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Executive Summary
Malawi is one of the poorest countries in the world. Gross national income per capita is just
$747 U.S.,1 and nearly 51 percent of the population resides below the national poverty line.2 As
such, much of the population suffers from health ailments. This report draws on data from the
Local Government Performance Index (LGPI)—a heavily clustered, multidimensional,
experience-based survey implemented in Malawi from March 24 to April 27, 2016. The LGPI
records the frequency of illnesses and chronic diseases among Malawians, Malawians’ ability to
access health-care services, and the quality of those services. The data allows us to analyze the
relationship between disease incidence and socio-demographic indices, such as gender,
education, geographical location, and wealth. The results of this analysis can easily be compared
with extant data from government and non-government sources.
Where health is concerned, the Northern region of Malawi seems to do better than the Southern
and particularly the Central regions. The less well educated suffer worse health outcomes and
have less access to quality health care than Malawians with higher levels of education. Likewise,
the poor are afflicted with more health problems than the wealthy. Women suffer from more
health problems than men, particularly concerning mental-health issues. Moreover, there are
significant variations in health needs and health-care provision across regions, districts, and
villages.

Overview of Health Conditions in Malawi
About 80 percent of respondents reported suffering from at least one disease in the past two
years. It is thus not surprising that nationally, 53 percent of Malawians rate their health as being
very poor (26 percent) or poor (27 percent). Seventeen percent of the population sees their
health as being fair. Less than a third of Malawians see their health as being good (23 percent) or
very good (6 percent).
Those with lower levels of education are much more likely than those with higher levels of
formal education to have had at least one health ailment in the past two years. Nationally, 86
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percent of those with no formal education suffered in the previous two years, compared to just
68 percent of those who have an intermediate level of education or higher.
There is important geographical variation in Malawians’ health as well. Malawians living in
Nsanje, Ntchechu, and Mulanje districts reported having dealt with a health ailment in the
previous two years at rates of 92, 88, and 87 percent respectively; those living in Mzimba and
Nkhata Bay reported having dealt with a health ailment during the same time period at rates of
67 and 69 percent, respectively.

Treatment and Disease
There are significant differences across education levels among those who were treated for a
disease or illness in the 12 months prior to the survey. The less well educated were less likely to
receive treatment. Malawians living in the Northern region also seem to receive treatment at a
higher rate than those in the Southern or Central regions.

Overview of Mental Health
In general, Malawians who are female, older, and have not attained higher levels of education
and/or income tend to report more mental-health problems than those who are male, younger,
and have either higher educational backgrounds or higher incomes. Among females, 24 percent
report feeling depressed most or all of the time, in contrast to 15 percent of males. About 23
percent of those above 45 years of age report feeling tired out for no good reason almost every
day while, only 14 percent of those 25 years or younger do. Seventy-four percent of Malawians
with an intermediate or higher education level report being tired out for no reason none or little
of the time, compared to just 56 percent of those without a formal education. Twenty-four
percent of Malawians in the lowest income bracket report feeling depressed all or most of the
time, compared to 21 percent of those in the second income quartile, 17 percent of those in the
third quartile, and just 13 percent of those in the highest income bracket. Thirty-five percent of
Malawians located in Ntcheu report feeling depressed most of or all of the last 30 days,
compared to just 9 percent of Malawians located in Nkhata Bay and 10 percent of those in
Rumphi.
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Visits to the Doctor
Malawians visit a health clinic or medical doctor often. Sixty-nine percent had gone within six
months of the survey. Another 11 percent had gone within the previous year, 7 percent one to
two years previous, and 3 percent two to three years previous. Only 7 percent hadn’t been in
more than three years. Along gender lines, 72 percent of females went to a doctor or health clinic
sometime during the previous 6 months, as opposed to only 62 percent of the men.
Just 2 percent of the youngest Malawians (under 25 years of age) lacked a means of
transportation to the doctor, compared to 13 percent of Malawians 45 and older. Ten percent of
women reported lacking a mode of transportation, vs. just about 3 percent of men. Many
Malawians also lack the money to go to the doctor. This problem varies by region, urban–rural
divides, and wealth. Nationally, 33 percent of the female population have given birth in the past
3 years, and 89 percent of them received prenatal care.

Perceptions of Doctor Availability
Generally, 45 percent of Malawians reported that the doctor at the nearest public clinic was
almost always present; another 23 percent reported the doctor sometimes present, and another
22 percent answered that the doctor was rarely present. Only 2 percent of the population
reported that the doctor was never present, and 8 percent did not know. More than half of the
population (53 percent) expected the doctor at the nearest public clinic to be present and
available at 8:30am. The expectation that the doctor would be available at 8:30am varied by
region: 46 percent in the Central region, 56 percent in the Southern region and 60 percent in the
Northern region expected the doctor to be available at that time.

Perceptions of Care by Different Providers
About 18 percent of the population thinks medical care at the nearest private doctor or clinic is
excellent, and almost half (48 percent) say it is good. In contrast, only 8 percent think it is poor,
and 1 percent of the population considers it to be very bad. However, 25 percent of Malawians
did not have an answer. Twelve percent think the care provided at the nearest public clinic is
excellent, 47 percent think it is good, 24 percent see it as poor, and 6 percent as very bad. About
one in 10 Malawians (11 percent) did not answer. These findings vary by education, urban–rural
divides, and types of providers.
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Health Quality and Health Governance Indices
The Health Quality Index (HQI) was created using six questions regarding aspects of health care.
Higher values indicate a higher level of health quality. There are significant variations in the HQI
across district, gender, the urban–rural divide, age group, and income quartiles. The Health
Governance Index (HGI) was created using four questions about how the health-care system
functions. There are significant differences in the HGI across different areas of the country, but
not regarding gender, the urban–rural divide, age groups, or income.

Where Malawians go for Health Advice
Seventy percent of Malawians had gone to a public facility for their last medical visit; 14 percent
went to a private practice, and 15 percent went to a mission hospital (Christian Association of
Malawi, or CHAM). The majority of Malawians went to health dispensaries or centers rather
than hospitals (62 percent vs. 38 percent). Fewer went to a pharmacist, faith healer, or traditional
healer. A very small percentage consulted the Internet.

Where Malawians go for Health Care
There are stark differences in where Malawians go for health care depending on what district
they reside in, whether they live in an urban or rural setting, and their level of wealth and
education. While 77 percent of Malawians stayed within their district, only 16 percent visited a
doctor or clinic within their village. This reflects the distribution of health clinics and doctors,
which are absent in many villages.
Women giving birth preferred clinics (37 percent) or public hospitals (34 percent) to private
hospitals (18 percent). Multivariate regression analysis reveals that women in the north are
significantly less likely to travel outside of their district for care, while those in rural areas are
more likely to travel outside of their district. The most important motivations for selecting a
facility were that it was the closest (70 percent), known for high-quality care (53 percent), offered
special care that was required (20 percent), or was the most affordable option (19 percent).

Experienced Satisfaction with Medical Treatment, Cost, Room, and
Building
Differences occur when experiences of medical care at different types of facilities are compared to
perceptions of the quality of that care. Malawians perceive mission hospitals to offer the highestquality medical care, then public-health facilities, and finally private hospitals. According to

4

medical care experiences, both mission and private facilities offer equally good care, while public
facilities offer lower-quality care. Twice as many of those who went to a public facility (22
percent) were somewhat or very unsatisfied with the quality of their care, compared to those
who went to a mission (10 percent) or private facility (10 percent).
For women who gave birth, 76 percent reported being very satisfied with the patient care at the
facility where they gave birth. Surprisingly, satisfaction with patient care was reported as
significantly higher at public hospitals and clinics than in private hospitals.
Responses regarding facility premises were similar. Most reported being very satisfied (71
percent) with the room and building during their last medical visit. Again, satisfaction was higher
at private and mission hospitals. Among women who gave birth, age and region played a
significant role in determining satisfaction in the health facility premises.

Unmet Health Needs and Reasons
Nationally, 15 percent of Malawians were unable to attend to their medical-health needs. At the
subnational level, this was true for 22 percent of the Central region population, 13 percent of the
Southern population and 8 percent of the Northern population. Medical fees were an
impediment for 53 percent of respondents. Some districts score worse than others in terms of
medical-cost affordability: for example, 90 percent of the Zomba subpopulation and 87 percent
of the Nkhata Bay subpopulation quoted unaffordable medical fees as one of the reasons for not
attending to their health needs, as opposed to only 3 percent of the subpopulation in Kasungu.
Twenty-nine percent of Malawians in this group cited the absence of necessary treatment as one
of the reasons for being unable to attend to their medical needs.
One in 10 Malawians were not able to attend to their dental needs. Of this group, 52 percent
indicated the cost of fees as one of the reasons, while 25 percent indicated that one of the
reasons was that the required treatment was not available.

Assistance in Accessing or Paying for Health Care During Last Medical
Check
Few Malawians said they received help accessing health care (6 percent). The majority of these
(69 percent) turned to their friends or family members for help. Only 5 percent of Malawian
women reported receiving assistance in paying for health care related to births. Among those
who confirmed having received assistance in paying for or accessing health-care services during
their last medical visit, only a very small share (1 percent) admitted having paid a bribe.
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Who Currently Has the Most Impact on Health Services?
Twenty-seven percent of Malawians believed that the Ministry of Health has the most impact on
health services. This is an expected outcome, considering the high degree of health-care
centralization in Malawi at all administrative levels, from village to district. Moreover, 13 percent
of Malawians considered the central government to have the most impact on health services,
which is consistent with the fact that the government is responsible for 60 percent of healthservice delivery. One in 10 Malawians reported that doctors have the most influence on the
health-care situation, while 7 percent indicated that the community as a whole has most
influence.
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1. Introduction
This report uses data from the 2016 Local Governance Performance Index (LGPI) survey of
Malawi to gain insights into the successes and challenges of healthcare in Malawi.3 4 It explores a
range of issues: the prevalence of as well as treatment of disease, healthcare quality, solutions to
health problems, perceptions of who is most responsible for healthcare provision, and more.
Generally, we find that the tendency for Malawians to seek healthcare is high, but their ability to
afford the treatment and the availability of proper treatment are both issues that the Malawian
healthcare system must address. Moreover, there are important variations in how these issues,
among others, vary by location, age, gender, rural residence, educational-attainment level, and
wealth.
Examining these issues, the report proceeds as follows. The next section outlines the general
development and healthcare challenges that Malawi faces. Section 3 describes the political and
administrative context. Section 4 introduces the Local Government Performance Index, the
survey instrument on which the findings of this report are based. Sections 5 through 11 present
LGPI findings on healthcare, including an overview of health conditions in Malawi (Section 5),
as well as the prevalence and treatment of various diseases. Section 5 also discusses mental
health, general visits to the doctor, and prenatal care, concluding with an analysis of the differing
types of healthcare facilities Malawians go to. Section 6 examines the quality of healthcare
including perceptions of doctor availability and offers analysis of two indices developed from
questions on different aspects of healthcare to provide deeper insight into quality of service,
Section 7 discusses the accessing of and paying for healthcare services, and Section 8 looks at the
perceived quality of as well as experienced satisfaction with medical care at different types of
facilities. Section 9 addresses unmet health needs, the reasons behind them, and including
inability to pay as well as facilities being too far away to travel to for care. Section 10 examines
who has the most impact on health services in the eyes of Malawians, and Section 11 concludes.

For more information on the survey design, see Appendix II.
All numbers presented in the narrative, figures, and tables are calculated based on survey design and poststratification weighting, and numbers are weighted percentages and counts. The narrative, figures, and tables in the
report may convey percentages that do not add up to 100, because item non-response is included in the calculations
and is presented in Appendix I. Where very few respondents have answered a question, the weighted number of
respondents is presented, rather than the percentage.
3
4
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2. Development and Health Challenges
Malawi is one of the poorest countries in the world, ranking 173 out of 188 countries and
territories in the Human Development Index (a multidimensional measure of human
development).5 Gross national income per capita is just U.S. $747.6 Nearly 51 percent of the
population resides below the national poverty line7, and an estimated 12 percent of the
population is classified as ultra-poor (those suffering from chronic hunger most of the year).8
Malawi’s health sector must contend with poverty and underdevelopment, as well as a rapidly
expanding population and a shortage of human and capital resources, all of which limit the
ability of the government to offer universal healthcare.

