to have the highest incidence (0.2%) in 2023, albeit
at much reduced overall levels compared with previous years. New HIV infections have continued
to decline from 14,500 in 2023 to 13,000 in 2024. In 2024, 7,300 (56%) of new infections were
among women 15+ years, 4,000 (31%) among men 15+ years and 1,700 (13%) among children
0-14 years from vertical transmission. Adolescent Girls and Young Women (AGY W) 15-24 years
accounted for 3,500 (27%) of all new infections. Although relatively small, key and vulnerable
populations continue to be disproportionately affected by HIV. KP include sex workers, MSM,
PWUID and transgender. Incidence remained higher in female sex workers (FSW) (7.7%), MSM
(0.5%), trans gender (0.5%), and PWIUD at 1.1%, respectively.

The country has also made notable strides in reducing mother-to-child transmission, achieving
rates below 2.1% at six weeks and 6.5% at the end of the breastfeeding period, which is a
significant milestone in the national effort to eliminate paediatric HIV. These achievements have
facilitated early attainment of the UNAIDS Fast Track targets: 95% of PLHIV knew their status;

10" Wolock et al. 2023 https://doi.org/10.1101/2023.02.02.23285334
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95% of those diagnosed with HIV were on treatment; and 95% of those on treatment were virally
suppressed by 2023.

Despite the significant gains registered in the response to the pandemic, HIV was estimated to
remain the leading cause of disability adjusted life-years lost in 2021!'!. As Malawi strives to
sustain its achievements, there is an urgent need for a strategic approach that ensures the long-term
sustainability of HIV programs and services.

Adult (15+ years) HIV prevalence was estimated at 7.7% for 2023.!% Prevalence remained
higher among women (9.2%) than in men (6.0%). About 1 million people were living with HIV.
HIV prevalence is closely correlated with population density in Malawi. In 2024, two-thirds of all
PLHIV and all new HIV infections were located in the densely populated southern districts
(Blantyre, Chiradzulu, Mulanje, Phalombe, Mangochi, Thyolo, Zomba, Chikwawa) and in the
rapidly growing capital city of Lilongwe.

While treatment cascade targets have been met for adults, child treatment indicators remain
unsatisfactory. By the end of 2023, an estimated 87% of 51,000 children living with HIV (CLHIV)
had been diagnosed, 83% of whom were on ART and 84% of children on ART had achieved VL
suppression. This implies a treatment gap of about 20,000 CLHIV who were not virally
suppressed. The key programmatic challenges for child treatment are related to diagnosis (case-
finding) and medication adherence. Due to the rapid decline in new child infections over the last
15 years, over half of the estimated 51,000 CLHIV in 2023 were 10-14 years old. Most of these
were infected more than a decade ago during the breastfeeding period. Disease progression is much
slower in such children compared with perinatally infected infants.

Among the long-term survivors, many are thought to have grown up with few clinical symptoms,
making identification through facility-based testing very challenging. The 2020 transition to
dolutegravir-based regimens for all children has resulted in a marked improvement of VL
suppression rates from around 65% to 85% due to the more “forgiving” nature of this regimen.
However, unavailability of a single-pill once-daily formulation for children under 30kg, coupled
with weak care-giver support and a challenging home environment continues to pose significant
challenges for daily medication adherence for many of these children.

Malawi’s HIV response comprises several critical components, each playing a vital role in
combating the pandemic:

e Treatment and Care: Malawi has significantly scaled up its antiretroviral therapy (ART)
program, achieving the 95% coverage among diagnosed PLHIV by 2023. Adherence
initiatives and community-based support systems have further contributed to maintaining
high levels of treatment adherence and viral suppression. Differentiated service delivery
models have also facilitated improved and sustained access to treatment and monitoring of
outcomes.

e Integration with Broader Health Systems: Efforts to integrate HIV services with
maternal and reproductive health, tuberculosis (TB) care, and non-communicable disease

! Global Burden of Disease 2021. Institute for Health Metrics and Evaluation 2024. https://vizhub.healthdata.org/gbd-
compare/
122024 Malawi Spectrum and Naomi model estimates. MOH, NAC, UNAIDS
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(NCD) management have improved service delivery, ensuring that PLHIV receive holistic
and continuous care.

Strengthening Health and Community Systems: There have been ongoing efforts to
improve the human resources development, recruitment, deployment and retention of
health workers, including multi-skilling of various cadres to address HIV service needs.
The MoH and partners have over the years worked together to improve governance and
operational frameworks and information management systems to improve efficiency and
management of the procurement and supply chain management system for the health
sector.

Infrastructure improvement, procurement and routine maintenance of equipment have been
important elements of quality of care and access to services improvement efforts. The MoH
has also progressively invested in innovative technologies to improve efficiency in
laboratory diagnosis and HIV sample, as well as essential health commodities and products
transportation. Digital health technology improvements have also been incrementally
improved to enhance disease surveillance and program performance monitoring.

Community-led organizations and peer networks continued to play a crucial role in
reaching marginalized groups, raising awareness, and providing support for treatment
adherence. These groups are vital in addressing stigma and discrimination, which remain
significant barriers to accessing HIV services.

Strengthening Social Enablers: Apart from the rights and freedoms guaranteed by the
Malawi Constitution, there are a number of other legislative instruments (discussed in
detail under section 5.2 below) that support attainment of equitable access to HIV and
related services, access to redress for those whose rights have been infringed and creation
of stigma free health care delivery environments. These are also complemented by sector
specific policy and strategic frameworks, including for social protection (also discussed in
detail under section 5.2 below), that support the general, key and vulnerable population
groups. There are also a number of community structures that aim at protecting the rights
of children, women, girls, including those living with HIV. They also service as immediate
points of call for referral and linkages to appropriate services.

Malawi’s HIV response faces several critical challenges that threaten the sustainability of current
programs and these include:

Funding and Resource Constraints: The country remains heavily dependent on external
donor funding. The 2024 Global AIDS Monitoring Report for Malawi showed that in 2023,
about 98% of total AIDS spending was contributed by PEPFAR (62%) and the Global Fund
(35%) alone, underscoring the significant challenge to sustaining the HIV response.
Service Delivery and Health System Barriers: Limited workforce capacity (in terms of
numbers and skills, including for KP service delivery), infrastructure limitations, and
logistical challenges have hindered the efficient delivery of HIV services, particularly in
remote and underserved regions. The emerging climate change related disasters, such as
cyclones, flooding and landslides, as well as disease pandemics pose a significant threat on
the health and community systems’ resilience to sustain delivery of routine HIV services,
especially ART and prevention interventions.

Stigma and Discrimination: Stigma and discrimination remain major obstacles to
accessing HIV services, particularly for key populations. Despite efforts to address these
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issues, social and cultural barriers continue to deter individuals from seeking HIV testing
and treatment services.

e Adherence and Retention in Care: Maintaining high levels of ART adherence and
retaining patients in long-term care are ongoing challenges. Factors such as stigma and
discrimination, side effects, logistical barriers and lately natural disasters and pandemics,
often lead to interruptions in treatment, which can compromise the overall effectiveness of
the HIV response.

4. HIV Sustainability Vision and Goals
The vision of the HIV Response Sustainability Roadmap fully aligns to the HIV NSP and remains:

“To achieve a healthy and prosperous nation free from HIV and AIDS.’

This also aligns, and contributes to the UNAIDS Global Strategy’s goal ‘to end AIDS as a public
health threat by 2030°. The Malawi Roadmap aims at achieving four main goals and these are:

i)  Improved domestic funding and enhanced efficiency in utilization of HIV program
resources;

ii) Integrated HIV services within broader health systems to improve efficiency, access and
quality of service delivery;

iii) Strengthened systems for health that facilitate equitable, effective and efficient delivery
of health and HIV services; and,

iv) Strengthened community-led interventions to reach key and vulnerable populations.

By leveraging political leadership to mobilize both domestic and international resources, ensuring
efficiency in utilization, and ensuring equitable access to integrated high-quality services, Malawi
can secure a sustainable future for its HIV response. This approach will not only continue to save
lives and control the epidemic but will also contribute to a stronger and resilient health system,
better resource allocation, and progress towards UHC. Achieving these goals will require
coordinated efforts between government agencies, local communities, healthcare providers, and
international partners, ensuring that resources are effectively managed, and services are accessible
to all Malawians. The Roadmap will therefore commit political and government leadership to
influence actions of both national and international actors to mobilize resources that can support a
more sustainable HIV response.

