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2.3   PANEL DISCUSSION ON THE NEED FOR HOSPITAL REFORM 

The panel: Drs Paul Downie, Douglas Lungu (Dean of Dae Yang Hospital, Lilongwe), Ann Phoya 

(Head of SWAp Secretariat, MoH), Tarek Meguid (CIM specialist in Obs&Gyn at KCH), Kondwani 

Chalulu (QECH), Noor Alide (DHO Lilongwe, formerly ZHSO, Central West Region)  

 

 

 

 

 

 

 

 

 

 

Political commitment for hospital reform 
Ten years ago a package of measures for public sector 

reform were instituted, and health sector reform 

included the concept of hospital autonomy. This 

concept was not well understood, either by Cabinet, 

or by the general public, who feared that autonomy 

would mean loss of welfare orientation and a trend 

towards profit-orientation. Health staff feared that 

hospital autonomy would involve job losses and were 

therefore not in favour. This means that there is need 

for a huge sensitization programme on hospital reform 

that addresses the concerns of the general public, 

health staff and politicians.  Hospital management is 

currently the province of the Dept for Policy & 

Planning in the Ministry. Initial reform changes can 

therefore be implemented within the current 

Programme of Work.  

Views on the way forward differed: 

‘Change is called for. But any new policies that are 

brought must be realisable at hospital level. 

Hospitals must be empowered to implement 

change.’ (George Kafulafula, CoM) 

‘We could gradually improve hospital structures to 

the extent that over time they will be able to be 

independent, but the staff are not empowered to 

take such action. Instead, we could declare 

hospitals autonomous, and then set about 

improving systems. Government commitment to 

all reform is a vital prerequisite, as is accountability 

in all actors; and so if that commitment to 

autonomy can be obtained, the second course of 

action is preferable.’ (Dr Douglas Lungu) 

‘In general, governments do not favour radical 

reform; gradualist and systematic approaches are 

more likely to be approved and funded. For 

example, clinicians could look closely at what 

further levels of care in the EHP can be delivered at 

facility level. The new Health Policy should include 

elements on referral and levels of care.  

Meanwhile, as an immediate course of action, I 

would like to see the TWG on Hospital Efficiency 

revived.’ (Dr Ann Phoya) 

 

 

 

 

 

 

 

 

 

 
George Kafulafula 
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Drs Kondwani Chalulu and Uwe Graf 

 

Strengthening hospital management 

The Forum is convinced of the need for hospital 

management reform, starting in the tertiary referral 

institutions where most human, material and financial 

resources are concentrated. Those present are aware 

of the considerable responsibilities that are acquired 

when a hospital becomes autonomous.  If it is 

empowered to manage effectively and efficiently, then 

it needs also to offer good working conditions and 

attractive rewards. It needs to set performance 

standards at management and individual levels, and 

strive to adhere to them.  

The strong measures in reforming ward management, 

taken by Dr Hogenschurz with remarkable success, 

need particular additional features to make them 

sustainable.  These include: 

INCENTIVES: ‘A nurse who earns in a month what an 

MP takes home as an allowance for one day is not 

likely to be dedicated to her job, especially when 

working conditions are poor. Pay rates must be raised 

yet more to attract and retain good nursing staff. ‘ (Dr 

Wesley Sangala) 

 

 

 

 

 

 

Dr Wesley Sangala, with Rose Kapenda and Esther Kachama 

in the background 

 

HOSPITAL IMPLEMENTATION PLAN: ‘Strategies like the 

two-tier triage system need to be made into policies to 

be incorporated into the Plan, and therefore 

adherence to them becomes a criterion for 

organisational and individual performance.’ (Dr Ann 

Phoya) 

DEPARTMENTAL CULTURE, TEAM WORKING AND 

LEADERSHIP: ‘When staff feel loyalty to their 

departmental team, their effectiveness will improve, 

and changes will become entrenched. Leadership skills 

should be acquired by clinicians and nurses.’ (Tuli 

Soko) 

‘The dedication of those who have worked in a 

department for a long time can bring pride in 

achievements and high levels of performance. 

Moreover, if an individual has competed for and been 

selected for their present position, rather than having 

been posted there, they are more likely to be 

motivated.’ (Dr Tarek Meguid) 

 

 

 

 

 

 

 

 

 
Dr Tarek Meguid 

 

Reorganizing urban health care  
Reform of tertiary hospitals is not possible without 

taking into account the conditions of the other service 

levels within the urban context. When patients in 

Lilongwe, Blantyre and Zomba bypass health centres 

and go straight to the central hospital, it is in search of 

care that they are not receiving a local level. At health 

centre level, we have a ‘one shoe fits all’ system. A 

Health Centre receives the same establishment of staff 

whatever its catchment.  Moreover, each District is 

allocated similar staffing complements, and yet their 

populations range from 100,000 to two million.   

There is a need for Urban District Hospitals and 

possibly some ‘Community Hospitals’ to take the place 

of overstretched health facilities.  The nature of the 

responsibilities to be given to senior clinicians leading 

these institutions needs to be agreed. Examples are 

available in the region to inform the planners in 
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Malawi, e.g. the new kind of specialist known as a 

‘Family Health Physician’. 