2.1. Population
Malawi has the 12th-fastest-growing population in the world, with an annual growth rate of 3.2
percent.9 Government initiatives have succeeded in reducing fertility rates from 6.7 births per
woman in 1992 to 4.4 in 2015.10 However, population growth rates are unlikely to slow
dramatically, even as birth rates decline, given Malawi’s young population. Over 46 percent of
the population is below the age of 15,11 compared to just 16 percent in this age group within the
European Union’s total population.12 This places enormous demand on healthcare and the
government budget, since public healthcare is free for all Malawians.
Healthcare provision is also difficult because Malawi is largely rural, and the demand for
healthcare is dispersed across the country. Malawi has 183 inhabitants per square kilometer,
significantly higher than the continental average of 42.13 Only 16 percent (2.8 million people) live
This statistic and others in this paragraph (unless otherwise noted) are from the United Nations Development
Programme. 2015. “Work for Human Development: Briefing Note for Countries on the 2015 Human Development
Report—Malawi.” Available at http://hdr.undp.org/sites/all/themes/hdr_theme/country-notes/MWI.pdf.
6 2011 U.S. dollars, adjusted for purchasing power parity.
7 Poverty head count ratio as of 2010 according to World Bank World Development Indicators. Available at
http://data.worldbank.org/country/malawi.
8 Malawi National Statistics Office. 2014. “Integrated Household Panel Survey 2010–2013.” Available at
http://www.nsomalawi.mw/images/stories/data_on_line/economics/ihs/IHPS 2013/IHPS Report.pdf.
9 World Bank, World Development Indicators. 2012. Available from
http://data.worldbank.org/indicator/SP.POP.GROW?year_high_desc=true.
10 The Demographic and Health Survey (DHS) Program. 2016. “Malawi: Demographic and Health Survey.”
Available at: https://dhsprogram.com/pubs/pdf/PR73/PR73.pdf.
11 Malawi National Statistics Office. 2014. “Integrated Household Panel Survey 2010–2013.”
12 Organisation for Economic Co-operation and Development (OECD). 2016. “Young Population.” Available at
https://data.oecd.org/pop/young-population.htm - indicator-chart.
13 World Bank. 2016. “Population Density.” Available at
http://data.worldbank.org/indicator/EN.POP.DNST?year_high_desc=true.
5
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in urban areas, located primarily in Malawi’s four main cities—Lilongwe, Blantyre, Mzuzu and
Zomba. The annual net migration of working-age migrants moving to cities and towns from
rural areas stands at 14,000. Eighty-four percent of the country’s population lives in rural areas.14

Population Pyramid for Malawi15

2.2 Difficult Living Conditions
Difficult daily living conditions negatively impact health in Malawi. Almost half (47 percent) of
Malawians are food-energy deficient, meaning that their regular diet fails to provide them with
the minimum dietary energy requirement per day to lead an active and healthy life.16 Food
insecurity is most pronounced in the south of the country, but it is also prevalent in the central
districts of Lilongwe and Mchinji. Reliance on subsistence agriculture traps many Malawian
families in a cycle of poverty, since poor households cannot invest in the inputs required to
boost yields, and poor farmers typically sell any surplus soon after harvest in order to earn
World Bank. 2016. “Malawi Urbanization Review: Leveraging Urbanization for National Growth and
Development.” Available at http://documents.worldbank.org/curated/en/913881468045241225/pdf/P146675MalawiUrbanizationReview-Final-withCover.pdf.
15 The chart is from the Index Mundi demographics data bank. Available at
http://www.indexmundi.com/malawi/age_structure.html.
16 2012. “Comprehensive Food Security and Vulnerability Analysis (CFSVA) and Nutrition Assessment.”
World Food Programme 4. http://documents.wfp.org/stellent/groups/public/documents/ena/wfp253658.pdf
14
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income and repay debts. This exposes farmers to fluctuating market prices and means they
cannot benefit from selling when prices rise.17
Malawi’s infrastructure is also limited, which makes providing safe living conditions and access to
healthcare difficult to achieve. Eighty-seven percent of households get their drinking water from
an improved source, but 47 percent of households still spend over 30 minutes collecting their
drinking water each day. Some 46 percent of households now have access to a mobile phone,
although less than 6 percent of the population uses the Internet. Nearly 74 percent of the
country’s population still lives further than two kilometers from an all-season road.18
Malawians also suffer natural disasters, including floods, drought, and earthquakes, which strain
the healthcare system in times of crisis. Between 1979 and 2010, natural disasters directly
affected almost 22 million people and resulted in the deaths of nearly 2,600.19 During 2014–2015
alone, heavy rains directly affected an estimated 1.1 million people,20 displacing 230,000 and
leaving 106 dead.21 Similarly, a drought in 2005 left more than one-third of the country
experiencing food shortages.22 Disasters drain Malawi’s resources and create additional demand
for services. It is thus not surprising that, as we discuss below, inability to afford healthcare is a
major reason for unmet health needs.

3. The Political and Administrative Context
In Malawi, patronage and centralization of power around the president significantly shape the
allocation of public resources and the distribution of healthcare services. Malawi’s history can be
divided into four historical periods: the precolonial era (prior to 1891), colonial era, postcolonial
one-party era, and the democratic multiparty era from 1994. However, 73 years of authoritarian
Ibid.
All the statistics listed in this paragraph are from the Malawi National Statistics Office’s Integrated Household
Panel Survey 2010–2013, the DHS Program’s “Malawi: Demographic and Health Survey,” and the World Bank’s
2011 “Malawi’s Infrastructure: A Continental Perspective,” available at
http://documents.worldbank.org/curated/en/151641468089370729/pdf/WPS5598.pdf.
19 Government of Malawi. 2015. “National Disaster Risk Management Policy.” Available at
http://www.ifrc.org/docs/IDRL/43755_malawidrmpolicy2015.pdf.
20 Office for the Coordination of Humanitarian Affairs. 2015. Humanitarian Bulletin. Available at
http://reliefweb.int/sites/reliefweb.int/files/resources/ocha_rosa_humanitarian_bulletin_issue18_may2015.pdf.
21 Government of Malawi. 2015. “Malawi 2015 Floods Post Disaster Needs Assessment Report.” Available at
http://reliefweb.int/sites/reliefweb.int/files/resources/Malawi-2015-Floods-Post-Disaster-Needs-AssessmentReport.pdf.
22 UNDP. 2007. “Famine in Malawi: Causes and Consequences.” Available at
http://hdr.undp.org/sites/default/files/menon_roshni_2007a_malawi.pdf.
17
18
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colonial rule (1891–1961) and 30 years of authoritarian one-party government (1961–1993)
dominate Malawi’s political history and shape governance in Malawi today.

3.1 Malawi’s Democracy
After decolonization, the post-independence period in Malawi witnessed a relentless
centralization of power under the country’s first president, Hastings Kamuzu Banda. Neither
opposition politics nor independent civil-society organizations were allowed. The Malawi
Congress Party, the single ruling party, controlled all aspects of political life, and no democratic
elections took place between 1961 and 1994.
In a 1993 referendum, Malawians voted for a multiparty political system, and the following year
peaceful, transitional elections took place. A new constitution, adopted on May 18, 1995,
reflected liberal democratic norms and included a progressive bill of rights. In terms of political
organization, the new constitution established Malawi as a multiparty republic administered by a
three-branched government. A president elected by popular vote for a five-year term heads the
executive, serving as both head of state and head of the government, and is assisted by cabinet
members. The legislative branch consists of the National Assembly, a unicameral body of
representatives elected by popular vote to serve for five years. The judicial branch of government
consists of a Supreme Court of Appeal and a High Court, whose judges are appointed by the
president. Universal suffrage is set at 18 years of age, and between 1994 and 2015, Malawi held
five successful parliamentary and presidential elections (1994, 1999, 2004, 2009, and 2014),
although local government elections were repeatedly postponed and took place only in 2000 and
2014.
The establishment of democracy in Malawi raised hopes of good democratic governance that
would translate into effective management of the economy for growth and poverty reduction;
however, 22 years down the line, the initial promises and goals of the national democracy project
remain elusive. A number of political parties have emerged since democratization, but they
remain highly personalized identities, acting as vehicles for the election of their leaders rather
than offering something closer to a collective national good. All political parties that have come
to power have forged settlements within which the political elites and those well connected to
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the political establishment have benefited at the expense of national development.23 This has
significantly shaped the ability of public officials to formulate and carry out policies in
accordance with the public interest, where “public interest” is heavily constrained by the
requirement to service patronage networks of one kind or another.
Alongside the formal democratic system operates a traditional system of hereditary chiefs that is
regulated by the Chiefs Act of 1997. Chiefs have remained a core part of the social fabric of
Malawi since precolonial times, with each village having a village head, and with tiered levels of
traditional authority above this. A group village head presides over a cluster of villages, and
traditional authorities bring together groupings of group village heads. The role of traditional
leaders remains ambiguous, but chieftainship has been a notable feature of rural areas of Malawi.
The absence of locally elected councillors since 2005 and the political and administrative vacuum
that ensued increased the importance of the functions that chiefs perform for both their subjects
and the state. In urban and peri-urban areas, hereditary chiefs also exist, and their role in these
jurisdictions remains a contested terrain.
Over the years other nonhereditary leaders, known as block leaders or town chiefs, have
emerged as a result of political and economic circumstances, as townships have grown and
people have moved to them to live and work. The local governance vacuum created by the
postponement of local elections has also resulted in the increased importance of block leaders,
who are selected by communities to address problems arising from rapid and relatively
unplanned urbanization.
The historical legacy of strong presidents and chiefdoms shapes politics today. Politics is
characterized by patterns of “big man” rule, the distribution of patronage, and divergence of
formal and informal rules. Decisions commonly flow from the center outward along vertical,
ethno-regional channels, underpinned by the patronage power held locally, often by traditional
authorities such as village chiefs. This significantly shapes realities of the allocation of public
resources and the distribution of services.

Tenthani, Kizito, and Blessings Chinsinga. 2016. “Political Parties, Political Settlement and Political
Development,” in Dan Banik and Blessings Chinsinga (eds.). Political Transition and Inclusive Development in Malawi: The
Democratic Dividend. London: Routledge, 35–56.
23
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3.2 The Public Administration
The public sector in Malawi is the body of economic and administrative life that deals with the
delivery of goods and services by and for the government, often comprising several
organizations that rely on hierarchical links and operations. It operates at three levels. The first is
the national level. This includes government ministries and departments that oversee public
programs at the national level. The second level of operations is the regional one.
Administratively, the country is divided into three regions: Northern, Central, and Southern. The
majority of government ministries and departments have offices at the regional level that link the
national offices and the district government administration.
At the third level of the hierarchy is the district-level public administration. Malawi has 28
districts; only seven have sections categorized by government as urban areas. These include
Blantyre, Zomba, Lilongwe, Kasungu, Mangochi, Luchenza, and Mzuzu. The rest are classified
as rural areas. Government services at this level are facilitated by local governments that bring
together an administrative arm made up of technocrats and a political arm composed of elected
councillors and members of parliament. These, in turn, are supported by various subdistrict
structures, which are meant to facilitate grassroots participation in local decision-making. In the
rural areas they are known as Area and Village Development Committees, while in the urban
areas they are known as Ward and Community Development Committees.

3.3 Health System
The provision of health services in Malawi falls under the responsibility of the Ministry of
Health, which regulates both the public and the private sectors and works in cooperation with
district councils, as well as management and advisory committees down to the village level. (See
Figure 1.) The public sector covers 60 percent of all healthcare demand, including more than 374
health facilities; it accounts for 43.5 percent of all generalist medical practitioners and 64.5
percent of all nursing professionals in the country, according to the 2008 census. Approximately
40 percent of the available health services in Malawi are delivered by private for-profit and
nonprofit organizations, with the Christian Hospital Association of Malawi (CHAM) dominating
the private sector. The prevalence of the government in the health sector notwithstanding,
however, private institutions employ more than 55 percent of high-skilled health workers.24

Strengthening Health Outcomes through the Private Sector (SHOPS) Project. 2012. “Malawi Private Health
Sector Assessment Brief.” Bethesda: Abt Associates..
24
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Figure 1. Governmental structure of the healthcare system in Malawi.25
Overall, there are three levels of health services in Malawi. At the primary level, communitybased health posts, maternity units, and rural health centers respond to basic health needs. At the
secondary level, district hospitals, nonprofit hospitals, and for-profit hospitals engage in research
and inpatient and outpatient services, as well as diagnostic, laboratory, blood bank, rehabilitation,
and physiotherapy services. Finally, at the tertiary level, four central hospitals provide specialized
and sub-specialized healthcare services, as well as teaching and research.