5. HIV Sustainability Roadmap and Change Framework

This chapter synthesizes the key findings under each sustainability domain by analyzing the
current status, key challenges and barriers that are likely to affect the HIV response gains and
sustainability beyond the year 2030. This leads into outlining of the prioritized high-level
outcomes and strategies/pathways to achieve sustainability under each sustainability domain.
These high-level outcomes were largely drawn from existing strategic frameworks, such as the
HSSP III, the NSP and HIV Prevention Framework. This followed a prioritization process of the
program elements of the HIV response, guided by the Sustainability Assessment Tool. The
strategies/pathways were extensively discussed among stakeholders outlined above and prioritized
based on existing evidence of impact and consensus.
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5.1 Political Leadership and Governance
5.1.1 High-level Leadership and Advocacy

Malawi’s HIV/AIDS response has long benefitted from strong political will and leadership
Recognizing the multi-dimensional nature of both the HIV pandemic and its impact, Government
raised the profile of the leadership and oversight role, by initially placing it under the Office of the
President and Cabinet (OPC), where a fully-fledged Nutrition, HIV and AIDS Department was
domiciled. In the interest of integration, streamlining and operational efficiency, the function was
moved to the MoH, and the roles and responsibilities were consolidated under the DHA. The
country also has a national multi-sectoral HIV coordinating agency, the NAC, that has been in
existence over the past two decades and its role was further enhanced through enactment of the
HIV Prevention and Management Act (2018). High-level leadership has also been evident through
the Malawi HIV and AIDS Partnership Forum (MPF), which is the highest mutual accountability
and decision-making platform for the national response, and the Global Fund Country
Coordinating Mechanism (MGFCC), whose secretariat is housed under the Ministry of Finance
and chaired by the Secretary to the Treasury.

Apart from institutionalizing and supporting the above outlined structures, the country’s political
leadership has been evident through presiding over high-level advocacy, as well as major HIV
donor events, such as Global Fund grant signing ceremonies, at ministerial and the President’s
office level. In addition, Malawi has several political platforms that are championing the
engagement of the civil society on sustainable financing of health, for example, through the
Parliamentary Committee on HIV and Nutrition, which has been merged with the Parliamentary
Committee on Health.

In addition, Government institutionalized implementation of HIV and AIDS Workplace programs
in all ministries, departments and agencies, and put in place a policy to allocate 2% of Other
Recurrent Transaction (ORT) funding towards HIV and AIDS interventions that include HIV
prevention interventions.

5.1.2 Challenges and Barriers

Despite existence of well-established institutional leadership structures, gaps remain in aligning
HIV-related efforts with broader health policies and governance structures. Governance structures
at both the national and district levels are often weak, leading to inefficiencies in service delivery
and resource management. For example, recent assessments indicate that most of district health
offices report difficulties in managing budgets and coordinating services, due to limited
administrative and technical capacity. Furthermore, the decentralization process, which is intended
to empower local councils to take a more active role in managing health services, has been slow
to fully materialize. Although the decentralization policy has been in place for over a decade, local
councils often have inadequate capacity, authority, and resources to manage HIV services
effectively, resulting in inconsistent service quality across regions!>.

Weak inter-ministerial coordination between the Ministries of Health, Gender, Education, Youth,
and Finance, outside the budget process, can impede critical policy reforms. In addition, the

13 https://www.unicef.org/esa/media/11161/file/UNICEF-Malawi-NLGFC-IGF-%20Fiscal-Decentralisation-
Situational-Analysis-2022.pdf
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absence of streamlined accountability structures across national and local levels could lead to
inefficiencies in governance and service delivery. On the other hand, there is a proliferation of
networks of CSOs, competing in the HIV and AIDS, and related conditions space, usually
motivated by resource mobilization objectives for their relevance and existence. This poses a threat
to the already well established and recognized constituency-based network organizations, in terms
of resource mobilization and membership. CSOs remain a critical partner in the HIV space at all
levels. Therefore, their coordination mechanisms need to be streamlined and strengthened, in order
to minimize duplications and multiple accountability lines from network affiliate organizations.

There is therefore need for stronger governance at the district level, particularly in terms of
engaging local councils and leadership in the planning and delivery of HIV services. This involves
increasing local ownership of HIV programs and ensuring that district-level health systems are
adequately resourced and supported. For instance, empowering district councils to manage their
budgets independently, coupled with comprehensive training in health service management, could
improve local accountability and responsiveness.

To improve political leadership, it is essential that Malawi rationalizes existing frameworks for
coordination and strengthens multisectoral governance. This will require not only sustained
political commitment at the national level, but also greater accountability from district and local
governance structures.

High Level Outcomes

i) Enhanced political leadership, governance and coordination mechanisms to ensure that multiple

sectors work collaboratively towards shared goals.

ii) Strengthened financial accountability mechanisms for the sustainability of Malawi's HIV response.

iii) Streamlined CSO structures for a more integrated HIV response.

Short-term strategies/pathways Medium-term Long-term

(1-3 Years) strategies/pathways strategies/pathways
(3-5 Years) (6+ Years)

e Advocate for a strong, sustained, and

visible role of political leaders in the
HIV response at the national and
subnational levels consistent with
Malawi’s global commitments to end
the HIV epidemic by 2030.

Strengthen the coordination and
implementation of the response to the
HIV and AIDS epidemic at national
and sub-national levels in line with the
3 Ones Principle.

Strengthen the governance system of
institutions and offices responsible for
managing the HIV and AIDS response
in line with the provisions of the HIV
and AIDS Prevention and
Management Act of 2018.

e Enhance HIV response
sustainability at national and
local levels, by introducing
accountability for Controlling
Officers to the OPD at the
national level, and to the
District Commissioners (DC)
at the district level.

e Strengthen capacity for
district health officials for
effective management of the
HIV response at that level.

¢ Improve monitoring,
enforcement and
accountability of the 2%
ORT HIV budget allocation
across all ministries,

e Ensure autonomy
of local councils by
allocating necessary
resources to
manage health
services.

e Improve the fiscal
capacity of
decentralized
structures.
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e Strengthen capacity for district health departments and agencies, as
officials for effective management of well as local councils.
the HIV response at that level.

e Improve monitoring, enforcement and
accountability of the 2% ORT HIV
budget allocation across all ministries,
departments and agencies, as well as
local councils.

5.2 Enabling Legal and Policy Environment
5.2.1 Legal, Policy and Strategic Frameworks

Malawi has a strong Constitution and progressive laws, such as the HIV and AIDS Prevention and
Management Act (2018), which protects people living with HIV from stigma and discrimination,
as well as facilitate HIV prevention efforts. The HIV Prevention and Management Act has strong
anti-discriminatory provisions that re-enforce the protection of basic human rights enshrined in the
Constitution. Other important legal instruments in this regard include the Gender Equality Act
(2013); Prevention of Domestic Violence Act (2006); Marriage, Divorce and Family Relations Act
(2015); Deceased Estates (Wills, Inheritance and Protection) Act (2011); and, Trafficking in
Persons Act (2015). Another key milestone in the legal arena was the declaration as
unconstitutional of the ‘Rogue and vagabond’ clause of the Penal Code by the High Court of
Malawi- a provision that was previously used to arrest sex workers.

There are also policy and strategic frameworks that offer a basis for addressing barriers and
protecting rights in the HIV response and these include the National Health Policy 2018 — 2030,
National HIV and AIDS Policy (2022), Sexual and Reproductive Health Rights Policy (2017),
National Gender Policy 2015, HSSP III (2023-2030), the NSP (2023-2030), the HIV Prevention
Framework (2023-2030), and National Action Plan Against Rape and Defilement (2020-2025).
The review of the 1991 National Drug Control Policy provides an opportunity to improve services
for people who use drugs.

The HIV response has also allowed key constituencies space to participate in national policy
dialogue and other national advocacy processes. KP, youth and PLHIV constituencies are well
represented in all key HIV decision-making bodies at the national level. Several strong KP, youth
and PLHIV CSOs are able to engage national authorities in policy dialogue and advocacy,
including challenging punitive laws and policies, to ensure that services are being accessed by the
everyone.

5.2.2 Challenges and Barriers

The major challenge is to ensure that these pieces of legislation are effectively enforced and that
the policies and strategies are fully implemented. There is limited legal awareness and access to
justice, with the situation more pronounced at the grassroots level. While there are a number of
legal instruments that could advance HIV prevention, care and support services, legal and social
barriers persist for KPs. Same-sex relationships are still illegal in Malawi, punishable by up to 14
years imprisonment. Certain aspects of commercial sex work are also illegal. Drug use or
possession for personal use is criminalized. Current policies prohibit the distribution of condoms
and PrEP in prisons.
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The Government of Malawi has not endorsed the Southern Africa Development Community
(SADC) Protocol on Comprehensive Sexuality Education, a framework that would facilitate
effective mainstreaming of this intervention in schools. There is also a growing anti-rights
movement in the country, especially from religious and some social circles that has made the
government hesitant to act on critical issues, such as repealing laws that criminalize key
populations. KP-led organizations also face challenges when registering under the NGO Act. All
these factors potentially leave these sub-populations underserved.

Harmful gender and social norms, and inadequate enforcement of mandatory school enrollment
for girls perpetuate gender inequalities. Furthermore, fragmented disaster-response coordination
and limited HIV-responsive social protection mechanisms leave the vulnerable populations,
including women and girls, unprotected during crises, exposing them to a higher risk of HIV
infection.

There has been slow progress in sensitizing health care workers and other social service providers
about rights of key populations, in order to effectively deliver integrated services to them. A large
proportion of health facilities do not deliver KP-responsive services, with limited training for
healthcare workers, and insufficient community-level awareness campaigns. As a result, stigma
and discrimination against KP is still unacceptably high. This is also compounded by high levels
of self-stigma among KP. In addition, many of the human rights trainings and other initiatives to
reduce stigma and discrimination, and gender-based violence (GBV) are limited to donor-funded
programs, which in itself limits sustainability.

There is also general limited institutional and governance capacity for KP organizations that affect
their potential to plan, implement and sustain impactful programs. Unlike at the central level, there
is both weak involvement and capacity of KP, youth and PLHIV representation at district and
lower levels to meaningfully influence resource allocation and program implementation.

The delay in repealing punitive laws may worsen health outcomes for criminalized populations.
Inconsistent application of gender equality laws could undermine progress in addressing GBV,
which is a significant risk factor for HIV transmission and infection. Persistent stigma and
discrimination may discourage KPs from accessing HIV services, and weak mechanisms for
disseminating legal frameworks at the community level could hinder meaningful engagement,
knowledge and informed decision-making at that level. Resource constraints, especially
insufficient investments in AGY W-specific programs, could further deepen vulnerabilities and
exposure to HIV infection.

High Level Outcomes

i)  Supportive legal and policy environment that removes barriers to HIV services.

ii) Improved access to, and utilization of health care services by KP and PLHIV.

iii) Equitable access to HIV services and sustainable stigma and discrimination free healthcare settings,
especially for key and vulnerable populations.

iv) Reduced levels of harmful gender norms, stereotypes, and gender-based violence in the communities
to facilitate behavior change and access to combination HIV prevention services.

v) Increased secondary completion rate among girls.

Short-term strategies/pathways | Medium-term strategies/pathways Long-term
(1-3 Years) (3-5 Years) strategies/pathways
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(6+ Years)

Advocate for legal reforms that
decriminalize sex work, same-
sex relationships, and drug use.
Promote high-level advocacy
with government, parliaments,
judiciary and gate keepers for
the implementation of relevant
regional and national
commitments on HIV and SRH.
Mobilize more political support
for a rights-based approach to
HIV prevention and health,
including from constitutional
bodies such as the MHRC.
Improve access to and coverage
of HIV and sexual and
reproductive health and rights
(SRHR) services for adolescent
girls and young women
(AGYW), sex workers and their
partners.

Scale up evidence-based social
support and economic
empowerment programs
targeting AGYW and other
vulnerable populations.

Ensure availability of up-to-
date size estimates (including
all key population groups) to
guide national policy-making

decisions and funding
allocations.
Strengthen capacity of

healthcare workers for effective
delivery of stigma-free health
services delivery.

Engage community champions
to raise awareness on KP
rights, stigma and
discrimination.

Optimize effective
coordination, linkages and
referral systems, including high
level case management for
highly vulnerable PLHIV

Enhance inter-agency coordination and
collaboration on legal and policy
framework development, dissemination
and implementation.

Domesticate and disseminate enabling
laws and policies at the grassroots to
empower communities.

Develop and implement detailed,
decentralized dissemination plans for
existing and future policies and strategic
information documents, so that they are
more widely understood, used and
implemented at a national and sub-
national level.

Institutionalize regular national stigma
index studies to track progress on
stigma and discrimination against
PLHIV.

Expand and decentralize one-stop
centers for GBV survivors.

Integrate HIV/GBYV into educational
curricular.

Enhance cross-sector collaboration, by
leveraging on strategies such as the
AGYW Strategy and "Keeping Girls in
School" initiative, as platforms for
holistic interventions.

Scale up peer educator micro planning
approach.

e Harmonize
existing laws and

policies to
minimize conflict
of the laws.

e Provide a
supportive  and
inclusive

environment that

ensures smooth
registration
processes for all
organizations,
regardless of
gender and
sexual
orientation.

e Introduce sexual
orientation,
gender identity,
gender

expression, and
sex
characteristics
(SOGIESC)
curriculum and
KP  competent
module in pre-
service training
for health care
workers.
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and/or those at risk of
acquiring HIV.

e Integrate HIV services into
disaster preparedness plans,
tools and mechanisms.

5.3 Sustainable and Equitable Financing
5.3.1 HIV Financing Landscape

Financial sustainability is perhaps the most pressing challenge facing Malawi’s HIV response, as
the country is dependent on external donor funding to cover its HIV/AIDS expenditures. A
reduction in donor funding could lead to service disruptions, scaling back of prevention programs,
and reduced availability of ART, all of which threaten to reverse the progress made in controlling
the epidemic.

The MoH recently launched its Health Financing Strategy 2023-2030, which provides a framework
to achieve a fully functional healthcare financing system that supports the UHC aspirations. The
Government of Malawi has set a goal of increasing domestic resources to cover 30% to 50% of
HIV funding by 2030. To meet this target, innovative financing solutions and more efficient budget
allocation and utilisation strategies are urgently needed. One potential solution is the integration
of HIV financing into broader health financing mechanisms currently being pursued under the
broader health financing reforms in the MoH. Additionally, the government must continue to
explore mechanisms for stronger public-private partnerships (PPP), for instance, through strategic
health purchasing.

It is also essential to improve the efficiency of existing resources. This includes reducing
duplication of efforts, streamlining donor contributions, and ensuring that funds are directed
towards high-impact, cost-effective interventions. In addition, effective financial management of
health and HIV funds will be critical in building trust among donors and encouraging continued
international support. By implementing robust transparency and accountability systems through
auditing processes, publicly reporting expenditures, and enhancing the oversight of health budgets,
Malawi can demonstrate responsible stewardship of resources, which will be essential for
attracting future investments. !4

5.3.2 Challenges and Barriers

Malawi's HIV financing landscape is heavily constrained by barriers in domestic and international
funding, efficiency, and equity. Domestic financing is limited by a low tax base, which falls short
of the recommended 15% benchmark for health sector budgetary allocation. While Malawi is a
signatory to the Abuja Declaration—which calls for allocating at least 15% of the national budget
to health—the country has consistently fallen short, with recent allocations averaging 9.25% from
2019/2020 to 2024/2025 fiscal year (AFIDEP, 2024). Government contributions to HIV spending
and allocations to the minimum health package remain insufficient, and budget execution is
uneven, especially for donor-funded projects. Procurement of essential commodities and supplies

14 https://documents1.worldbank.org/curated/en/241411624431388240/pdf/Public-Financial-Management-in-the-
Health-Sector-An-Assessment-at-the-Local-Government-Level-in-Malawi.pdf
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has also been hampered by continuous scarcity of forex, against other competing priorities in other
social and service sectors.

In addition, insufficient domestic allocations may compromise the delivery of essential services
and stall the scale-up of innovative financing mechanisms, like PPPs. Weak monitoring
frameworks for new initiatives, such as optional paying services in public hospitals, could also
limit their scalability and impact. Furthermore, weak enforcement and monitoring of workplace
HIV programs and the allocation of 2% of ORT funding has not yielded the policy objective of
raising HI'V funding in the public sector. High donor dependency continues to undermine national
autonomy in financing the HIV response.

On the international financing front, heavy reliance on external funding creates vulnerabilities to
numerous external shocks, with limited government capacity to fully assume financial
responsibilities. Limited adherence and enforcement of public financial management systems
remains a concern to both Government and donors to fully decentralize and streamline funding

mechanisms into the public system.

High Level Outcomes

i)

Increased domestic resources for the health sector to optimally deliver essential health services.

ii) Increased health budget allocation to at least 15% of the national budget.

iii) Increased domestic financing of HIV programming to 30% by 2030, with an ultimate target of at least 50%
beyond 2030.

iv) Increased total health expenditure from the current USD39.9 to the WHO’s recommended levels for public
resource expenditure (USD86 per capita) for low-income countries like Malawi.

v) Improved strategic resource allocation and utilization across the healthcare delivery system.

Short-term strategies/pathways Medium-term Long-term

(1-3 Years) strategies/pathways strategies/pathways

(3-5 Years) (6+ Years)
¢ Expand the tax base and leverage on non-tax e Enhance domestic revenue | e Introduce mutually
revenue, through earmarked taxes, health generation and binding co-

funds, and mandatory health insurance cover
for all formal workers

Formulate a single project coordination unit in
the health sector to coordinate and align donor
aid to national and local authority priorities.
Institutionalizing bi-annual inter-ministerial
meetings to prioritize HIV and health financing
beyond the usual budget processes.

Finalize the compendium of investment cases to
inform decisions on optimal utilization of
resources in the health sector.

Promote financial prudence, efficiency,
transparency and accountability in the use of
available resources at all levels.

Strengthen use of programmatic and
epidemiological data to facilitate resource
allocation for key HIV program interventions.

management capacities for

the sub-national level.

e Mobilize the private sector

for investment into health
and HIV programs
through provision of tax
incentives.

e Expand optional paying
services in public facilities
to diversify funding
sources.

¢ Institutionalize regular
implementation of the
National Health Accounts
(NHA) and National
AIDS Spending
Assessments (NASA) to

investments between
Government and
donors for impactful
investments in the
health sector
(infrastructure, health
products, medical
equipment).

e Strengthen PPP,
especially for co-
morbidities and non-
communicable
diseases, such as renal
dialysis and cancer
treatment.
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consistently track progress
in health and HIV
financing and
expenditures.