3.4 Health System Challenges
The government issues a health passport to every citizen; the health passport stores data on
immunizations, preventive healthcare priorities, and a record of clinical encounters. However,
universal access to healthcare remains unavailable particularly in rural areas, due to a shortage of
labor, a lack of basic health-facility infrastructure, poor management practices, and insufficient
financing.
An out-migration of the medical workforce has intensified the severe human-resource crisis,
especially in rural hospitals and in both rural and urban health centers.[48] In response to this,
the government launched the Emergency Human Resources Program 2004–2010, which
Ministry of Health (MoH) [Malawi] and ICF International. 2014. “Malawi Service Provision Assessment 2013-14.”
Lilongwe, Malawi, and Rockville, Maryland.
25
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facilitated a 52-percent salary increase for health workers and an increase in the number of
graduating doctors. The program was extended with the Malawi Health Sector Strategic Plan
2011–2016,26 which also supervises the expanded implementation of the Essential Health
Package, a policy program designed to provide equitable healthcare access across the entire
country.27 However, constraints to proper implementation of the Essential Health Package
reflect broader caveats of the health system: insufficient awareness of available reform programs,
insufficient knowledge and capacity of staff, dissatisfying working and living conditions for
health workers, and a massive deficit of essential medicines and medical equipment.28 Most local
health-worker training schools face capacity limitations, including shortage of tutors, preceptors
at practical sites, teaching equipment, and classroom space.29
There is also a lack of facility-level infrastructure, particularly in the government-managed health
facilities. These are poorly equipped with regard to electricity, client latrines, communications
equipment, computers with Internet, and emergency transport. Indeed, only about six in ten
facilities have both soap and running water.30 (Lack of supporting infrastructure for elderly and
disabled persons is cited as a reason for not seeking healthcare services provided by either the
government or private organizations.)31
These public-health facilities, however, are the main providers of basic health services, including
outpatient curative care for sick children, child-growth monitoring, child vaccination, modern
methods of family planning, prenatal care, and services for sexually transmitted infections, Such
services are available in 81 percent of facilities managed by the government, as compared to 49
percent of facilities run by the Christian Hospital Association of Malawi and 35 percent of those
run by private companies.
Malawi health facilities also have irregular and weak practices for facilitating communication and
coordination among staff, and between facility staff and the communities that they serve. Regular
MoH and Clinton Health Access Initiative. 2011. “Health Workforce Optimization Analysis: Optimal Health
Worker Allocation for Public Health Facilities across Malawi.” Available at
https://www.k4health.org/sites/default/files/Malawi%20HRH%20Optimization%20Analysis%20Report.pdf.
27 Mueller, Dirk H., et al. 2011. “Constraints to Implementing the Essential Health Package in Malawi.” Available at
http://dx.doi.org/10.1371/journal.pone.0020741.
28 Manafa, Ogenna, et al. 2009. “Retention of Health Workers in Malawi: Perspectives of Health Workers and
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30 Mueller, Dirk H., et al. 2011. “Constraints to Implementing the Essential Health Package in Malawi.” Available at
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management meetings take place in only one in three facilities, and only 15 percent of all health
facilities involve the community in the planning and delivery of healthcare.32 Moreover, only 8
percent of all health centers ask for client feedback, which ultimately fosters low quality
assurance and inefficient health-management systems.33
Funding remains a major challenge for the Malawian government. In 2014, Malawi allocated 11.4
percent of its gross domestic product to the health sector,34 failing to meet the 15 percent target
set during the Abuja Declaration.35 The government of Malawi finances universal health
coverage within the public sector mostly with help from international donors, but, even with this
assistance, falls short of meeting demand.
These challenges related to workforce, infrastructure, management, and funding have a bearing
on both the demand and supply sides of the healthcare sector in Malawi. On the one hand,
public and private facilities are limited in their efforts to deliver inclusive and universal
healthcare. On the other hand, citizens cannot effectively access those services, nor benefit from
their right to universal healthcare provision.

4. The Local Governance Performance Index
The analysis presented in this report draws from the Local Governance Performance Index
(LGPI),36 which was implemented in Malawi from March 24 to April 27, 2016. The LGPI
provides a new approach to the measurement, analysis, and improvement of local governance.
The tool aims to help countries collect, assess, and benchmark detailed information concerning
issues of local and public-sector performance and service delivery to citizens and businesses. The
goal is to provide information to help citizens, policymakers, and the development community
pinpoint, diagnose, and foster discussion about areas of need, help formulate policy

MoH [Malawi] and ICF International. 2014. “Malawi Service Provision Assessment 2013–14.” Lilongwe, Malawi,
and Rockville, Maryland.
33 Ibid.
34 World Bank. 2011. “Malawi’s Infrastructure: A Continental Perspective.”
35 Ibid.
36 The Local Governance Performance Index in Malawi was made possible by generous support from a number of
sources. The Program on Governance and Local Development (GLD) initially designed and piloted the LGPI in
Tunisia with generous funding from the Moulay Hicham Foundation and Yale University. The survey was revised
and fielded in Malawi with support from the Swedish Research Council and the Norwegian Research Council.
32
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recommendations, provide a benchmark for assessing policy implementation, and allow us to
examine the factors driving good governance and quality service provision.
The LGPI has several distinctive features. First, the core instrument includes batteries on health,
education, security, voice, and participation, as well as other metrics of governance and service
delivery, permitting us to examine and compare relationships between governance and outcomes
across sectors. Second, we focus on behavioral measures. Individuals are asked, for instance, if
they have direct experience with health clinics, schools, and other services. The survey further
probes experiences of those who accessed these services, asking about the quality of service
delivery, whether they have experienced problems, and, if they did, from whom they sought help,
as well as the outcomes of the process. This data provides a detailed map of citizens’ experiences
with governance and service delivery, and permits an in-depth assessment of institutional quality
and capacity. Third, the LGPI employs a methodology of heavily clustering surveys at the village
level. This allows for explicit measures of local variation in governance and outcomes that are
undetectable in most surveys, which are usually representative only at the national level. Finally,
the LGPI captures satisfaction with and expectations about local services, as well as state and
non-state actors, making it possible to compare citizens’ experiences with their levels of
satisfaction and trust in these actors.
The survey was fielded in 15 of Malawi’s 28 districts, spanning all of the country’s three
administrative regions. Within in each region, traditional authorities (TAs) or local council wards
in urban areas were randomly selected for the study. A total of 18 traditional authorities and four
urban wards were selected according to the principle of probability proportional to size (PPS)
from three regional strata (Table 1).
In each TA, four enumeration areas (EAs)37 were randomly sampled using PPS sampling. A
similar PPS sampling was further used to select four EAs in the local government wards in the
four main cities of Malawi. The EA boundaries were carefully plotted and exported to an
application that was installed on tablets that were used to collect data in the field. These maps
ensured that enumerators collected data only within designated areas and did not stray outside by
mistake. In each enumeration area, a team of fieldworkers was given the task of randomly
selecting a total of four villages (or blocks in the urban EAs) in which to conduct household
37

Enumeration areas (EAs) are geographic areas designed for census taking. They have no other administrative role.
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interviews. To ensure a sufficient number of interviews, the teams were required to conduct up
to 22 interviews per village, yielding an average of 88 interviews per EA and 352 interviews per
TA or ward.
Region/Stratum

Northern

Central

Southern

District

Traditional Authority

Chitipa

Mwaulambya

Rumphi

Mwankhunikira

Mzimba

Chindi
Kampingo Sibande
Mtwalo

Nkhata Bay

Kabunduli

Mzuzu

Viphya ward

Kasungu

Simlemba

Lilongwe City

Area 25 ward
Area 36 ward

Dedza

Pemba
Tambala

Ntcheu

Kwataine

Balaka

Kalembo

Blantyre

Kapeni

Blantyre City

Namiyango ward

Chikwawa

Chapananga
Ngabu

Mangochi

Jalasi

Mulanje

Mabuka

Nsanje

Mbenje

Zomba

Mwambo

Table 1: Traditional authorities and local government wards included in the LGPI survey Malawi 2016.
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Fieldwork teams randomly selected households within each village/ward. Upon entry into a
village/ward, the field teams were instructed to find out from local leaders the number of
households in the village/ward. They then divided the number of households by 22 to determine
the walk pattern to identify the nth household to interview. In each household, respondents were
chosen randomly from among those over 18 using a Kish selection grid. There are 8,114
complete interviews, approximately 369 in each of the 22 Traditional Authorities and local
government wards. The survey was implemented by the Institute of Public Opinion and
Research (IPOR) under the oversight of Dr. Boniface Dulani, IPOR’s senior partner and a
lecturer at the University of Malawi. Fifty-Five interviewers recruited by IPOR conducted
interviews in Chichewa, Chitumbuka, and English. Responses were entered on tablets running
SurveyToGo software.
The LGPI records the frequency of illnesses and chronic diseases among Malawians, their ability
to access healthcare services, and the quality of those services. The data also allows us to analyze
the relationship between disease incidence and several socio-demographic indices, such as
gender, education, geographical location, and wealth. The results of this analysis can easily be
compared with extant data from government and non-government sources.

5. Health Conditions in Malawi
5.1. Health Afflictions
The majority of Malawians suffer from health problems. About 80 percent of respondents
reported suffering from at least one disease in the previous two years. It is thus not surprising
that 53 percent of Malawians rate their health as being very poor (26 percent) or poor (27
percent), and 17 percent see their health as being fair. Less than a third of Malawians say that
they are in good (23 percent) or very good (6 percent) health. (See Figure 2.) There are also stark
differences across districts in self-estimation of health. (See Figure 3).
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Figure 2. Self-estimation of health.

Figure 3. Self-estimation of health throughout the country.
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The most frequent disease in Malawi, malaria, affected 53 percent of the respondents in the
previous two years.38 Another 43 percent reported suffering from at least one of the three next
most common ailments: frequent or severe headaches (18 percent), arthritis or rheumatism (13
percent), or back and neck problems (12 percent).39
There are significant gender differences in the prevalence of disease across almost all disease
types. Overall 82 percent of female Malawians and 77 percent of males reported at least one
disease in the previous two years. The largest gap exists in the prevalence of severe headaches,
with 21 percent of females suffering headaches, compared to 14 percent of males. Women also
reported having back and neck pain at a rate of 15 percent compared to 10 percent of males. In
line with these findings, 23 percent of males report no health ailments compared to 18 percent of
females. However, women were also more likely to refuse to answer or report that they “don’t
know.”40 Men and women appear to get stroke, seasonal allergies, tuberculosis, heart attacks, and
HIV at similar rates. (See Figure 4.)

As a point of comparison, 34 percent of Malawians in the Integrated Household Panel Survey of 2013 reported
that they had suffered from malaria in the previous two weeks. This suggests that individual Malawians suffer from
malaria multiple times in a two-year period. National Statistical Office [Malawi]. 2014. “Integrated Household Panel
Survey 2010–2013: Household Socio-Economic Characteristics Report.” Zomba, Malawi: 24.
38

These values are, again, considerably higher than those provided by the Integrated Household Panel Survey from
2014: headaches (9 percent) and arthritis (10 percent). This is interesting, considering that the Panel Survey actually
recorded a decrease in the incidence of most illnesses; for example, a drop of 8 percent in reported malaria cases
(from 42 percent in 2010 to 34 percent in 2013). National Statistical Office [Malawi]. 2014. “Integrated Household
Panel Survey 2010–2013: Household Socio-Economic Characteristics Report.” Zomba, Malawi: 24–28.
40 Of the 16 Refuse to answer/Don’t know responses, 14 were women.
39
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Figure 4. Diseases, by gender.

There is also disparity in experience with disease related to education level. When we examine
whether or not an individual has had at least one health ailment the previous two years, we find
that those with lower levels of education are much more likely to have been sick than those with
higher levels of formal education. Nationally, 86 percent of those with no formal education
suffered in the previous two years, compared to 83 percent of those with some primary
education, 76 percent of those who graduated primary school, and just 68 percent of those who
have an intermediate level of education or higher. (See Figure 5.)
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Figure 5. Experience with disease in the previous two years, by education level.

The gap between those without formal education and those with varies by types of disease.41
Twenty-seven percent of Malawians with no formal education suffer from arthritis or
rheumatism, vs. 14 percent of Malawians who have some primary education and only 10 percent
of Malawians who have completed primary, intermediate, and higher education. The trend is
similar when it comes to back and neck pain: 23 percent of those with no formal education
suffered from this, as compared to only 14 percent of those who had had some primary
schooling. Heart diseases seem to be more present among Malawians with no formal education
(10 percent) than among those who started primary schooling (6 percent), who finished primary
schooling (3 percent), or who have intermediate and higher education (1 percent). HIV
infections are also more common among those with no education (5 percent) than those who
have some primary education (3 percent), completed primary schooling (2 percent), or went to
intermediate schooling and above (1 percent). Education does not seem to make any difference
when it comes to malaria, the most prevalent illness in Malawi.
A multivariate analysis revealed that education level drives these outcomes. Education is not simply a substitute
for income level, as the correlation between our income index and education level is low (0.11).
41
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Finally, unsurprisingly, older Malawians are more likely to report having dealt with a health
ailment in the previous two years. Eighty-seven percent of those who are over 45 years old
report an ailment, compared to 77 percent of those who are younger.
There is important geographical variation in Malawians’ health, as well. Malawians living in
Nsanje, Ntchechu, and Mulanje districts reported health ailments at rates of 92, 88, and 87
percent respectively; those living in Nkhata Bay and Mzimba reported health ailments at rates of
69 and 67 percent, respectively. (See Figure 5.) The differences are particularly notable regarding
malaria, which is prevalent in Nsanje (73 percent), Zomba (68 percent), Chikwawa (66 percent),
Rumphi (63 percent), and Ntcheu (62 percent), but relatively rare in Chitipa (41 percent) and
Kasungu (37 percent). (See Figure 6.) Those living in the Northern region are most likely not to
have suffered any disease in the previous two years: 31 percent report being disease-free, in
contrast to only 18 percent from the Central region and 17 percent from the Southern region.
Moreover, it appears that Malawians living in urban areas tend to suffer from a higher prevalence
of disease. Eighty-three percent of Malawians living in urban areas reported at least one health
ailment in the previous two years, while only 72 percent of those in rural areas did.
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Figure 6. Experience with diseases in the previous two years by villages, districts, and regions.

5.2. Mental Health
Reporting of various aspects of mental-health problems varies by age, gender, education, income,
and district. In general, older Malawians, female Malawians, Malawians who have failed to attain
higher levels of education and/or income tend to report more mental-health problems than
those who are younger, male, and have either higher educational backgrounds or are in higher
income quartiles.
Mental-health problems are more prevalent among the older population. About 23 percent of
those over 45 report feeling tired out for no good reason almost every day, while only 14 percent
of those 25 or younger do. Similarly, about 74 percent of those in the lowest age bracket said
they almost never feel hopeless, whereas 65 percent of those in the highest age bracket reported
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sometimes feeling hopeless.42 Moreover, 23 percent of Malawians over 45 are depressed most or
all of the time, compared to 16 percent of those 25 or younger.43 About 14 percent of
respondents 45 and older reported feeling so depressed that nothing could cheer the them up
most or all of the previous 30 days, compared to 10 percent of those 25 and younger.44
Females report suffering from mental-health problems more than males. Among females, 24
percent reported feeling depressed most or all of the time, in contrast to males, of whom just 15
percent report feeling depressed most or all of the time.45 (See Figure 7.) Females were more
likely than males (14 percent vs. 9 percent) to report feeling so depressed that nothing could
cheer them up most or all of the previous 30 days.46 Among Malawians reporting that they had
felt restless or fidgety during the previous 30 days, females (11 percent) were more likely than
males (7 percent) to say that they feel this way all or most of the time,47 and just 65 percent of
females reported never feeling so restless that they could not sit still, compared to 70 percent of
males.48 About 54 percent of males vs. just 48 percent of females reported never being tired out
for no good reason.49

42

This finding is significant at the p≤0.01 level in a multivariate analysis.

43

This finding is significant at the p≤0.01 level in a multivariate analysis.

44

This finding is significant at the p≤0.05 level in a multivariate analysis.

45

This finding is significant at the p≤0.001 level in a multivariate analysis.

46

This finding is significant at the p≤0.001 level in a multivariate analysis.

47

This finding is significant at the p≤0.01 level in a multivariate analysis.

48

These two findings are significant at the p≤0.01 level in a multivariate analysis.

49

This finding is significant at the p≤0.05 level in a multivariate analysis.
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Figure 7. Feeling depressed, by gender.

Those with higher educational attainment are less likely to report mental-health problems than
those with lower levels of education. Only 8 percent of Malawians in the highest education group
report feeling tired out for no reason all or most of the time, compared to 24 percent of those in
the lowest education group. Similarly, 76 percent of Malawians in the highest education bracket,
with an intermediate or higher level education, reported never feeling this way, compared to 62
percent of those without a formal education.50
Income quartiles from the wealth index are also correlated with the prevalence of reports of
mental-health problems. When we compare Malawians in the highest income quartile to those in
the lowest, we find that those in the highest quartile are less likely than those in the lowest to
report feeling tired out for no reason all or most of the time (11 vs. 22 percent), hopeless most
or all of the time (11 vs. 20 percent),51 and restless or fidgety most or all of the time (6 vs. 12

50

This finding is significant at the p≤0.01 level in a multivariate analysis.

51

This finding is significant at the p≤0.01 level in a multivariate analysis.
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percent).52 Depression tends to plague individuals of lower socioeconomic status, with 24
percent of Malawians in the lowest income bracket report feeling depressed all or most of the
time, compared to 21 percent of those in the second income quartile, 17 percent of those in the
third income quartile, and just 13 percent of those in the highest income bracket.53 (See Figure
8.)

Figure 8. Feeling depressed by income quartiles.

Tendency to be afflicted by a mental-health issue also varies by district. About two-thirds of
Malawians living in Mangochi (66 percent) and Lilongwe (65 percent) never feel tired for no
reason, while the number is half that for those living in Mulanje (32 percent) and Chikwawa (28
percent). Similar patterns hold regarding feeling tired for no reason almost all of the time (9
percent in Mangochi and 12 percent in Lilongwe, compared to 25 percent in Mulanje and 21
percent in Chikwawa.54 About 35 percent of Malawians in Ntcheu report feeling depressed most
of or all of the previous 30 days, compared to less than a third this number in Nkhata Bay (9
52

This finding is significant at the p≤0.05 level in a multivariate analysis.

53

This finding is significant at the p≤0.001 level in a multivariate analysis.

54

This finding is significant at the p≤0.05 level in a multivariate analysis.
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percent) and Rumphi (10 percent). Likewise, those in Chikwawa and Mulanje are more than
twice as likely as those in Zomba, Rumphi, or Mzimba to report feeling so depressed in the
previous 30 days that nothing could cheer them up (about 20 percent in Chikwawa and Mulanje
vs. less than 8 percent in Mzimba, Rumphi and Zomba).55

5.3. Treatment
Most Malawians visit a health clinic or medical doctor to seek care, with 69 percent of them
reporting having gone in the six months previous to the survey. Another 11 percent went during
the previous year, and only 7 percent had not visited a doctor or clinic in the previous three
years.
5.3.1 Variation in Seeking Treatment
There are noticeable differences across education levels among those who were treated for a
disease or illness in the 12 months prior to the survey. When it comes to the share of the
population affected by heart attacks, 51 percent of those with no formal education were treated,
compared to 77 percent of those with some primary education. Moreover, for those with ulcers,
78 percent of Malawians with no formal education were treated, compared to 90 percent of
Malawians with intermediate and higher education. It also of note that only 84 percent of
Malawians with no formal education and suffering from malaria got treated in the previous 12
months, vs. 94 percent of those with intermediate and higher education.
There are some important geographic differences in the likelihood of seeking treatment. Of
Malawians who suffer from arthritis and rheumatism, more of those living in the Northern
region received treatment (87 percent) than did those who live in the Central (58 percent) and
Southern (67 percent) regions. The same is to be said about Malawians with back and neck
problems (Northern 81 percent vs. Central 61 percent and Southern 71 percent) and severe
headaches (Northern 93 percent vs. Central 70 percent vs. Southern 76 percent). In the case of
Malawians suffering from arthritis or rheumatism, only 46 percent of those living in Ntcheu, 51
percent of those living in Balaka, and 52 percent of those living in Blantyre got treatment in the
previous 12 months, compared to 94 percent of those living in Nkhata Bay and 91 percent of
those living in Kasungu. When it comes to malaria, 97 percent of those living in Mzimba got
treatment in the previous 12 months, compared to just 76 percent of those living in Chitipa.
55

This finding is significant at the p≤0.001 level in a multivariate analysis.
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Milder differences are found with regard to other ailments. We find that 93 percent of Malawians
from the Northern region got treated for malaria, but so did 92 percent of Malawians from the
Southern region and 85 percent of Malawians from the Central region. There are no significant
differences across regions in HIV treatment rates.
Demographic groups differ in where they seek healthcare. Rather surprisingly, we find that the
elderly are less likely to have visited a clinic or doctor recently, while Malawians living in rural
areas are more likely to have done so than those in urban areas.56 Women are more likely to visit
a clinic than men. We find that 72 percent of females went to a doctor or health clinic sometime
during the six months before the survey, in contrast to only 62 percent of males. Moreover, only
5 percent of women had their last medical visit more than three years prior to the survey, as
opposed to 12 percent of men.
This gender difference may be due, in part, to childbearing. Nationally, 33 percent of the female
population have given birth in the past 3 years, and 89 percent of them received prenatal care.57
Lower educated, less wealthy women are less likely to receive care. We find that 84 percent of
those with no formal education have received prenatal care, compared to 96 percent of those
with intermediate and above education.58 Similarly, 84 percent of Malawians in the lowest quartile
have received prenatal care, as opposed to 95 percent of Malawians from the highest quartile.
The tendency to see a doctor before giving birth also varies by district. In Mulanje, about 79
percent of pregnant women received care from a doctor, compared to about 96 percent of
pregnant women in Kasungu. (See Figure 9.)

This finding is significant at the p≤0.001 level for gender, p≤0.001 level for age, and p≤0.01 level for rural in an
ordered logistic regression dropping “don't knows.” Education level is not significant in a consistent pattern.
57 We note that this is a lower prevalence than that reported by the Malawian Statistical Office in 2014, which finds
that 98 percent of women received regular care prior to latest birth. One possible explanation for this may be that
with the increasing awareness that midwives are banned, women do not report receiving prenatal care from
midwives. National Statistical Office [Malawi]. 2014. “Integrated Household Panel Survey 2010–2013: Household
Socio-Economic Characteristics Report.” Zomba, Malawi: 31.
58 It is important to note that 333 respondents who reported having had a baby within the previous three years were
missing for this follow-up question on prenatal care due to a problem with skip patterns in the questionnaire that
was caught after the fielding began.
56
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Figure 9. Medical care prior to birth, by villages, district, and regions.

5.3.2. Treatment inside and outside of the district
Most Malawians go to doctors within their district, although not necessarily in their village.
About 77 percent stayed within their district, while only 16 percent visited a doctor or clinic
within their village. This likely reflects the geographic distribution of health clinics and doctors,
which are absent in many villages. Nationally, women who gave birth tended to go to a clinic (37
percent) or a public hospital (34 percent); they go to a private hospital at a much lower rate (18
percent). An insignificant percentage of women give birth at home, and this does not vary greatly
across educational categories or income levels.
We find some interesting variation across districts. For instance, 27 percent of the inhabitants of
the Nkhata Bay district, 13 percent of Malawians living in Mzimba, and 11 percent of those
living in Blantyre had their last medical visit outside the district, while only 1 percent in Zomba
and Ntcheu, and 2 percent in Chikwawa, Kasungu, and Ntcheu, did so. Similarly, 52 percent of
those in Rumphi district had their last medical visit in their own village, compared to 26 percent
of Mzimba inhabitants, 26 percent of Kasungu inhabitants, and 24 percent of Nkhata Bay
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inhabitants. In stark contrast, only 1 percent of Malawians living in Nsanje and 3 percent living
in both Zomba and Ntcheu reported having had their last health visit in their own village. This
likely reflects the availability of required medical services in the various districts.
The tendency for women to travel to other districts to give birth varies greatly across districts.
Only 42 percent of Malawian women who gave birth in Chitipa did so within the district, and
only 53 percent of those in Rumphi did so, whereas in districts like Mangochi and Zomba 97
percent of women stayed within the district to give birth. Perhaps Chitipa and Rumphi lack
facilities. (See Figure 10.) Multivariate regression analysis reveals that females in the north are
statistically significantly less likely to report traveling outside of their district for care. On the
other hand, Malawian women in rural areas are significantly more likely to travel outside of their
district for care.

Figure 10. Share of births taking place in respondent’s district, by villages, districts, and regions.

5.3.3. Choice of Health Service
The majority of Malawians go to health dispensaries or centers rather than hospitals for their
health needs (62 percent vs. 38 percent). Yet the tendency to go to a hospital varies greatly by
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district. About 84 percent of Malawians living in Chitipa, 77 percent of those living in Ntcheu,
and 72 percent of those living Seventy percent of Malawians went to a public facility for their last
medical visit, while 14 percent went to a private practice and 15 percent went to a mission
hospital (Christian Hospital Association of Malawi).
Perhaps unsurprisingly, wealth is related to choice of healthcare facility. The highest wealth
quartile tended to have gone to a private practice during the last health visit (25 percent),
compared to only 6 percent of the lowest wealth quartile, 10 percent of the second quartile, and
14 percent of the third quartile. Three-quarters of the lowest quartile went to a public or
governmental facility, while only 60 percent of the highest wealth quartile did so.
Similarly, education seems to affect the choice of type of medical facility. Twenty-six percent of
Malawians with intermediate or higher education levels went to a private practice, as opposed to
only 8 percent of Malawians with no formal education, 10 percent of those with some primary
school, and 13 percent of those with primary education completed. Likewise, more highly
educated Malawians (60 percent) are less likely to go to a public hospital than those with lower
levels of educational attainment (72–74 percent). Moreover, 18 percent of Malawians with no
formal education and 17 percent of Malawians with some primary schooling chose a mission
hospital for their last medical check, while only 10 percent of Malawians with primary schooling
completed and 13 percent of Malawians with an intermediate and higher education did so. (See
Figure 11.)
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Figure 11. Health facility, by level of educational attainment.