5.4 Services and Solutions
5.4.1 The HIV response progress

Malawi has made remarkable progress in scaling up HIV, through a number of strategies that
include integrating HIV services into routine health care service delivery; differentiated care
models; community-based and community outreach service delivery. A range of combination HIV
prevention, treatment, care and support services are widely available across the country at health
facilities and community levels. The country has achieved commendable success in scaling up
ART coverage, for both prevention and treatment of HIV. The high levels of ART coverage and
viral load suppression in Malawi provide a good basis for the Undetectable=Untransmittable
(U=U) approach.

Similarly, commendable progress has been registered on different fronts for HIV prevention.
PMTCT coverage rates have been on the increase over the years. HIV testing services have been
widely scaled up, using different modalities and adapted for specific population groups such as
couples, pregnant women and infants, children, adolescents, and at high-risk groups. The National
Condom Strategy was revised. Condom coverage has improved due to adoption of innovative
approaches, such as the Total Market Approach (TMA) to ensure that each audience is able to
access condoms based on their needs. Malawi is reaching more men through VMMC
programming, although the country is falling short of the 2025 target. Malawi has made progress
on rolling out oral PrEP since 2020 with 51% of facilities providing this in 2022.!> Malawi is also
introducing community delivery of PrEP services, which will help address challenges of
acceptability and support PrEP uptake. There are minimum service packages in place for all key
populations, except people who use drugs. A package for people who use drugs is under
development.

Malawi has made several efforts to promote service integration, through the revised NSPs and the
HSSP III. HIV and SRH integration is being encouraged in one-stop centres, mobile health vans
offering primary healthcare and joint TB, viral hepatitis and HIV planning, and service delivery.
Guidelines to facilitate high quality delivery of the services have progressively been developed,
through the leadership of MoH. Such models improve patient adherence to treatment, reduce the
stigma associated with accessing care, and lead to better treatment outcomes.

5.4.2 Challenges and Barriers

Despite the registered program progress, challenges remain, particularly in ensuring that these
services are context-specific, people-centered, and sustainable in the long-term. While Malawi has
made significant strides in reducing HIV incidence and mortality rates, ensuring the sustainability
of these achievements requires continued focus on controlling the epidemic, preventing new
infections, and maintaining high levels of treatment adherence. The epidemiological landscape is

15 https://hivpreventioncoalition.unaids.org/en/resources/malawi-hiv-prevention-and-accountability-community-

perspective-2023
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shifting, with increasing numbers of PLHIV now on lifelong ART. However, sustaining these rates
of viral suppression is critical to curbing transmission, and it presents long-term challenges,
particularly given the need for reliable, uninterrupted treatment and care services.!¢ The long
waiting times for viral load testing results also need to be addressed.

The aging population of PLHIV introduces new complexities in managing comorbidities, such as
non-communicable diseases (NCDs) including hypertension and diabetes, which will require
integrated health services beyond just HIV care. Currently, about 50% of PLHIV are over the age
of 40, and the prevalence of NCDs within this group is rising (2023 HIV Spectrum Estimates). As
epidemiological dynamics evolve, it is crucial for Malawi’s health system to be adaptable and
prepared to meet the changing needs of its population.

In terms of HIV prevention, several issues also present challenges. Condom accessibility for
women remains a challenge, and therefore, calls for fast tracking of the TMA to ensure better
access, including for hard-to-reach areas. Despite the multi-sectoral nature of the AGYW program
and recent efforts to implement a multi-sectoral AGY W Strategys, it still remains donor-led, raising
fears for its sustainability. Community led HIV prevention interventions have lagged behind,
largely owing to capacity constraints by the civil society and community organizations. Capacity
gaps are evident through inadequate systems for financial management, procurement, monitoring
and evaluation, as well as program technical knowledge and skills. This limits their capacity to
mobilize donor funding and also effectively implement interventions at that level.

Geographical service coverage, particularly for KPs in rural areas is a challenge. Many youth-
friendly service delivery points for AGY W are non-functional, and legal and cultural barriers limit
access for vulnerable and marginalized populations. Structural challenges, such as stigma and
discrimination, also perpetrate the inherent inequities. While policy and strategic integration is
propagated at national level, the actual service integration at facility level remains weak due to
health system gaps, in terms of trained health personnel, poor infrastructure, lack of equipment
and essential medical supplies, and limited supportive supervision.

There are also gaps in the integration of community-based HIV services with facility-based care.
Community-led HIV programs, which play a critical role in prevention, treatment adherence, and
care, are often not fully integrated into the broader health system. This fragmentation leads to
missed opportunities for more holistic care and creates barriers for patients who rely on both
community support and clinical services. For example, community health workers may not have
access to patient records from clinics, complicating follow-up and continuity of care.
Strengthening the coordination between community health workers and facility-based staff is
essential to ensure continuity of care, improve patient outcomes, and optimize the use of resources.
Models of integrated care, where community and clinical services operate in tandem, have been
shown to enhance patient adherence to ART, reduce stigma, and improve early diagnosis rates.

In addition, community systems are underfunded and lack government support for social
contracting mechanisms to effectively contribute to the HIV response. The mid-term review of the
NSP 2020-2025 also identified a number of issues that included: lack of coordination among
community health workers and volunteers working across various sectors (Health Surveillance
Assistants, Community Child Protection Workers and Agriculture Extension Workers); poor
reporting of non-biomedical interventions at community-level; and, limited capacity of traditional
and religious leaders to engage with community members and address harmful social norms and

16 https://www.unaids.org/en/regionscountries/countries/malawi
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practices (including GBV), dispel false claims of AIDS cure and support treatment adherence and
retention in care.

High Level Outcomes

i) Reduced HIV incidence among children, AGYW and, key populations (Sex workers, MSM, transgender
persons, PWIUDs, Prisoners).

ii) Reduced HIV incidence among adolescent boys and young men (ABYM), orphans and other vulnerable
children (OVC)-including street kids, children of female sex, clients of sex workers

iii) Reduced incidence of morbidity and mortality in TB/HIV co-infected patients.

iv) Reduced mother-to-child transmission of HIV, syphilis, and hepatitis B in pregnant and breastfeeding
women

v) Reduced morbidity and mortality among PLHIV on ART and community transmission of resistant virus.

vi) Improved viral load suppression and retention among clients (children and adults) on ART.

vii) Positive behavioural change and social norms for reduced HIV incidence in all population groups.

Short-term strategies/pathways Medium-term Long-term
(1-3 Years) strategies/pathways strategies/pathways
(3-5 Years) (6+ Years)
e Increase access, uptake, and quality of both male and e Intensify targeted e Enhance the
female condoms and lubricants among high-risk prevention engagement of

populations, focusing on high HIV-prevalence
geographical areas of the country using the TMA.
Increase access to, uptake of, and quality of PrEP
services, targeting high risk and priority populations in
all high incidence districts.

Scale up integration of PrEP into community and
maternal and neonatal child health (MNCH) platforms.
Increase access to, uptake of, and quality of VMMC
services targeting high risk and priority populations in
all high incidence districts.

Increase access, uptake and quality of HIV, syphilis
and Hepatitis B testing and counselling services among
AGYWs, ABYMs, OVC, high-risk key and priority
populations, through proven innovative and
differentiated service delivery (DSD) approaches.
Strengthening bi-directional linkage pathways between
health facility and community to ensure effective
access to prevention, counseling and testing for KPs,
AGYWs, ABYMs and OVC.

Engaging PWIUDs networks to increase service
coverage.

Intensify peer to peer support for KP Interventions.
Intensify and scale-up DSD testing models to general
populations.

interventions and
harm reduction
strategies for
PWUID.

e [Leverage
community-based
interventions, such
as peer support
models, to address
stigma and
discrimination and
improve access.

e Improve the quality
of planning for KP
interventions
through increased
generation and use
of relevant
evidence.

e Strengthen and
scale up
psychosocial and
economic or
livelihood support
among OVC in
districts with high

traditional and
community
leaders to lead
HIV advocacy
efforts and to
support the
delivery of
community-
based services.
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Increase access to, and coverage of combination HIV
prevention, and treatment for AGYW and their male
sexual partners.

Increase linkage to care and treatment services by
making public facilities KP friendly (safe space and
capacity building).

Increase access to, and uptake of quality STI, SRH
services, including family planning, cervical cancer,
syphilis, GBV and post-sexual violence care, targeting
high risk and priority populations in all high incidence
districts.

Increase access to, uptake of, and quality of elimination
of Mother to Child Transmission (eMTCT) services
targeting women of childbearing age in all districts.
Scale up community provision of eMTCT services,
through Community Midwifery Assistants (CMAs) and
other community health workers.

Scale up treatment, care and support to infected
mothers and infected and exposed infants.

Effectively link individuals and their families to
appropriate treatment, care, and support as well as
prevention services.

Increase coverage of high-quality integrated HIV and
other related diseases (NCD, Viral Hepatitis, and
cancer services).

Intensify DSD models (community ART, multi-month
dispensing, family models, intensified care for ART
clinic) for sustained ART service delivery.

Strengthen welcome care services, including treatment
literacy.

Increase access to, uptake of, and quality of VL testing
services in all districts.

Improve viral load suppression and retention among
clients on ART

Third line referral for drug resistance testing.
Strengthen the capacity of community support groups
on treatment literacy and adherence support.

Improve lab capacity to support clinical care services.
Improve the availability, quality, and management of
blood transfusion services.

HIV disease
burden.

Foster positive
behavioral change
and social norms
that reduce HIV
incidence among
adolescents, young
women, and other
vulnerable
populations.
Integrate mental
health and
psychosocial
support into HIV
services.

Intensify capacity
building for health
workers in
appropriate
knowledge and
skills set for
effective service
delivery.
Strengthen use of
programmatic and
epidemiological
data to address gaps
in HIV
programming for
key populations.
Integrate HIV and
health services into
national disaster
preparedness and
climate change
strategies.

Scale up HIV
sensitive child
protection case
management in

Sustain integration of HIV services with qxisting high HIV burden

platforms, such as MNCH, SRH, youth friendly health districts.

services (YFHS), as well as mental health services. Scale up a robust
system for
coordinating
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programs
implemented by
community-based
volunteers and
organizations.

5.5 Systems
5.5.1 Strengthening Health Systems

Existence of robust health systems is a backbone to delivery of effective and efficient health care
services, including HIV related ones. Among the eight priority areas, the National Health Policy
prioritizes investing in human resources for health; medicines, medical supplies, medical
equipment and infrastructure; and, health information and research, as essential elements of health
systems. Guided by the HSSPs, Government has over the years directed its efforts towards
improvements in human resources development, recruitment, and retention of health workers;
performance management; enforcement of public service policies, regulations and procedures;
improving quality and coordination of training; and strengthening human resources planning
process to incorporate evidence-based planning. Following the COVID-19 pandemic, the Ministry
has continued to recruit health workers, although vacancy rates still exist and vary across cadres-
ranging from 11% for Medical Assistants, to 81% for Pharmacy Technicians.!”

In order to strengthen governance frameworks in health products procurement and supply chain
management, government enacted the Pharmacy and Medicines Regulatory Authority Act No. 9
of 2019 that regulates medicines and medical technologies. The MoH reviewed the Malawi
Standard Treatment Guidelines and essential medicines list and also developed the Malawi Supply
Chain Transformation Plan. In addition, the MoH continued improve on health technologies,
through strengthen of the USAID supported Logistics Management Information System
(OpenLLMIS). The UNDP funded electronic Health Information Network (eHIN) was also adopted
in 2020, to facilitate real time end-to-end commodity tracking.

The MoH continued to construct, rehabilitate and equip health facilities across all levels of the
health care delivery system, from the primary (community) to the tertiary level, to improve access
to quality health care. Specialized therapeutic and diagnostic equipment, such as gas cylinders,
digital x-ray machines and CT scans, were also procured and installed across these levels of care,
as appropriate. Medical drone technology was introduced in selected districts across the country,
to improve efficiency in transportation of laboratory sample and results, essential and urgent drugs,
blood products and other health commodities, between hard-to-reach health centres and district
hospitals. This technology has facilitated emergency deliveries of essential medicines and
significantly reduced the turn-around time of laboratory samples and results from one week to less
than two days or even hours.

MOH’s has fully embraced the digital health reform as a means to enhance efficiency in health
service delivery. There is currently a functional Digital Health Division that has facilitated
development of a digital health strategy, to provide digital health governance, coordination, and
leadership in the country. There has been substantial expansion of digital health infrastructure at
national, district and selected health facilities, including solar power backup systems to support

17 The Health Sector Strategic Plan I11 2023-2030
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the use of digital health solutions, as well as improved internet connectivity to health facilities.
Another significant milestone was the development and functionality of the interoperability of
digital health systems. Using various software, this architecture is facilitating data sharing between
a number of platforms, such as the Health Management Information System (HMIS) District
Health Management Information Systems 2 (DHIS 2) and OpenLMIS (Drugs and Essential
Medicines data platform); HMIS DHIS 2 and Department of HIV and AIDS management
Information System (DHA MIS); and, HMIS DHIS 2 and Integrated Supportive Supervision
System, among other systems.

The MOH and partners have also developed the integrated Community Health Information System
(1CHIS), a digital system that supports informed decision-making and action by community health
workers. This is considered as a game-changing digital health intervention that has been locally
conceived and will provide solutions in addressing local needs sustainably and cost-effectively.
Partners have collaborated to roll this out to 14 districts across the country. In addition, a Central
Data Repository (CDR) for patient level data has been established. This will facilitate sharing of
patients’ electronic health records across facilities and enhance patient-centered health care.

Monitoring and Evaluation (M&E) and Research are a critical source of evidence for policy and
programmatic decision-making, as well as routine performance monitoring. The MoH has
continued to strengthen capacity by recruiting Statistical Clerks, providing Information,
Communication Technology (ICCT) equipment, and training of relevant staff in data management,
using the DHIS2 platform. A mobile DHIS2 was introduced and rolled out to districts, to facilitate
data capturing and transmission. The MoH has also strengthened disease outbreak surveillance, in
order to effectively and efficiently respond to such occurrences, and minimize the adverse impacts
on health care delivery, including HIV services. The Public Health Institute of Malawi has been
responsible for strengthening District Health Emergency Response Teams in all the districts of the
country, in order to deal with pandemics, such as COVID-19, cholera, measles and polio.

5.5.2 Challenges and barriers

Delivery of effective, efficient and quality health care is highly dependent on the availability of
skilled and well qualified HRH; good quality essential medicines and medical supplies; adequate,
good quality and safe medical equipment; and health infrastructure that meets minimum standards
for service provision. There are a number of challenges in each of these areas as described below.

The key challenges for HRH include low output from training institutions, low absorption of
graduates into service, leading to high vacancy rates across cadres. There is also inequitable
recruitment and deployment and distribution of staff at different levels. This is compounded by
limited incentives and capacity to attract and retain health workers, especially in rural and hard-
to-reach areas, further compounding the high vacancy rates and resultant attrition rates to other
more attractive labour markets, within and out of the country. Ineffective policies across the core
human resource functions, such as staff development, recruitment, deployment, performance
management and incentive schemes have not helped matters. HRH management systems have
lagged behind in terms of effective use of digital and other existing technological platforms to
facilitate availability of data and effective decision making.

Another major challenge is the over-reliance on external donors for financing human resources as
a key component of the HIV response. According to 2021 Malawi Sustainability Index and
Dashboard Summary; over 95% of HIV-related health workers are either partially or fully funded
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by external partners, such as PEPFAR and the Global Fund. 18 These workers, including
community health workers, play a critical role in the delivery of HIV services, yet their roles are
often not integrated into the formal government workforce. This dependency poses a significant
risk; should donor funding decrease, Malawi could face a severe shortage of skilled health workers,
leading to service disruptions and setbacks in HIV treatment coverage.

The procurement and supply chain management system has been characterized by limited
availability of essential medicines, against the backdrop of inefficient and unsafe utilization of
available medicines and medical supplies at health facility level. This is a result of multiple factors
that include: insufficient funding allocation, coupled with erratic disbursement of funding to the
Central Medical Stores Trust (CMST); inefficient warehousing and distribution of medicines and
medical supplies; sub-optimal distribution and use of medicines, and medical technological
services. Weak policy and regulatory framework for quality assurance of medicines and medical
products has also led to procurement of sub-standard commodities. Capacity issues at lower levels
of the health care system have also led to sub-optimal decentralization of critical supply chain
management functions, leading to protracted decision-making processes. There are also general
weaknesses in the quantification, costing, budget execution and monitoring for medicines and
medical supplies, culminating in overall inefficiency in procurement of health commodities.

There is generally limited availability and poor quality of medical equipment due to: inadequate
resources; inadequate and ineffective procurement; weak procurement planning; limited
procurement coordination and management; weak enforcement of medical equipment standards;
and theft of medical equipment at health facilities. Inadequate standardization and regulation of
donations also contributes to proliferation of sub-standard equipment.

The rapid population growth and disease burden, compounded by recent disease outbreaks and
emergencies have exerted higher demand and the need for adequate numbers, space and high
quality of health infrastructure. These have fallen short of the need due to limited domestic
financing; weak infrastructure procurement and management practices; weak planning,
coordination and implementation of infrastructure development plans; poor quality workmanship
for construction, rehabilitation and maintenance; and the lack of scheduled and routine
maintenance of health infrastructure.

There are a number of challenges that affect digital health technology scale up and these include:
limited resources to invest in digital health; limited coordination of digital health investments in
the health system by multiple partners; lack of reliable and context appropriate ICT infrastructure
to enable utilization of digital health systems at all levels; lack of capacity among communities
and very limited capacity among health workers to utilize digital health investments; limited use
of shared electronic health records for continuity of care; inadequate and sometimes ineffective
alignment between monitoring and evaluation needs of health sector strategies, and the digital
health solutions currently being developed and deployed. In addition, there is a general lack of
capacity in terms of M&E staff numbers and technical skills across all levels.