There are, again, some stark contrasts across districts: almost 100 percent of the Chitipa
population went to a public-health facility during their last medical check, as did 96 percent of
Malawians living in Ntcheu. In contrast, only 43 percent of the Dedza population went to a
public-health facility for their last medical visit; instead, a mission hospital was the facility of
choice (about 46 percent of Dedza residents went there for their last medical appointment).
About a third of Malawians living in Zomba (34 percent) and Nsanje (34 percent) also went to
mission hospitals for their last medical visit, but only 2 percent of those living in Mulanje and
Ntcheu did so. In contrast, we find that 32 percent of citizens living in the capital, Lilongwe,
went to a private practice, as did 20 percent of those in Balaka, and 18 percent of those living in
Malawi’s second largest city, Blantyre. If we look at urban vs. rural rates, there is a 19-percentagepoint difference between the two, with urban residents much more likely to go to a private
practice than rural residents. These likely reflect geographic differences in the availability of the
different types of healthcare, as rural and remote areas are often unable to attract private
practices.
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Indeed, proximity is an important factor influencing the healthcare facilities that individuals
choose. For instance, regarding birth care, we find that proximity is the most important reason
mothers select a specific healthcare facility (70 percent). Other reasons given were that the
facility was known for high-quality care (53 percent), offered special care that they required (20
percent), or was the most affordable option (19 percent). Proximity is particularly important in
rural areas, where poor roads and infrastructure makes travel difficult, and healthcare options are
limited. We find that 75 percent of the women living in rural areas chose their health facility
because it was the closest one, compared to only 53 percent of women in urban areas.59
For both rural and urban women, the quality of the facility was not a big factor in their selecting
it, while affordability was: 21 percent of rural women and 12 percent of urban women cite this
factor.60 Education level is significantly related to the tendency to choose a facility based on its
reputation for high-quality healthcare; 67 percent of those with an intermediate or higher level of
education chose a facility on this basis, compared to just 52 percent of those who finished
primary school, 53 percent of those who have only some primary education, and 48 percent of
those with no formal education.
It is important to note that Malawians seek healthcare and medical advice from a range of other
sources, as well. The LGPI found that, in the past year, almost 24 percent of the population
asked friends, family, or neighbors for medical advice; 15 percent contacted a pharmacist; about
10 percent turned to a faith healer; 5 percent sought medical advice from a traditional healer61;
and 4 percent used the Internet.
There appears to be a relationship between demographic characteristics and the source of
medical advice that individuals use. More highly educated Malawians are more likely to see
medical advice from a pharmacist,62 friends and family,63 or online64 than are those with less
59

This finding was significant at the p≤0.002 level in a multivariate analysis.

This finding was significant at the p≤0.05 level in a multivariate analysis.
Note that the Integrated Household Panel Survey found that 2.5 percent of the population was treated by a
traditional healer in the previous two weeks. Because the time frames differ, these statistics are not directly
comparable, but they are consistent with one another. National Statistical Office [Malawi]. 2014. “Integrated
Household Panel Survey 2010–2013: Household Socio-Economic Characteristics Report.” Zomba, Malawi: 29.
62 We find that 18 percent of those who completed primary education and 19 percent with intermediate and higher
education seek advice from pharmacists, compared to 13 percent of those with no formal education and 14 percent
of those with some primary education.
63 Among Malawians who completed an intermediate level of education and higher, 31 percent sought medical
advice from friends, family, or neighbors, as opposed to only 26 percent of Malawians with a primary level of
60
61
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education. At the same time, the more educated were much less likely to turn to a traditional
healer.65 The Internet is also more likely to be a source of advice for younger,66 more educated,
wealthy67 and urban68 individuals, likely due to the greater availability of the Internet to those
people.
There is also significant variation across districts. We find that 28 percent of Malawians from the
Balaka district, 26 percent of Malawians from Ntcheu, and 24 percent of Malawians from the
Chickwawa district turned to the pharmacist for medical advice, as opposed to only 6 percent of
Kasungu district inhabitants or 9 percent of inhabitants of the Dedza district. Those in Chiwawa
and Mangochi were also more likely to turn to traditional healers (13 percent in Chickwawa and
10 percent in Mangochi, compared to 1 percent in Blantyre and 2 percent in Zomba). Those in
Rumphi (44 percent) and Chitipa (37 percent) were more likely than residents of Blantyre (13
percent) or Zomba (14 percent) to seek advice from friends, family, or neighbors.69 Individuals in
Chitipa (32 percent) and Rumphi (24 percent) also turned to faith healers more frequently than
those in Ntcheu (4 percent) or Mangochi (4 percent).

6. Healthcare Quality
6.1. Perceptions of doctor availability
Most Malawians believe that they can access a doctor at the public clinics at least part of the
time. When asked if they believed that the doctor would be present at the nearest public clinic,
education, 22 percent of those who did not finish primary education, and just 19 percent of those who lack a formal
education. This finding is significant at the p≤0.01 level in a multivariate regression with standard controls.
64 Only 2 percent of Malawians with no formal education and some primary schooling, and 3 percent of Malawians
with primary schooling completed, seek medical advice online, as opposed to 15 percent of Malawians with
intermediate and higher education. This finding is significant at the p≤0.001 level in a multivariate regression with
standard controls.
65 Only 6 percent of those with primary education completed or above, compared to 12 percent of Malawians with
no formal education or incomplete primary education, turned to a traditional healer. According to a multivariate
regression, primary schooling completed and intermediate to postgrad categories have a coefficient significant at the
p≤0.05 level.
66 We find that 12 percent of Malawians under 35 seek medical advice online, as opposed to only 3 percent of
Malawians older than 45. This finding is significant at the p≤0.05 level in a multivariate regression analysis with
standard controls.
67 Three percent of the two lowest quartiles versus 14 percent of the two highest quartiles seek medical advice on
the Internet or on a mobile app.
68 Nine percent of the urban population uses the Internet or the mobile app to search for health answers, as
compared to only 2 percent of the rural population.
69 This finding is statistically significant in a multivariate analysis, although individual districts vary in terms of levels
of significance.
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45 percent of respondents reported that the doctor was almost always present, another 23
percent reported that the doctor was sometimes present, and 22 percent answered that the
doctor was rarely present. Only 2 percent of the population reported that the doctor was never
present, and 8 percent did not know.
The data suggest that doctors are not available throughout the day, however. Slightly more than
half of the population (53 percent) expected the doctor at the nearest public clinic to be present
and available at 8:30am.70 Thirty percent of Malawians reported that the doctor would be present
and see them if they showed up at the nearest public clinic at noon,71 while 45 percent of
Malawians reported that the doctor would see them if they showed up at the nearest public clinic
at 4:30 in the afternoon.72
The less educated, poorer, and rural residents had the greatest confidence that the doctor would
be present. For instance, 57 percent of Malawians in the lowest wealth quartile tended to believe
that the doctor at the nearest public-health facility would see them at 8:30am, as opposed to only
47 percent of Malawians from the highest wealth quartile73; 51 percent of Malawians in the
bottom income quartile answered that the doctor is present at 4:30pm, as opposed to only 38
percent of the top quartile. About half (49 percent) of the rural respondents agreeing the doctor
would be present at noon, compared to just 34 percent of those in urban areas. More than half
(51 percent) of those with no formal education confirmed that the doctor at the nearest publichealth facility would be present and see them at 4:30pm, as opposed to only 34 percent of
Malawians with intermediate and higher education.
There are also some stark geographic differences. For instance, the tendency to expect the
doctor to be available at 8:30am varies across region: 46 percent of the Central region
population, 56 percent of the Southern region population, and 60 percent of the Northern
region population expected this. (See Figure 12.) At the district level, 82 percent of the Nsanje
population and 80 percent of the Nkhata Bay population agreed that the doctor at the nearest
public clinic would be available to them at 8:30am, as opposed to 43 percent of inhabitants of

Six percent of the population did not know.
Six percent of the population did not know.
72 Eight percent of the population did not know.
70
71

73

This finding was significant at the p≤0.05 level in a multivariate analysis.
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Mangochi or 46 percent of inhabitants of Dedza.74 More generally, 79 percent of the Nsanje
population, 71 percent of the Zomba population, and 69 percent of the Ntcheu population, as
opposed to only 33 percent of the Dedza population or 34 percent of the Kasungu population,
reported that the doctor at the public clinic nearest to them was nearly always present. These
figures generally coincide with the availability of healthcare workers as reported by the Ministry
of Interior and CHAM in 2009. (See Figure 13.)

Figure 12. Doctor is expected to be present at 8:30am, by region.

74

These differences were significant at the p≤0.01 level in a multivariate analysis.
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Figure 13. The doctor is nearly always present at the nearest public clinic by district vs. public health
worker density per 1,000 population in 2009.75

6.2. Health Quality Index
To facilitate studying the quality of healthcare, we examine a series of questions summarizing
experiences of healthcare-facility quality asked of respondents who had visited a doctor or clinic
in the previous three years assessing (1) bathroom cleanliness, (2) presence of a doctor (inpatient
clinic) or healthcare worker (outpatient clinic), (3) patients treated with respect, (4) waiting times
were reasonable, (5) clarity of posted fees, (6) medication availability.76 The Health Quality Index
(HQI) was created from responses to six questions about aspects of health facilities: whether the
restrooms were clean, a doctor was present, patients were treated with respect, expenses for the
The source for the first map is the LGPI 2016; the source for the second map is the Malawi Health Workforce
Observatory. 2010. “Human Resources for Health Country Profile Malawi.” http://www.hrhbservatory.afro.who.int/images/Document_Centre/Malawi_HRH_Country_Profile_2010.pdf.
76 The Health Quality Index (HQI) was created by performing a multiple correspondence analysis on these six
different items. These items, including access to medication services, are typical of those used in other cross-national
health indices (see, e.g., the European Union Health Consumer Index,
http://journal.managementinhealth.com/index.php/rms/article/viewFile/200/574), although there is a general lack
of comparative, cross-national data or measures of patient quality perceptions of healthcare (See, e.g.,
http://www.who.int/healthinfo/paper32.pdf).
75
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treatment was reasonable, waiting time between entering the clinic and receiving the treatment
was reasonable, and the necessary medicines were readily available. Higher values indicate a
higher level of health quality. Yet, there are significant differences in the HQI across districts.
Malawians living in Mangochi and Kasunga rank the quality of their health facilities highly in
comparison to Malawians living in Balaka or Lilongwe.77 (See Figure 14.)

Figure 14. Health Quality Index, by district.

Perceptions of health quality vary by gender as well. Females tend to perceive poorer quality of
care than do males.78 (See Figure 15.)

77

This finding is significant at the p≤0.001 level in a multivariate regression analysis.

78

This finding is significant at the p≤0.001 level in an OLS regression of the HQI.
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Figure 15. Health Quality Index, by gender.

Malawians living in urban areas are more likely to offer a higher HQI rating than those in rural
areas.79 (See Figure 16.)

Figure 16. Health Quality Index, by rural–urban divide.

Moreover, Malawians who are 45 years of age and older tend to report lesser quality healthcare
on the HQI than do younger-aged Malawians.80 (See Figure 17.)

79

This finding is significant at the p≤0.05 level for an OLS regression using the index.

80

This finding is significant at the p≤0.001 level for an OLS regression using the index.
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Figure 17. Health Quality Index, by age group.

Malawians who are in the lowest two income quartiles are less likely to rate their health facilities
as poorly as those in the highest two income quartiles.81 (See Figure 18.)

81

This finding is significant at the p≤0.001 level for an OLS regression using the index.
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Figure 18. Health Quality Index, by wealth quartile.

6.3 Health Governance Index
The Health Governance Index (HGI) was created by performing a multiple correspondence
analysis on four questions about how the healthcare system functions: whether fees were
explained ahead of time, a bribe was paid to get a better treatment, personal contacts were used
to get better treatment, or the person was referred to a private clinic for further tests and
treatment. Higher values indicate a higher level of health governance. There are significant
variations in the HGI by district. (See Figure 19.)

Figure 19. Health Governance Index, by district.

7. Assistance in Accessing or Paying for Health Care
Only a very small share of the population stated that they received help (6 percent, N=360)
accessing healthcare, and, likewise, only 5 percent of Malawian women reported receiving

43

assistance in paying for healthcare related to births. However, among the sample of Malawians
who reported receiving assistance in paying for healthcare, the majority turned to friends or
family members for help (69 percent, N=221). Among those receiving assistance in accessing or
paying for services to give birth, many had help from a healthcare practitioner (7 percent,
N=24).82
Personal connections appear to be important in seeking assistance. Most people appear to know
the people who helped them personally. For instance, of those who contacted a health
practitioner, 59 percent (N=10) knew the person, although most (75 percent, N=25) of the
practitioners who helped individuals were from another village. On the contrary, most friends
and family members who helped the person (68 percent, N=149) were from the respondent’s
village. Of those who went to friends and family members, about 58 percent reported that they
turned to them for assistance because they are members of their ethnic group or tribe, and
another 36 percent reported that it was because the person was a member of the party they
support.
Demographic groups do not differ significantly in the extent to which they receive assistance for
medical care. Education and income levels do not appear to be related to the likelihood that
individuals seek assistance. However, there is variation across regions; women in the south seem
to be significantly less likely to receive aid than those in the Central or Northern regions.83
Among those who confirmed having received assistance in paying for or accessing healthcare
services during their last medical visit, only a very small share (1 percent, N=11) admitted having
paid a bribe and 2 percent (N=11) did not respond. Out of the 11 respondents who paid extra or
offered gifts to access healthcare, seven considered that their gesture was legitimate.

About 3 percent (N=8) of Malawians got assistance from a civil-society organization, while very few (1 percent,
N=4) received assistance from a government official, less than 1 percent (N=2) from a member of parliament, less
than 1 percent (N=1) from a local council member, less than 1 percent (N=6) from the village head, and less than 1
percent (N=6) from a religious organization. About 1 percent (N=4) received help from a wealthy/influential
family. Additionally, 1 percent (N=12) had help from a health official and 0,16 percent (N=1) had help from a state
welfare office.
82

This finding is significant at the p≤0.05 level in a multivariate analysis. The N is low on this analysis, though, at
only 58.
83
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8. Perceptions of vs. Experienced Satisfaction with Health Care
Quality by Different Providers
There are important differences between individuals’ experiences with medical care at different
types of facilities and their perceptions of the quality of care at those facilities.

8.1 Satisfaction
8.1.1 Satisfaction with Healthcare
When asked about the quality of the medical treatment received during their most recent health
visit, a majority of Malawians answered that they were very satisfied (69 percent). Twelve percent
were somewhat satisfied, 8 percent were somewhat dissatisfied, and 11 percent were very
dissatisfied.84
Concerning satisfaction with different types of health facilities, when it comes to mission
hospitals, 72% of Malawians believe the medical care is excellent or good while 6% believe it is
poor or very bad. However, more than one in 5 Malawians (22%) reported that they did not
know. Concerning quality of service at the nearest private facility, 63% of Malawians think it is
excellent or good and 7% think it is poor or very bad. Almost one third of the population (29%)
said they did not know. When asked about their perceptions of the quality of the medical care at
the nearest public facility, 66% of Malawians believe that the quality is excellent or good while
24% of Malawians believe it is poor or very bad. This data reveals that Malawians perceive
mission hospitals to offer the highest quality medical care, then public/government-owned
health facilities, and finally private hospitals, although the difference between the latter two types
of facilities is not great. (See Figure 20.)

84

1 percent of the population reported that the question was not applicable to them.
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Figure 20. Perceptions of the quality of care at different types of health facilities.

There are stark contrasts between districts: the large majority of those who sought care in the
Nsanje district were very (10 percent) or somewhat (80 percent) satisfied with their most recent
medical treatment. In contrast, 31 percent of those living in Mzimba district, 30 percent in
Nkhata Bay district, and 24 percent in Chikwawa district reported being very dissatisfied and
somewhat dissatisfied with the medical treatment received during their last visit to a health
facility.
Older Malawians appear more satisfied with the quality of treatment during their last visit than
younger Malawians. About 75 percent of Malawians 45 and older were very satisfied with the
quality of care during their last health appointment, while only about 64 percent of those under
25 were.85
Satisfaction also varies according to the type of facility, which may reflect differences in the
quality of care. Ninety percent of those who went to a mission hospital or private health facility
85

This finding is significant at the p≤0.001 level in a multivariate analysis.
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reported being very satisfied or somewhat satisfied with the medical care they received,
compared to 77 percent of those who went to a government-owned hospital.86 About twice as
many respondents who went to a public facility (22 percent) as those who went to a mission (10
percent) or private facility (10 percent) were somewhat or very unsatisfied with the quality of
their care. (See Figure 21.)

Figure 21. Experienced quality of care at different types of health facilities.

For women who gave birth, 76 percent reported being very satisfied with the patient care at the
facility where they gave birth, compared to 9 percent who were not very satisfied, 7 percent
somewhat satisfied, and 6 percent very unsatisfied. Somewhat surprisingly, satisfaction with
patient care was reported as significantly higher at public hospitals and clinics than at private
hospitals. About 88 percent of Malawian women who gave birth in a public hospital or clinic
were very satisfied or somewhat satisfied, compared to 78 percent of those who gave birth in a
private hospital.87

86
87

This finding is significant at the p≤0.001 level in a multivariate analysis.
This finding is significant at the p≤0.05 level in a multivariate analysis.
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8.1.2 Satisfaction with Cost of Medical Treatment
The survey reveals that, at the national level, 20 percent of Malawians who paid for services were
very satisfied with the cost of their last medical visit, 4 percent of them were somewhat satisfied,
3 percent were somewhat dissatisfied, and 5 percent were very unsatisfied. Approximately 67
percent of the population did not pay for services (4,171 out of the total 5,829), the great
majority of which (96 percent) went to a public/government-owned hospital. Among Malawians
who went to a private hospital, 68 percent reported being very satisfied with the cost and 10
percent reported being very unsatisfied with it. Among those who went to a mission hospital, 52
percent reported being very satisfied with the cost while 16 percent reported being very
unsatisfied with it.88
Malawians living in rural areas seem to be less happy with the cost of their last medical visit than
Malawians living in urban areas. Twenty-one percent of the rural population reported being very
satisfied (17 percent) and somewhat satisfied (4 percent), as opposed to 31 percent of the urban
population (29 percent very satisfied and 2 percent somewhat satisfied).
For women who gave birth in the last three years, 17 percent were very satisfied with the cost, 3
percent reported that they were not very satisfied, 1 percent said they were somewhat satisfied,
and 8 percent reported being very unsatisfied, while 71 percent (1034 of 1299) did not pay for
healthcare.
There are significant differences in satisfaction with cost based on the respondent’s income
quartile. Among respondents in the lowest wealth quartile, 16 percent were very unsatisfied with
the cost, compared to just 1 percent of respondents in the highest wealth quartile. (It is
interesting to note that those in the lowest wealth bracket are the least likely to report that the
question was not applicable, suggesting that they did not pay, while respondents in the second
and third quartiles were the most likely to report that the question did not apply.)
There are also regional differences in satisfaction. About 26 percent of Malawians in the Central
region were very satisfied with the cost of their care during pregnancy, compared to just 10
percent of northerners and 8 percent of southerners.89 However, 14 percent of the residents of
Since there were so many “not applicable” responses for the public hospital, we do not present results on
satisfaction with cost for this type of hospital.
89 This finding is significant at the p≤0.01 level in a multivariate analysis.
88
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central Malawi were also very unsatisfied with the cost of their medical care during pregnancy,
compared to just 4 percent of Malawians living in the north and 2 percent of those living in the
south.90 Of those who reported that costs were not applicable, most went to clinics (448) or
public hospitals (479) or gave birth at home (31).
8.1.3. Satisfaction with the Room and Building
Two-thirds of the population reported being very satisfied (71 percent) with the room and
building during their latest medical visit. Another 13 percent were somewhat satisfied, 8 percent
were somewhat dissatisfied, and 6 percent were very dissatisfied. Satisfaction with the hospital
room and building differs with age. Malawians 45 years and older reported being very satisfied
with the room and building at a rate of 76 percent, compared to just 67 percent of respondents
25 and younger.91
There is, again, some noteworthy variation at the district level. A large majority of the Zomba
inhabitants were very satisfied (84 percent) and somewhat satisfied (11 percent) with the quality
of the room and building of the health facility they last visited. In contrast, in Mzimba district,
only half reported being very satisfied (51 percent) and 22 percent answered that they were only
somewhat satisfied.92
Much like satisfaction with medical care, private hospitals and mission hospitals have customers
being more satisfied with the hospital room and building. About 81 percent of Malawians who
went to a private hospital, and 82 percent of those who went to a mission hospital were very
satisfied with the room and building. By contrast only 66 percent of those who went to the
public hospital were very satisfied with the room and building of the facility.93
Among women who gave birth, age and region played a significant role in determining
satisfaction with the room and building of the hospital. About 77 percent of Malawians under
the age of 25 who gave birth were very satisfied with the hospital room and building, compared
to 75 percent of those 25 to 34, 85 percent of those 35 to 44, and 64 percent of those 45 and
older.94 Malawian women who gave birth in the south were much more satisfied with the
This finding is significant at the p≤0.05 level in a multivariate analysis.
This finding is significant at the p≤0.001 level in a multivariate regression analysis.
92 This finding is significant at the p≤0.001 level in a multivariate regression analysis.
93 This finding is significant at the p≤0.001 level in a multivariate regression analysis.
94 This finding was significant at the p≤0.001 level in a multivariate analysis with standard controls.
90
91
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infrastructure conditions of their hospital than those in the north, (82 vs. 64 percent). The
central region had 74 percent of women being very satisfied with the room and building at the
hospital.95

8.2. Perceptions of Healthcare
Malawians often perceive healthcare facilities to be good, although there is a great lack of
information among the population. As shown in Figure 17, Malawians perceive mission hospitals
to offer the highest-quality medical care, then public/government-owned health facilities, and
finally private hospitals, although the difference between the latter two is not great. With regard
to the nearest public clinic, 12 percent of Malawians think that the medical care provided there is
excellent, and 47 percent think it is good, whereas 24 percent see it as poor and 6 percent as very
bad. When it comes to mission hospitals, most Malawians think the medical care is excellent (33
percent) or good (39 percent). This is similar to perceptions of the nearest private facility, where
23 percent of Malawians think that healthcare is excellent, and 40 percent consider it to be good,
and those of public hospitals, where 17 percent of Malawians believe that the quality is excellent,
and 50 percent believe that the quality is good.
Perceptions of quality are similar, but there is a higher lack of information concerning private
and mission facilities. We find that 22 percent of Malawians reported that they did not know the
quality of care at the nearest mission facility, 29 percent said that they did not know the quality of
care at the nearest private facility, and 11 percent did not answer the question regarding the
quality of care at the nearest public facility. This appears to reflect differences in access to these
facilities.
When it comes to educational attainment and reports of satisfaction with healthcare facilities, the
more highly educated have a greater tendency to be dissatisfied with the quality of public clinics.
For example, 63 percent of Malawians with no formal education think that the quality of
healthcare at the public clinic close to them is good or excellent, as opposed to only 47 percent
of the population with intermediate and above education. At the other end of the spectrum, 26
percent of Malawians with no formal education think the medical-care quality at the public clinic
is very bad or poor, as opposed to 36 percent of the population with intermediate and higher

95

This finding was significant at the p≤0.05 level in a multivariate analysis with standard controls.
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education. Thus, education level may color perceptions of quality of healthcare facilities to some
extent.
There are also differences between urban and rural populations. Thirty-nine percent of the urban
population considers the quality of health services at the public clinic close to them to be very
bad or poor, as opposed to only 27 percent of the rural population. Likewise, 44 percent of the
urban population thinks the quality is good or excellent, as compared to 64 percent of the rural
population.
When asked what they thought about the medical care at the nearest pharmacist, 12 percent of
Malawians reported that the services were excellent, 43 percent said good, and 10 percent said
poor. Only 1 percent said they were very bad, yet 33 percent of the population did not know.
About 2 percent of the population said medical care at the nearest traditional healer was
excellent, while 10 percent reported that it was good. In contrast, 19 percent considered it to be
poor, and 18 percent thought it very bad. Half of Malawians said that they did not know.
Concerning the quality of medical care at the nearest faith healer, 9 percent thought it was
excellent, 36 percent believed it to be good, 12 percent considered it poor, and 5 percent
regarded it as very bad. A large share of the population (39 percent) reported they did not know.
There is an interesting finding: youth are more likely than others to go to faith healers and be
satisfied with their services.96 We find that 48 percent of Malawians under 25 found the quality of
medical care at the nearest faith healer to be excellent and good; only 41 percent of Malawians
older than 45 agreed with them. Moreover, 44 percent of Malawians older than 45 answered that
they did not know, as opposed to only 35 percent of Malawians younger than 35.

9. Unmet Health Needs and Reasons
There are a large number of unmet health problems in Malawi. Nationally, 15 percent (N=989)
of Malawians were unable to attend to their general medical-health needs. We find that 8 percent
of Malawians under 35 and 4 percent older than 35 are unable to attend to their contraceptive
needs. One in 10 Malawians (10 percent, N=741) were not able to attend to their dental needs.
Only 1 percent (N=86) respondents said they were not able to attend to their mental-health
needs.
96

This finding is significant at the p<0.05 level in a multivariate analysis.
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There are important regional differences in unmet needs. For instance, 22 percent of the Central
region population, 13 percent of the Southern, and 8 percent of the Northern were unable to
address general health concerns. (See Figure 22.) Differences show up at the district level, as
well. For instance, 30 percent of the Dedza population, 20 percent of the Nsanje population, and
21 percent of the Mulanje district reported not being able to attend to medical health needs, as
opposed to 4 percent of Malawians living in Mangochi or 6 percent of Malawians from Mzimba
or Blantyre. Similarly, about 20 percent of the residents of Mulanje report that they could not
meet their dental health needs, compared to just 4 percent in Nsanje.97

Figure 22. Unmet health needs, by region.

Not surprisingly, there are also important class differences in access to healthcare. For instance,
24 percent of the two lowest wealth quartiles reported being unable to solve their dental
problems, as opposed to only 17 percent of those from the two highest wealth quartiles.