High Level Outcomes

treatment, care and support services.

i)  Strengthened health systems for effective delivery of high-quality combination HIV prevention,

13 https://www.state.gov/wp-content/uploads/2022/06/Malawi.pdf
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Improved planning, monitoring, and management of human resources for health at all levels.
90% of essential diagnostic lab services are available at each designated level of health care

service delivery.

iv) Integrated supply chains for essential medicines and programs (HIV, TB, malaria, and family
planning)

v) Cost efficient and optimal functioning lab network and system

vi) Cost efficient and responsive management information system.

vii) A cost-effective, flexible, interoperable health information system (HIS) that addresses the
needs of the HIV program and reduces costs by 40-50% and is available at all service delivery
points.

viii) Standardized salary structures across donor-funded HRH, followed by absorption by
government.

Short-term strategies/pathways Medium-term strategies/pathways | Long-term

(1-3 Years) (3-5 Years) strategies/pathways

(6+ Years)

e Strengthen capacity-building e Integrate core HIV service e Improve health
initiatives to ensure that health intervention, co-morbidity and products
workers are equipped with the NCD management modules in pre- warehousing
necessary skills to provide service curricular. infrastructure.

effective and context-specific
HIV services.

Support the on-going
transitioning of donor-supported
health workers into the public
sector payroll.

Improved enforcement by
regulatory bodies (discipline etc.)
including enforcement of
standards at all levels of the
health care system.

Establish a Logistics
Management Unit (LMU) to
govern integrated supply chain
systems.

Improve the functionality and
leadership of the CMST.
Improve budgetary allocation and
funds disbursements to the
CMST.

Strengthen post-market
surveillance for quality assurance
of commodities.

Increase availability of basic
medical and non-medical
equipment for effective detection

Align donor-funded human
resource remuneration with
government pay scales, to promote
standardization.

Improve policies, systems and
procedures (staff recruitment,
deployment, retention policies,
performance management and
continuous professional
development) for effective HRH
planning and management.
Development of functional and
utilize HR management
information systems.

Ensure cost efficient and optimally
functioning logistics management
information systems.

Improve health products
warehousing infrastructure.
Accelerate the implementation of
infrastructure development
interventions in the HSSP-III that
support the delivery of quality
integrated HIV-related services.
Developing cost-effective and
interoperable health information

e Transition to a
government led
cost efficient
procurement and
logistics
management
system through
service level
agreements/all-
inclusive pricing
mechanisms.

e Strengthened
laboratory
governance and
management
structures,
through the
introduction of
quality assurance
programs.

e Scale up PPP
initiative,
focusing on
impactful
investments in
infrastructure
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and management multi-morbid
conditions associated with HIV.
Optimize the functionality of the
lab information systems.
Facilitate the timely generation
of quality data for evidence-
based decision-making in HIV-
related programs, especially at
lower levels.

Improve M&E capacity (number
of staff and technical skills)
within the HIV program.
Maintain close collaboration of
the UNAIDS global experts and
the Malawi HIV program
strategic information team.
Scale-up the implementation of
community-led monitoring.

systems (HIS) that reduce costs
and improve HIV program
management.

Harmonize and simplify the M&E
tools in the HIV space, including
reducing indicators and reporting
frequency.

Ensure scaling up of appropriate
and context-friendly solutions and
technologies to meet the local
M&E and surveillance needs.

and service
delivery.
Strengthen
community
systems for HIV
epidemic control,
child protection
and GBV
prevention.
Fully integrate
strategic
information
systems into
national
frameworks to
enhance
efficiency and
reduce costs.
Institutionalize
evidence-based
planning, with at
least 5% of
health budgets
allocated to
monitoring,
evaluation, and
research.
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7. Annexes

List of Participants A: Working Session on HIV Sustainability Roadmap, Edge Water

Court, Lilongwe.
Date: 215T November 2024

SN | Name Organisation Position District Phone No. | Email Address

1 | Joe Nkhonjera MOH-DHA Project Officer LL 999380867 | jnkhonjera@hivmw.org

2 | Dalitso Midiani MOH-DHA CPO LL 999354808 | dmidiani@hivmw.org

3 | Beblington MOH-NRG PMMO LL 999318512 | bmunkho@gmail.com
Munkhondya

4 | Teferi Beyene BAYLOR STA LL 994697565 | tbeyere@tingathe.org

5 | Isaac Chauwa MOH-HTSS M&E LL 99342559 | Mzatil972@gmail.com

6 | Reuben Mwenda | MOH-HTSS Diagnostics TA | LL 99667034 | mwenda@itech-malawi.org

7 | Chifundo Hiwa | 5y ppgg Ass DD LL 995725787 | chifundohiwa@gmail.com
Kamuloni Diagnostics

g | Thresa Sumani | oy prpgg Ass DD LL 999008506 | sumanithresa@gmail.com
Msikwanga Diagnostics

9 Mphatso EGPAF Country Director | LL 999884510 | mkachule@peaids.org
Kachule

10 | Linley Chewe MOH-DHA DD LL 888128592 | Ichewe@hivmw.org

11 | Bob Phiri NAPHAM PC LL 884847505 | bphiri@napham.or.

1o | Wadinston MOH-DHA PO LL 888864512 | wozituosauka@hivmw.org
Ozituosauka

13 | Rabson Kachala | MOH-DHA CPO LL 999944386 | rkachala@hivmw.org

14 | StellaM DHA TA-proj LL 994945888 | snakaggwa@hivmw.org
Nakaggwa

15 | Sarah Mayuni MOH-DAH PO LL 999352039 | smayuni@hivmw.org

16 | Stephen MOH-DHA DD LL 991521172 | smacheso@hivmw.org
Macheso

18 | Marvin NAC ICT LL 88214964

19 | Davie Kalomba | D&MC Consultant LL 888288140 | daviekal@yahoo.co.uk

20 | Maggie MANASO COP LL 888308064 | gkunkeyani@manaso.mw
Kunkeyani

. 4 Multilateral .
21 | Dennis Chali PEPFAR . LL 885912774 | chalidm@state.gov
Advisor

22 | Howard Kress CDC Branch Chief LL 88080813 | Hkress@cdc.gov

23 | Pongolani NAC DOFA LL 888379514 | msakambewap@aidsmalawi.org.mw
Msakambewa

24 | Gillian CDC HRH Specialist | LL 882280811 | gnkhalamba@cdc.g
Nkhalamba pecialis alamba@cdc.gov

25 | Alexander MANERELAH | MCEO LL 992843747 | Alexanderbotoman@gmail.com
Botoman
Brown . . .

26 . . MOH-DHA PO LL 888623599 | bchiwandira@hivmw.org
Chiwandira
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SN | Name Organisation Position District Phone No. | Email Address

27 | Thomson MOH-DHA PO C&T LL 997171566 | tchirwa@hivmw.org
Chirwa
Elled . . .

28 ITECH Director HRH LL 999203134 | emwenyekonde@itech-malawi.org
Mwenyekonde

29 | Mwiza Thindwa |\ PO LL 995212910 | thindwam@aidsmalawi.org.mw
Kachiwala

30 Pre.mous KUHES Consultant LL 999126525 | preciouschitsulo@gmail.com
Chitsulo

31 | David Chipanta | UNAIDS Country Director | LL chipanta@unaids.org
Vitumbiko . .