97

These findings are statistically significant in a multivariate regression with standard controls. The third wealth

quantile is significant at the p≤0.05 level, while the highest wealth quantile is significant at the p≤0.10 level.
Significance levels for districts vary across the districts.
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Inability to afford fees is a major reason health problems are not addressed. Medical fees were an
impediment for 53 percent of Malawians who reported not being able to attend to their health
needs (541 N out of 989 N) and are a larger problem for Malawians in the lowest wealth quartile
(65 percent) than those in highest (41 percent). Among those unable to attend to their
contraceptive needs, 32 percent reported that one of the reasons was the cost of medical fees
(N=82). Fifty percent of those unable to attend to mental-health needs (N=86) reported that
they were unable to afford the fees.
Fifty-two percent of Malawians who reported not being able to attend to their dental health
needs (N=741) indicated the cost of fees as one of the reasons.
Affordability of healthcare is a bigger problem in the Central and Southern regions than in the
Northern. Thirty-nine percent of those in the north cite unaffordable medical fees as one of the
reasons for not being able to attend to their health needs, as opposed to 55 percent in the
Central region and 56 percent in the Southern region. As expected, some districts score worse
than others in terms of medical-cost affordability: for example, 90 percent of the Zomba
subpopulation and 87 percent of the Nkhata Bay subpopulation quoted unaffordable medical
fees as one of the reasons for not attending to their health needs, as opposed to only 3 percent
of the subpopulation in Kasungu.
Dental care seems to be particularly beyond the limits of most families’ budgets in Malawi.
Unexpectedly, among Malawians who had unmet dental needs, 50 percent of the richest quartile
reported that the family was unable to pay the fee. Forty-three percent of the third wealth
quartile, 50 percent of the second quartile, and 60 percent of the lowest quartile cite
unaffordability as a reason that dental-care problems remain unaddressed.
The unavailability of treatment and distance to facilities are also problematic. Nearly 29 percent
(N=298) of the share of Malawians who reported being unable to attend to their medical needs
(N=989) cite the absence of necessary treatment as a reason, and 8 percent (N=214) pointed to
the long distance to the closest health facility. About 23 percent (N=56) of those unable to
attend to their contraceptive needs indicated the unavailability of required treatment as one of
the reasons, and 30 percent (N=77) reported that one of the reasons for this was the long
distance to the closest health facility where they could get the required treatment. Of those with
mental health problems, 30 percent answered that the required treatment was unavailable, and 26
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percent indicated the long distance to the closest relevant health facility as reasons they were
unable to cater to their mental-health needs. Among Malawians who reported not being able to
attend to their dental needs (N=741), 25 percent indicated that one of the reasons was the
unavailability of the required treatment, and 29 percent indicated the distance to the closest
health facility as one of the reasons.
There are important regional disparities in the availability of treatment, with 35 percent of
Malawians living in the Northern region reporting that the nearest health facility was too far
away compared to 19 percent of those in the Southern region and just 16 percent of those in the
Central region. (See Figure 23.) Of Malawians who reported not being able to attend to their
health needs, 73 percent of those who live in Nkhata Bay indicated distance as one of the
reasons they were unable to solve their medical-health needs. The same applies to 52 percent of
the Kasungu population and 48 percent of the Chikwawa district. In contrast, only 3 percent of
the Lilongwe inhabitants, 5 percent of those from Mangochi, and 7 percent of the Zomba
population who reported troubles in attending to their health needs chose distance as one of the
reasons.

Figure 23. Health facility is too far away, by region.
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Out of those Malawians unable to attend to their dental needs, 48 percent of those living in the
Northern region, as opposed to only 31 percent of those from the Southern region or to 22
percent of those from the Central region, said their problem was caused by the long distance to
the closest facility. Some districts seem to perform better than others when it comes to reporting
distance as one of the reasons for not being able to attend to dental needs: 83 percent of Nkhata
Bay inhabitants cite distance, while only 3 percent of Lilongwe and 8 percent of Zomba
inhabitants do.

10. Who Do You Believe Has the Most Impact on Health Services?
Twenty-seven percent of Malawians believed that the Ministry of Health has the most impact on
health services. This is expected, considering the high degree of centralization of power over
healthcare in Malawi, present at all administrative levels from village to district.98 Moreover, 13
percent of Malawians considered the central government to have the most impact on health
services, which is consistent with the fact that the government is responsible for 60 percent of
health-service delivery.99 One in 10 Malawians reported that doctors are the most influential, and
7 percent indicated the community as a whole as the actor with the most influence on the
healthcare situation. Moreover, 6 percent chose a Member of Parliament and another 6 percent
pointed to the village head as the person with the most impact on health services. Nine percent
of the population answered that they did not know who had the most influence on healthcare.
(See Figure 24.)

Ministry of Health [Malawi] and ICF International. 2014. “Malawi Service Provision Assessment 2013–14.”
Lilongwe, Malawi, and Rockville, Maryland.
99 The International Association of National Public Health Institutes. 2006. Available at
http://www.ianphi.org/membercountries/memberinformation/malawi.html.
98
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Figure 24. Who has the most control over healthcare?

11. Conclusion
Malawians go to the doctor often, but they remain in poor health. In part, this is because Malawi
has a high prevalence of disease, particularly malaria, and affliction. It is also due to low-quality
healthcare services, as measured by reported experiences, and an inability to access and pay for
the services needed. Consequently, many Malawians report unmet health needs, in general
healthcare, dental care, and, to a lesser extent, contraception and mental-healthcare.
This report highlights a number of disparities in healthcare access and quality. The quality and
availability of care varies greatly across the country and across socioeconomic factors, such as
gender, wealth, and education levels. It also highlights how different regions, urban vs. rural
areas, and districts and villages suffer different sorts of inequalities concerning healthcare
provision.
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This report reflects a number of key concerns for Malawi as it seeks to strengthen its healthcare
system. The inability of the population to pay for healthcare is a key concern: a high percentage
of the population cited not being able to afford healthcare as a primary reason for having unmet
health needs. So, too, the distribution and availability of health facilities and staff is an important
concern. The quality of available healthcare services is highly contingent on location: some
districts and villages have very high quality healthcare, while others do not. For many Malawians,
the necessary care is simply not available. Equalizing access to quality healthcare remains a key
obstacle to improving the lives of Malawi’s citizens.
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Appendix
Table numbers correspond to figure numbers.
Figure 2. Self-estimation of health
Percentages
(weighted)

Respondents

Poor/Very Poor

53.42

3788

Fair

17.32

1429

Good/Very Good

29.26

2395

Total

100.00

7612

Survey questions:
q366. In general, how would you rate your overall health: very good, good, fair, poor, or very poor?
(5) Very good; (4) Good; (3) Fair; (2) Poor; (1) Very poor; (98) Don't Know/Refuse to Answer

Figure 3. Self-estimation of health throughout the country.
District

Mean

Std.E

CI1

CI2

Chitipa

3.794335

0.0594261

3.669954

3.918715

Nkhata Bay

2.876653

0.0723346

2.725255

3.028051

Rumphi

3.448805

0.1024974

3.234275

3.663334

Mzimba

2.751425

0.2194751

2.292058

3.210792

Kasungu

2.937124

0.0390524

2.855387

3.018862

Lilongwe

2.036958

0.0603807

1.91058

2.163336

Dedza

2.939225

0.0432108

2.848784

3.029667

Ntcheu

2.185385

0.010586

2.163228

2.207541

2.11305

0.0204523

2.070243

2.155857

Zomba

2.519781

0.0291136

2.458845

2.580716

Blantyre

2.258481

0.0754827

2.100494

2.416468

Mulanje

2.764654

0.0367187

2.687801

2.841507

Chikwawa

2.365427

0.0280593

2.306699

2.424156

Nsanje

2.237511

0.0388896

2.156114

2.318908

Balaka

2.420561

0.0407368

2.335298

2.505824

Mangochi

Survey questions:
q366. In general, how would you rate your overall health: very good, good, fair, poor, or very poor?
(5) Very good; (4) Good; (3) Fair; (2) Poor; (1) Very poor; (98) Don't Know/Refuse to Answer

Figure 4. Diseases by gender
Male

Female

Total

N
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Male

Female

Total

10.61

14.84

12.8

1032

2.12

3.47

2.82

239

9.7

14.81

12.34

972

Cancer

0.26

0.15

0.2

11

Chronic Lung Disease

0.21

0.27

0.24

20

Diabetes or High Blood Sugar

0.49

0.4

0.44

38

Epilepsy or Seizures

0.26

0.36

0.31

25

14.21

21.36

17.91

Heart Attack

0.74

1.98

1.38

87

Heart Disease

2.49

7.22

4.93

371

High Blood Pressure

3.44

6.61

5.08

407

1.9

3.62

2.79

232

Malaria

51.09

54.46

52.84

4128

None

23.06

17.68

20.28

1560

Seasonal Allergies

2.06

2.52

2.3

165

Stroke

0.68

0.8

0.74

57

Tuberculosis

1.69

1.26

1.47

99

4.4

4.58

4.5

321

Yellow Fever

0.33

0.29

0.31

28

Other Chronic Pain

5.96

8.73

7.39

528

13.77

13.43

13.59

971

0.02

0.31

0.17

16

Arthritis or Rheumatism
Asthma
Back or Neck Problems

Frequent or Severe Headaches

HIV (Infection)

Ulcer

Other
Don't Know/Refuse to Answer

N

1391

Survey questions:
q367. In the past two years, have you ever had:
(1) Arthritis or Rheumatism; (2) Back or Neck problems; (3) Frequent or Severe Headaches; (4) (Any other) Chronic Pain; (5) Seasonal Allergies;
(6) Stroke; (7) Heart Attack; (8) Heart Disease; (9) High Blood Pressure; (10) Asthma; (11) Tuberculosis; (12) Chronic Lung Disease; (13)
Diabetes or High Blood Sugar; (14) (An/The) Ulcer; (15) HIV (Infection); (16) Epilepsy or Seizures; (17) Cancer; (18) Yellow Fever; (19)
Malaria; (20) Other (Specify); (21) None; (98) Don't Know/Refuse to Answer
q37. Gender
(1) Male; (2) Female

Figure 5. Experience with disease in the previous two years, by education level.
No

Yes

Don't Know/Refuse to Answer

Total

No Formal Schooling

13.23

86.22

0.55

100

1078

Some Primary Schooling

16.75

83.16

0.09

100

4052

Primary School Completed

23.63

76.37

0

100

1353

Intermediate to Postgraduate

32.23

67.73

0.03

100

1167

0

88.89

11.11

100

9

Don't Know/Refuse to Answer

N
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Survey questions:
Disease. Experience with Disease (Past 2 Years):
(0) No; (1) Yes; (98) Don't Know/Refuse to Answer

Figure 6. Experience with diseases in the previous two years, by villages, districts, and regions.
District

Mean

Std.E

CI1

CI2

Chitipa

0.7356343

0.0273222

0.6784482

0.7928204

Nkhata Bay

0.6879577

0.0230524

0.6397086

0.7362069

Rumphi

0.8172452

0.0107394

0.7947673

0.8397231

Mzimba

0.6697221

0.068756

0.5258141

0.81363

Kasungu

0.7605054

0.0127291

0.7338631

0.7871478

Lilongwe

0.7763268

0.031827

0.709712

0.8429415

Dedza

0.8564446

0.0100872

0.835332

0.8775573

0.87989

0.0052626

0.8688754

0.8909047

Mangochi

0.7911275

0.0098981

0.7704105

0.8118444

Zomba

0.8540555

0.0080186

0.8372725

0.8708385

Blantyre

0.8120863

0.0329017

0.7432222

0.8809504

Mulanje

0.8652263

0.0063258

0.8519863

0.8784663

Chikwawa

0.8386423

0.0162791

0.8045698

0.8727149

Nsanje

0.9171987

0.0077528

0.9009718

0.9334255

Balaka

0.8290914

0.0107279

0.8066375

0.8515452

Ntcheu

Survey questions:
Disease. Experience with Disease (Past 2 Years):
(0) No; (1) Yes; (98) Don't Know/Refuse to Answer

Figure 7. Feeling depressed, by gender.
None of

Little of

Some of

Most of

All of the

Don't

the Time

the Time

the Time

the Time

Time

Know/Refuse

Male

43.22

21.95

20.04

13.63

1.17

0

100

2797

Female

37.76

20.91

17.78

20.67

2.8

0.08

100

4858

Total

N

Survey questions:
q37. Gender
(1) Male; (2) Female
q376. During the past 30 days, about how often did you feel depressed?
(1) None of the time; (2) Little of the time; (3) Some of the time; (4) Most of the time; (5) All of the time; (98) Don't Know/Refuse to Answer

Figure 8. Feeling depressed, by income quartiles.