32 Mhlanga HEPU DA LL 886935855 | mhlangavitu@gmail.com

33 | Felix Chinguwo | USAID HSS Specialist LL 993674581 | fchinguwo@usaid.gov

34 | Jen Harding USAID glsiszranch LL 887096008 | jhacding@usaid.gov

35 | Gerald Manthalu | MOH DPPD LL 998792780 | geraldmantghalu@health.gov.mw

36 | Beatrice Mataya | NAC CEO LL 888804827 | matayabe@aidsmalawi.gov.mw

37 | Grace Funsani PHIM S?fl.li?rgp ! LL 999950398 | gracefunsani@health.gov.mw

38 | Paul Manyamba | NAPHAM ED LL 994244018 | pmanyamba@napham.org

39 | Edna Tembo COWLHA ED LL 888309917 | temboedna@cowlha.org

40 | Emily Kayimba | MANASO ED LL 999263237 | ekayimba@manaso.mw

41 Ehzabp th CDC Lab advisor LL 881991231 | ekampira@cdc.gov
Kampira

42 | Afirima NAC STA LL 998677927 | bafirima@gmail.com
Barinawa

43 | Elina Mwasinga | H MW NAC LL 999233482 | emwasinga@gmail.com

44 | Breanda USAID LCD LL 887096070 | bkacheche@usaid.gov
Kacheche

45 Baldfa MOYS PYO LL 999173668 | baldwailard@yahoo.co.uk
Mkumbadzala
Arnold . Implementation . .

46 . Project Hope BT 994292108 | akapachika@projecthope.org
Kapachika Lead

47 | Dominic NAC HPMO LL 993164513 | gondwedo@aidsmalawi.org.mw
Gondwe

4g | Ramsey NAC HPMO LL 999205309 | selemani@aidsmalawi.org.mw
Selemani

50 | Rose Nyirenda DHA Director LL 999512818 | myirenda@hivmw.org

51 | Tione Chilambe | NAC HCCB LL 998152854 | chilambet@aidsmalawi.org.mw

52 gﬁfzan‘ Ciheb Initiative CEO LL 992541680 | tkalua@cihebinitiative.org
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SN | Name Organisation Position District Phone No. | Email Address
53 | Eggrey Mvula NAC AA LL 999957633 | mvulae@aidsmalawi.org.mw
54 | Nicholas Ziba MOH-DHA Driver LL 996792002
55 | Vitumbiko MOH-DHA Driver LL 995502886
Kalua
56 | Patrick Zorro MOH-DHA Driver LL 999461389
57 | Peter Kampanje | MOH-Nursing Driver LL 999624784
58 | Joel Namoni MOH-DHA Driver LL 999694585
List of Participants A: Working Session on HIV Sustainability Roadmap, Edge Water
Court, Lilongwe.
Date: 22" November 2024
SN | Name Organisation Position District Phone No. Email Address
1 Mw1;a Thindwa NAC PO LL 995212910 | thindwa@aidsmalawi.org.mw
Kachiwala
2 | Precious Chitsulo | KUHES Consultant LL 999126525 | preciouschitsulo@gmail.com
3 | David Chipanta UNAIDS Cguntry LL chipantad@unaids.org
Director
4 | Joseph Njala PIHOPE SPM LL 993851413 | jnjala@pihope.mw
Denis Chali PEPFAR M&E advisor LL 885912774 | chalidm@state.gov
6 Egn;/r:;zulate YOFONAT PO LL 993879493 | emmaculateedwards@gmail.com
7 | Andrea Jahn MOH-DHA TA LL 888450253 | ajahn@hivmw.com
8 | Afirina B NAC STA LL bafirima@gmail.com
9 | Paul Manyamba | NAPHAM ED LL 99424018 | pmanyamba@napham.org
10 | Ramsey Selemani | NAC HPMO LL 99929530 | selemanir@aidsmalawi.org.mw
11 | Reuben Mwenda | MOH Diagnostic TA | LL 999667034 | mwendar@itechmalawi.org
12 | Howard Kress CDC Branch chief LL 888080813 | hkress@cdc.gov
13 | Jen Harding USAID glsisfbramh LL 887096008 | jharding@usaid.gov
14 | Dorothy D Moyo | MOH-PHIM CLS LL 999498181 | mdorothydonata@yahoo.co.uk
15 | Magite MANASO COoP LL 888308064 | gkunkeyani@manaso.mw
Kunkeyani
16 | Edna Tembo COWLHA ED LL 888309917 | temboedna@cowlha.org
17 | Stella Nakaggwa | DHA PSMTA LL 994945888 | snakaggwa@hivmw.org
18 | Joe Nkhonjera MOH-DHA PO PSMTA LL 999380867 | jnkhonjera@hivmw.org
19 | Thulasoni Msuku | MOH-DPPD P/E LL 888557652 | msukutc(@gmail.com
Chimwemwe C .
20 Mablekisi NAC DOP LL 888893065 | mablekisi@aidsmalawi.org.mw
21 Gillian CDC HRH LL 888228011 | gnkhalamba@cdc.go
Nkhalamba £ S0V
22 | Dominic Gondwe | NAC HPMO LL 993164513 | gondwed@aidsmalawi.org.mw
23 Arnold . Project Hope Implementation LL 994292108 | akapachika@projecthope.org
Kapachika Lead
24 | Gerald Manthalu | MOH DPPD LL 998792780 | geraldmanthalu@health.gov.mw
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SN | Name Organisation Position District Phone No. Email Address

25 | Dominic Nkhoma | KUHES Consultant LL 995893290 | dnkhoma@kuhes.ac.mw

26 | Comfort Khembo | CDC Grants LL 888920746 | ckhembo@cd.gov

27 | Pongolani NAC DOFA LL 888379514 | msakambewap@aidsmalawi.org.mw
Msakambewa

28 | Beatrice Matanje | NAC CEO LL 888894827 | matanje@aidsmalawi.org.mw

29 | Emily Kayimba MANASO ED LL 999263237 | ekayimba@manaso.mw

30 | Davie Kalomba D&MC Consultant LL 888208140 | daviekal@yahoo.co.uk

31 Dr Andrina NAC HPMO LL 888355603 | mwansamboa@aidsmalawi.org.mw
Mwansambo

32 Wgshlngton DHA PO LL 888864512 | wozituosaka@hivmw.org
Ozituosauka

33 | Dalitso Midiani DHA PO LL 999354808 | dmidiani@hicmw.org

34 | Sophie MOH-HSLC CHSLCO LL 999451425 | khumbizechimwenje@gmail.com
Chimwenje

35 | Bilaal Wilson DHA PO LL 881764894 | bwilson@hivmw.org

36 | Grace Funsani PHIM CEO LL 999950398 | gracefunsani@health.gov.mw

37 | Rabson Kachala MOH-DHA CPO LL 999944386 | rkachala@hivmw.org

38 | George Talama Partners in Hope COP LL 999119057 | gtalama@pihmalawi.com

39 | Stephen Macheso | MOH-DHA DD LL 991527172 | smacheso@hivmw.org

40 | Felix S Misase FORCAS ED LL 888504220 | forcas.executive@gmail.com

41 Stope? DHA M&E LL 999974082 | smbiriyawanda@hivmw.org
Mbiriyawanda

42 | Fatima Ndege MOH-DHA PO LL 993078825 | fndenge@hivmw.org

43 | Linley Chewere MOH-DHA PO LL 888128592 | Ichewere@hivmw.org

44 | Berlington MOH-NRG PHMO LL 999318512 | bmonkho@gmail.com
Munkhonya

Systems
45 | Peter Namagonya | GHII Architecture LL 881554948 | peter.namagonya@ghii.org
lead

46 | Marvin NAC ICTO LL 888214964 | mkalichinga@aidsmalawi.org
Mkalichinga

47 | Uchechi Roxo PEPFAR CO Coordinator LL 881291211 | roxou@state.gov

4g | Thresa Sumani | oy prrgg Ass DO LL 999008506 | sumanithresa@gmail.com
Msikuwanga Diagnostics

49 | Teferi Beyene BYLOR STA LL 996497565 | tbeyene@tingathe.org

50 Chlkhuluplrlro HTSS MOH Pharr'na'c y LL 881100388 | cgchimwaza@gmail.com
Yiwombe Specialist

51 | Sarah Mayuni MOH-DHA PO LL 999352039 | smayuni@hivmw.org

52 | Bob Phiri NAPHAM PC LL 884847505 | bphiri@napham.or

53 | Tione Chilambe NAC HCCB LL 882002718 | chilambet@aidsmalawi.org.mw

54 | Eggrey Mvula NAC AA LL 999957633 | mvulae@aidsmalawi.org.mw

55 | Thokozani Kalua | Ciheb Initiative CEO LL 992541680 | tkalua@cihebinitiative.org

56 | Rose Nyirenda MOH-DHA Director LL 999512878 | rnyirenda@hivmw.org

57 | Leckson Milole MOH-DHA Driver LL 999493210 | leckmilole@gmail.com

58 | Patrick Zorro MOH-DHA Driver LL 999461389
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SN | Name Organisation Position District Phone No. Email Address
59 | Vitumbiko Kalua | MOH-DHA Driver LL 995502886
60 | Nicholas Ziba MOH-DHA Driver LL 996792002

List of Participants B: District Councils and Key Population Engagement Session, Bingu
International Conference Centre, Lilongwe

Date: 18" December 2024

SN | Full Name Organisation Position Phone No. Email
Multilateral &

1 | Dennis Chali PEPFAR Sustainability Advisor 885912774 | chalidm@state.gov

2 | Linley Chewere MOH DD 888128592 | Ichewe@hivmw.org

3 | Stephen Machero MOH DD 991521172 | smacheso@hivmw.org

Social Justice

4 | George Kachimanga Foundation ED 888130421 | sjfoundation077@gmail.com

5 | Prince Mikel GBGMC Advisory 996062107 | namuka666@yahoo.co.uk

6 | Matias Kapito DHA PD 999405034

7 | Dunker Kamba Diversity Global | NC 990425517 | dunker40@gmail.com

8 | Eric Mchata UNAIDS PM 993710797 | mchataedo@unaids.org

9 | Atisiya Mwase Chitipa DHO DNMO 993384430 | cmwase2013@gmail.com
10 | Victor Matumbo Chitipa DHO DMO 998763473 | victormatumbo@gmail.com
11 | Jumot Wasili RREA Admin 881809088 | jumaimidowasili@gmail.com
12 | Aniz Mitha CHERA ED 993640940 | anizmitha@cheramw.org
13 | Emily Kayimba MANASO ED 999265237 | ekayimbe@manaso.mw
14 | MacDonald Gondwe MPHO SNMS 999364936 | gondwemac23@gmail.com
15 | Mike Nyirenda Mangochi-DHO | DMO 888326369 | mnyirendal07@gmail.com
16 | Ramsey Selemani NAC HPMO 999205309 | selemanir@aidsmalawi.org.mw
17 | Godfrey Katea Agasa ED 996263843 | godfreykatea@gmail.com
18 | Zikani Nyirenda GC ED 996363688 | zikaninyirenda@yahoo.co.uk
19 | Alexander Kampheta CKPOR ED 888517423 | ckpor2018@gmail.com
20 | Jollings Kasondo CP DIFO DHS 995414032 | jgkasondo@gmail.com
21 | Thomson Chirwa MOH-DHA PO 999717566 | tchirwa@hivmw.org
22 | Palikea Kaude UNAIDS ERA 999523006 | kaudep@unaids.org
23 | Dr Samuel Simbi MOH-NE DMO 995871841 | samuelsimbi@gmail.com
24 | Beston Roberi MOH-Mangochi | CO 884382525 | bestonrebere47@yahoo.co.uk
25 | Dr Salim Kaunda MOH-Mangochi | SMO 991140575 | kaundasalim@gmail.com
26 | Akel Tembeta ASKE ED 998125125 | akeisoffysoftly@gmail.com
27 | Cleo Jones Kalipinde My Foundation SPM 991198206 | kalipindecleojones@gmail.com
28 | Harm Koleya HIV Master ... HIV Master ... 888419320 | hamkoleya@gmail.com
29 | Joyce Jere MOH-ZANHO MO 888377739 | jgjika@gmail.com
30 | Elizabeth Timvere MOH-DHA PO 999225792 | etimvere@hivmw.org
31 | Khumbo Magwembere MOH-DPPD Economist 888454567 | kmagwembere@gamil.com
32 | Memory Bwanali Nsanje DNMO 888577801 | memo.mcinjiri@yahoo.co.uk
33 | Grey Malata Nsanje Rea Coordinator 888167052 | greymalatamg62@gmail.com
34 | Jen Harding USAID HSS Branch Chief 887096008 | jharding@usaid.gov
35 | Jacob Kafulafula Nkhotakota DHO | DHS 998740887 | jkafulafula@gmail.com
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SN | Full Name Organisation Position Phone No. Email
36 | Comfort Khembo CDC Branch chief, Grants 888920746 | ckhembo(@cdc.gov
37 | Hope German MOH-DPPD Economist 886625028 | germainhopeS1@gmail.com
38 | Bonnifacio Ndovi MOH-NKK DNMO 999326064 | ndovibon@gmail.com
39 | Mussa Kambona MOH-NKK DMO 997159540 | musskamb@gmail.com
40 | Rabson Kachala MOH-DHA DD 999944386 | rkachala@hivmmw.org
41 | Davie Kalomba D&MC Consultant 888208140 | daviekal@yahoo.co.uk
42 | Dominic Nkhoma KUHES Consultant 995893290 | dnkhoma@kuhes.ac.mw
43 | Andreas Jahn DHA/TECH TA 888450258 | ajalin@hivmw.org
44 | Emanuel Zenengeya NAC HPME 888839371 | zenengeya@gmail.com
45 | Chikondi Kafera MOD-DHA Ass PO 993835845 | chkafera@hivmw.org
46 | Fred Namalima ZA-DHO ART Coordinator 881279559 | namalima27@gmail.com
47 | Rhodrick Kamphingo ZA-DHO Drive 888668018
48 | Matrtha Magaso MOH-DHA HTS PO 888868309 | mmugaso@hivmw.org
49 | Gerald Zomba USAID Peds HIV Specialist 881270877 | gzomba@usaid.gov
50 | Chifundo Time Optimum ED 995521220 | chifndotime@gmail.com
51 | Penjani Chunda ZA-DHO CPHO 999520319 | penjanicunda@gmail.com
52 | Wezi Msunyani CDC TC 882691420 | wemsuyani@cdc.gov
53 | Canisious Thusoni CDC TC 887585192 | yusb@cdc.gov
54 | Tione Chilambe NAC HCCB 9981528521 | chilambet@aidsmalawi.org
List of Participants B: District Councils and Key Population Engagement Session, Bingu
International Conference Centre, Lilongwe.
Date: 19'" December 2024
SN | Full Name Organisation Position Phone No. Email
1 | Fred Namalima ZA-DHO ART Coordinator 881279559 | namalima27@gmail.com
2 | Maggie Kunkeyani MANASO COopP 888305064 | gkunkeyani@manaso.mw
3 | Jacob Kafulafula Nkhotakota DHO | DHS 998740887 | jkafulafula@gmail.com
4 | Memory Bwanali Nsanje DNMO 888577801 | memo.mcinjiri@yahoo.co.uk
5 | Elizabeth Timvere MOH-DHA PO 999225792 | etimvere@hivmw.org
6 | Atisiya Mwase Chitipa DHO DNMO 993384430 | cmwase2013@gmail.com
7 | Beston Roberi MOH-Mangochi | CO 884382525 | bestonrebere47@yahoo.co.uk
8 | Rose Nyirenda WVI Chief of Party 999512875 | rose nyirenda@wyvi.org
9 | Linley Chewere MOH DD 888128592 | Ichewe@hivmw.org
10 | Stephen Machero MOH DD 991521172 | smacheso@hivmw.org
11 | Dominic Nkhoma KUHES Consultant 995893290 | dnkhoma@kuhes.ac.mw
12 | Dr Samuel Simbi MOH-NE DMO 995871841 | samuelsimbi@gmail.com
13 | Gilbert Chapweteka NS-DHO DHS 997451860
14 | Confort Khembo CDC Branch chief, Grants 888920746 | ckhembo@cdc.gov
15 | Priscilla Phiri LL-DHO SMO 997500661 | puliphiri@gmail.com
16 | Joyce Jere MOH-ZANHO MO 888377739 | jgjika@gmail.com
17 | Cleo Jones Kalipinde My foundation SPM 991198206 | kalipindecleojones@gmail.com
18 | Akel Tembeta ASKE ED 998125125 | akeisoffysoftly@gmail.com
19 | Chifundo Time Optimum ED 995521220 | chifndotime@gmail.com
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SN | Full Name Organisation Position Phone No. Email

20 | Ramsey Selemani NAC HPMO 999205309 | selemanir@aidsmalawi.org.mw
21 | Harry Koleya MOH-ZAHH CT 888419320 | harrykoleya@gmail.com

22 | Dr Salim Kaunda MOH-Mangochi SMO 991140575 | kaundasalim@gmail.com
23 | Prince Mikolongwe GBGMC 996062107 | numuku666@yahoo.co.uk
24 | Grey Malata Nsanje Rea Coordiator 888167052 | greymalatamg62@gmail.com
25 | Gwedeza Imedi FSWA Driver 882210120

26 | Zinenani Majawa FSWA ED 994730600

27 | Vitumbiko Kalua MOH-DHA Driver 995502886

28 | Grister Kauwa MOH-DHA Driver 994676302

29 | Davie Kalomba D&MC Consultant 888208140 | daviekal@yahoo.co.uk

30 | Thomson Chirwa MOH-DHA PO 999717566 | tchirwa@hivmw.org

31 | Innocent Msoza MOH-ZA Driver 994357007 | innocentmsoza@gmail.com
32 | Austipher B Ziba COWHLA Driver 991007707

33 | Geofrey Kwanula MOH-MADH Driver 999440403

34 | Kondwani Chimpepa MOH-DZ Driver 999203730

35 | John Kalepa MOH-DHA Driver 995426252

36 | Clifford Nkhata MOH-planning Driver 993721848

37 | Yamikani Chilomo MOH-NNK Driver 999711881

38 | Martin Maulidi USAID BMS 888596504 | mmaulidi@usaid.gov

39 | Samuel A Nyoni MOH-Clinical Driver 992041535

40 | Leonard Msotteni Moh-KDH Driver 998006776

41 | Binwell Chandiwawa MOH-Nsanje Driver 993800715

42 | Mwayi Mukongwa MOH-Nsanje Driver 999632346

Public Health

43 | Eunice Ndenga CDC Specialist 888840661 | kgese@cdc.gov

44 | Pamela Gunda FHI360 Snr Technical Officer 884898146

45 | Mtemwa Nyangulu CDC PHS 888880810 | yyil@cdc.gov

46 | Shadreck Simwa NAC MEO 881236720

47 | Brenda Kacheche USAID LCD Specialist 887096070

48 | Paul Jere CP DHO Driver 884502309

49 | Esulolo Nyondo CP DHO Driver 993440481

50 | Clement Udedo MD CRO ED 999374511

51 | Fatima Zulu CDC PHS

52 | Gerald Manthalu MOH DPPD 998792780

53 | Leonisa Nsiku NKZ CCBO 993631303 | nsiku@aidsmalawi.org.mw
54 | Rose Nyirenda WVI Chief of Party 999512875 | rose_nyirenda@wvi.org

55 | Getrude Nsini NAC CCBO 888564490 | nsinig@aidsmalawi.org.mw
56 | Zinenani Majawa FSWA FSWA 994730600

57 | Gwedeza Imedi FSWA FSWA 882210120
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