First

None of

Little of

Some of

Most of

the Time

the Time

the Time

the Time

38.56

19.84

17.45

21.59

All of
the
Time
2.46

Don't
Know/Refuse
0.09

Total
100

N
2387

60

All of

None of

Little of

Some of

Most of

the Time

the Time

the Time

the Time

38.66

20.76

19.05

19.29

2.23

0

100

1836

40.82

20.9

20.74

15.58

1.89

0.06

100

1698

43.72

24.19

18.72

11.96

1.41

0

100

1737

the
Time

Don't
Know/Refuse

Total

N

Quartile
Second
Quartile
Third
Quartile
Fourth
Quartile
Survey questions:
q376. During the past 30 days, about how often did you feel depressed?
(1) None of the time; (2) Little of the time; (3) Some of the time; (4) Most of the time; (5) All of the time; (98) Don't Know/Refuse to Answer

Figure 9. Medical care prior to birth, by villages, district, and regions.
District

Mean

Std.E

CI1

CI2

1

1

1

1

Nkhata Bay

0.8980791

0.0397239

0.814936

0.9812221

Rumphi

0.8282099

0.0528149

0.717667

0.9387528

Mzimba

0.9036437

0.0207762

0.8601585

0.9471288

Kasungu

0.9642153

0.0093982

0.9445447

0.9838859

Lilongwe

0.9487679

0.010512

0.9267661

0.9707696

Dedza

0.8500012

0.0094875

0.8301437

0.8698588

Ntcheu

0.8570188

0.0152444

0.8251118

0.8889258

Mangochi

0.9101759

0.0194572

0.8694516

0.9509002

Zomba

0.8884429

0.0158119

0.8553483

0.9215375

Blantyre

0.8946568

0.028985

0.8339904

0.9553232

Mulanje

0.7904399

0.0241806

0.7398294

0.8410504

Chikwawa

0.9508685

0.0215806

0.9056998

0.9960371

Nsanje

0.8404722

0.0268178

0.7843418

0.8966026

Balaka

0.818384

0.0190413

0.7785302

0.8582378

Chitipa

Survey questions:
q380. Did you receive medical care before the baby was born?
(0) No; (1) Yes; (98) Don't Know/Refuse to Answer

Figure 10. Share of births taking place in respondent’s district, by villages, districts, and regions.
District

Mean

Std.E

CI1

CI2

0.4220822

0.1210514

0.1687188

0.6754456

Nkhata Bay

0.623561

0.0773774

0.4616083

0.7855138

Rumphi

0.531591

0.0659874

0.3934778

0.6697043

Chitipa
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District

Mean

Std.E

CI1

CI2

Mzimba

0.7796733

0.0940734

0.5827753

0.9765713

Kasungu

0.954281

0.0150973

0.922682

0.98588

Lilongwe

0.7899961

0.0217363

0.7445015

0.8354907

Dedza

0.9569716

0.0173052

0.9207514

0.9931917

Ntcheu

0.9340115

0.0137409

0.9052515

0.9627715

Mangochi

0.9869107

0.0035806

0.9794165

0.9944049

Zomba

0.9731573

0.0081614

0.9560753

0.9902392

Blantyre

0.8491041

0.026975

0.7926448

0.9055633

Mulanje

0.9318617

0.0150729

0.9003138

0.9634097

Chikwawa

0.9759269

0.014171

0.9462667

1.005587

Nsanje

0.9297128

0.0106321

0.9074596

0.9519661

Balaka

0.8977927

0.0156076

0.8651256

0.9304598

Survey questions:
q382. Was this in this district?
(0) No; (1) Yes; (98) Don't Know/Refuse to Answer

Figure 11. Health facility, by level of educational attainment.
Mission
Private

Public/Government-

Practice

owned

Hospital
(Christian

Don't
Other

Association

Know/Refuse

Total

N

to Answer

of Malawi)
No Formal
Schooling
Some Primary
Schooling

8.41

72.63

17.52

1.04

0.4

100

896

10.44

71.48

16.47

1.5

0.11

100

3484

13.34

74.27

10.33

2

0.06

100

1181

26.42

60.22

12.95

0.41

0

100

1007

25

62.5

12.5

0

0

100

8

Primary
School
Completed
Intermediate
to
Postgraduate
Don't
Know/Refuse
to Answer
Survey questions:
q403. Was this person or establishment:
(1) Private practice; (2) Public/government-owned; (4) Mission Hospital (Christian Hospital Association of Malawi); (5) Other (name); (96)
DK/RA
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Figure 12. Doctor is expected to be present at 8:30am, by region.
No

Yes

Don't Know/Refuse to Answer

Total

N

Central

45.97

46.27

7.76

100

2082

Northern

37.02

59.52

3.46

100

2431

Southern

38.86

56.18

4.96

100

3137

Survey questions:
q421_1. If you showed up at the public clinic nearest you, do you think the doctor would be present and see you if the time was 8:30am?
(0) No; (1) Yes; (98) Don't Know/Refuse to Answer

Figure 13. The doctor is nearly always present at the nearest public clinic, by district,
District

Mean

Std.E

CI1

CI2

Chitipa

3.390649

0.0347048

3.318011

3.463287

Nkhata Bay

3.396724

0.0213732

3.351989

3.441459

Rumphi

2.930588

0.0510706

2.823696

3.03748

Mzimba

3.134365

0.0564998

3.016109

3.25262

Kasungu

3.184293

0.0177717

3.147097

3.22149

Lilongwe

3.446873

0.0579002

3.325686

3.568059

Dedza

2.862319

0.077118

2.700909

3.023729

Ntcheu

3.515259

0.0276522

3.457382

3.573136

Mangochi

3.357203

0.0294306

3.295604

3.418802

Zomba

3.596808

0.0297197

3.534603

3.659012

Blantyre

3.146914

0.1717582

2.787421

3.506408

Mulanje

3.280217

0.0140161

3.250881

3.309553

2.9467

0.0235453

2.897419

2.995981

Nsanje

3.677562

0.0374088

3.599264

3.755859

Balaka

3.149315

0.0266895

3.093453

3.205177

Chikwawa

Survey questions:
q422. In general, would you say that the doctor (at the public clinic nearest you) is:
(1) Never present; (2) Rarely present; (3) Sometimes present; (4) Nearly always present; (96) DK/RA

Figure 14. Health Quality Index, by district.
District

Mean

Std.E

CI1

CI2

-0.0189484

0.0467289

-0.1167531

0.0788562

0.2573844

0.0665548

0.1180837

0.3966851

Rumphi

0.017141

0.0435161

-0.0739392

0.1082212

Mzimba

0.2385359

0.0368819

0.1613411

0.3157306

Kasungu

0.4554054

0.0392655

0.3732219

0.537589

Lilongwe

-0.0577633

0.0343394

-0.1296365

0.01411

Chitipa
Nkhata Bay
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District

Mean

Std.E

CI1

CI2

Dedza

0.0531869

0.028449

-0.0063575

0.1127313

Ntcheu

0.0098079

0.0270047

-0.0467136

0.0663295

0.49791

0.0277154

0.439901

0.555919

Zomba

0.0870221

0.0568653

-0.0319983

0.2060426

Blantyre

0.1675144

0.1089349

-0.0604889

0.3955178

Mulanje

0.1686327

0.020474

0.1257801

0.2114852

Chikwawa

0.2302763

0.1024787

0.0157861

0.4447666

Nsanje

-0.0336665

0.0720656

-0.1845016

0.1171686

Balaka

-0.052302

0.0405978

-0.1372742

0.0326703

Mangochi

Figure 15. Health Quality Index, by gender.
group

Margin

Std.E

t

P>t

CI1

CI2

plotorder

Male

0.1909275

0.0231348

8.25

0

0.1425058

0.2393492

2

Female

0.0770065

0.025267

3.05

0.007

0.024122

0.1298911

1

Survey questions:
q37. Gender
(1) Male; (2) Female

Figure 16. Health Quality Index, by rural–urban divide.
group

Margin

Std.E

t

P>t

CI1

CI2

plotorder

Urban

0.2824678

0.0673991

4.19

0

0.1413999

0.4235356

2

Rural

0.0885041

0.0235483

3.76

0.001

0.0392171

0.1377912

1

Figure 17. Health Quality Index, by age groups.
group

Margin

Std.E

t

P>t

CI1

CI2

plotorder

<25

0.2038997

0.0480433

4.24

0

0.1033439

0.3044555

4

25-34

0.2117592

0.0329014

6.44

0

0.1428958

0.2806226

3

35-44

0.1584296

0.0495663

3.2

0.005

0.0546861

0.2621731

2

>45

-0.0233875

0.0403346

-0.58

0.569

-0.1078089

0.0610339

1

Survey questions:
age_groups. Age by groups
(1) <25; (2) 25-34; (3) 35-44; (4) 44>

Figure 18. Health Quality Index, by wealth quartile.
Group

Margin

Std.E

t

P>t

CI1

CI2

plotorder

First Quartile

.2189933

.0395031

5.54

0.000

.1363123

.3016743

4

Second Quartile

.1943897

.0346883

5.60

0.000

.1217862

.2669932

3

Third Quartile

.0980539

.0402832

2.43

0.025

.0137402

.1823675

2
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Group
Fourth Quartile

Margin

Std.E

t

P>t

CI1

CI2

plotorder

-.0462372

.038777

-1.19

0.248

-.1273984

.034924

1

Figure 19. Health Governance Index, by district.
District

Mean

Std.E

CI1

CI2

Chitipa

0.3033535

0.0204199

0.2606141

0.3460929

Nkhata Bay

0.1138076

0.0348542

0.0408569

0.1867584

Rumphi

0.0525035

0.0497151

-0.0515514

0.1565584

Mzimba

-0.1523631

0.075094

-0.3095367

0.0048104

Kasungu

0.1499226

0.0176215

0.1130404

0.1868048

Lilongwe

0.1424194

0.0408236

0.0569746

0.2278643

Dedza

0.1609604

0.0265019

0.1054913

0.2164294

Ntcheu

0.1794546

0.0164957

0.1449287

0.2139806

Mangochi

0.1408631

0.0179159

0.1033647

0.1783616

Zomba

0.1316422

0.0545288

0.0175122

0.2457722

Blantyre

0.0610538

0.0264602

0.0056719

0.1164357

Mulanje

0.2126868

0.025571

0.159166

0.2662076

Chikwawa

-0.1178349

0.0829512

-0.2914538

0.0557841

Nsanje

-0.0968261

0.0912455

-0.2878051

0.094153

Balaka

0.1201206

0.0275398

0.0624791

0.1777622

Figure 20. Perceptions of the quality of care at different types of health facilities.
Don't Know/Refuse

Very Bad

Poor

Good

Excellent

4.51

19.27

49.66

16.50

10.06

7666

Mission Hospital

0.84

4.75

38.90

33.37

22.13

7666

Private Hospital

1.24

6.33

40.54

23.21

28.68

7666

General Public
Hospital

to Answer

Respondents

Survey questions:
q420_1. The general public hospital nearest you is:
(4) Excellent; (3) Good; (2) Poor; (1) Very Bad; (96) Don’t Know; (97) Refuse
q420_2. The mission hospital nearest you is:
(4) Excellent; (3) Good; (2) Poor; (1) Very Bad; (96) Don’t Know; (97) Refuse
q420_3. The private hospital nearest you is:
(4) Excellent; (3) Good; (2) Poor; (1) Very Bad; (96) Don’t Know; (97) Refuse

Figure 21. Experienced quality of care at different types of health facilities.
Very

Somewhat

Satisfied/

Unsatisfied/ Very

Satisfied

Unsatisfied

Not
Applicable

Don't
Know/Refuse to

Total

N

Answer

65

Very

Somewhat

Satisfied/

Unsatisfied/ Very

Satisfied

Unsatisfied

Private Facility

89.6

9.57

0

0.83

100

650

Public Facility

76.96

22.12

0.73

0.19

100

4354

Mission Facility

89.58

10.16

0.04

0.22

100

739

Other

82.58

16

1.42

0

100

91

22.84

77.16

0

0

100

5

Not
Applicable

Don't
Know/Refuse to

Total

N

Answer

Don't
Know/Refuse to
Answer
Survey questions:
q403. Was this person or establishment:
(1) Private practice; (2) Public/government-owned

Figure 22. Unmet health needs, by region.
No

Yes

Don't Know/Refuse to Answer

Total

N

Central

78.13

21.64

0.23

100

2082

Northern

92.32

7.68

0

100

2431

Southern

86.98

12.66

0.36

100

3137

Survey questions:
q423_1. Do you or anyone else in your family have any healthcare needs that you are not able to attend to, regarding... medical health?
(0) No; (1) Yes; (98) Don't Know/Refuse to Answer

Figure 23. Health facility is too far away, by region.
Percentages
(weighted)

Respondents

Central

15.72

411

Northern

35.12

195

Southern

19.19

383

Survey questions:
q424_1. What are the reasons you are unable to attend to your needs regarding your medical health?
(3) The closest facility that can provide required service is too far

Figure 24. Who has the most control over healthcare?
Percentages
(weighted)

Respondents

Central Government (general)

12.59

958

Local Government (general)

1.00

95

President

4.09

400

Ministry of Education

0.34

46

66

Percentages
(weighted)
Ministry of Health

Respondents

27.28

2204

0.02

3

0.06

3

0.06

5

Local Council

2.02

162

Village Head

5.58

435

Group Village Head

0.65

47

Traditional Authority

0.71

54

Member of Parliament

5.81

494

The Police

0.07

7

NGOs/Local CSOs

0.69

53

Business Person or Organization

0.04

3

Religious Leader or Organization

0.34

21

State Welfare Office

0.00

1

Teachers

0.03

1

Doctors

9.56

797

Community/citizens

7.26

410

Village Development Committee

1.00

76

Water Boards

0.02

1

Men

0.99

35

Women

0.71

54

Other Government Ministry

0.39

36

Other

5.63

353

No One

3.66

229

Don't Know/Refuse

9.39

678

100.00

7661

Ministry of Home Affairs and
Internal Security
Ministry of Defense
Ministry of Agriculture Irrigation
and Water Development

Total
Survey questions:

q576. Who do you believe currently has the most impact on health services (clinics and hospitals)?
(1) Central government (general); (2) Local government (general); (3) President; (4) Ministry of Education; (5) Ministry of Health; (6) Ministry of
Home Affairs and Internal Security; (7) Ministry of Defense; (8) Ministry of Agriculture, irrigation, and water development; (9) Local Council;
(10) Village head; (11) Group village head; (12) Traditional authority; (13) Member of parliament; (14) The police; (15) NGOs/Local CSOs; (16)
Business person or organization; (17) Religious leader or organization; (18) State welfare office; (19) PTO (parent teacher organization); (20)
Teachers; (21) Doctors; (22) Community/citizens; (23) Village development committee; (24) Water boards; (25) Men; (26) Women; (27) Other
government ministry; (28) Other; (29) No one; (98) Don't Know/Refuse to Answer.
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