Finally, it is very clear that the creation of a smooth-

running urban health system needs strong 

management input. The strategic importance of the 

new ‘Urban District Health Officer’ post calls for a 

senior figure to occupy it. There is also need for City 

Assemblies to be closely involved in the restructuring 

process. 

 

 

 

 

 

 

 

 

 

 
Dr Douglas Lungu

 

Conclusion 
Hospital reform is urgently needed in order to offer 

high-quality care to seriously ill patients, and to 

manage more efficiently the considerable resources 

allocated to the tertiary level - material, financial and – 

above all - human resources.  

The reform process is clearly a complex one, needing 

in-depth analysis in order to get a clear picture of all 

legal, financial and technical implications.  Moreover, 

consensus needs to be built building among all 

stakeholders and a clear political commitment won, in 

order for the concept of hospital reform to be well 

understood and accepted. To launch and to 

coordinate the whole process, the TWG on hospital 

efficiency should be revitalized as a matter of 

urgency. 

 

 

 

 

 

Dr Ann Phoya 
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3. EFFECTIVE HR MANAGEMENT 

3.1 HOW TO SUPPORT HEALTH STAFF? – SOME EVIDENCE  FROM HR 

RESEARCH 

Prof Cam Bowie, CoM 

 
 
 
 
 
 
 
 
 
 

Overview of HR capacity 
Following the Mid-term Review of the SWAp PoW, GTZ 

sponsored an analysis of Pillar 1 – Human Resources. 

This Pillar identified a number of initiatives to help 

overcome the HR crisis in Malawi, and the researchers 

assessed the effects of these initiatives, 

complementing previous HR research undertaken by 

the Health Management Unit of the Division of 

Community Health at the College of Medicine. In the 

period 1990 to 2005, the picture of attrition was a 

bleak one, as the following chart shows: 

 

Figure 4: Attrition of MoH personnel by cause 1990-2005 

Attrition of MOH personnel by cause 1990 - 2005
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In reaction to this draining of human resources, the 

Emergency Human Resource Programme was set up – 

more posts were created and filled, and a salary top-

up scheme was introduced.  

Establishment increased  and staff recruited   In the 
years 2003- 2006, in MoH and CHAM institutions, over 
two thousand additional posts were created and filled, 
as the following breakdown shows: 

Medical doctors: 33; Clinical Officers: 253;  
Medical assistants: 194; Nurses: 937 
Health Assistants: 173; HSAs: 545 
 
The following chart shows the numbers of filled and 

vacant posts in 2007, compared with 2003. The 

number of unfilled nursing posts – about 5,700 - is still 

large. 
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Figure 5: Filled and vacant posts 2003, 2007 

 

Salary top-up scheme     A 52% salary top-up scheme 

was introduced in 2005 and by January 2006, the 

scheme had reached 4,031 health staff in Government 

institutions, and 1,764 in CHAM institutions, at a total 

cost of almost MK50 million. Take-home pay was 

increased in this way by 25-41%. It is too soon to 

assess the impact on retention of the scheme; results 

of a GTZ-funded study on health staff income and 

expenditure will be available by February 2009.  

 

Research findings 
a. Technical assistance The Mid-Term Review 

concluded that TA assistance is usually effective, but 

fails to build capacity.  It has serious detrimental 

effects, such as staff poaching, and demotivation due 

to salary disparities.  Technical assistance is expensive; 

the cost of employing 18 TAs in 2007 was £1.8 million - 

equivalent to the total nurse salary budget. 

 

b.    Nurse retention A study carried out in 

Machinga district
 

by J. Mtengezo revealed that all 

nurses were dissatisfied, for a range of reasons. Half of 

them cited ‘bad attitudes’, referring to both 

management and patients, while others mentioned 

increased workload and the lack of resources and 

equipment. When asked how retention could be 

improved, the nurses suggested that salaries should 

be increased, with incentives and a locum scheme.   

They called for training in leadership skills, and for 

improved communications and transport. 

 

 

 

 

c.    Job satisfaction  It is important to recognise 

that satisfaction with ‘basic needs’, i.e. supervision, 

salary, interpersonal relations and working conditions, 

is a pre-condition for higher levels of job satisfaction 

(cf Herzberg’s theories).  An employee whose basic 

needs are not met will not think of realising their 

potential (through a sense of achievement, 

recognition, attraction to the work, a sense of 

responsibility and a wish for advancement). 

 

Tinkering with the window will not improve the view. 

 

Mid-level medical staff (i.e. Clinical officers and 

Medical assistants) are significantly less satisfied than 

mid-level nurses (i.e. Enrolled nurses) with their work 

environments, particularly their workplace 

relationships.   

 

Research shows statistically significant links between 

the work environment and job dissatisfaction, leading 

in some cases to burn-out. Inadequate resources lead 

to emotional exhaustion, job dissatisfaction, 

professional dissatisfaction, plans to leave the job 

(within the next year). Weak management support 

leads to a dislike of the job assignment and to seeking 

a job elsewhere. Poor control over practice leads to 

job dissatisfaction, and poor working relationships 

contribute to emotional exhaustion.  Where levels of 

emotional exhaustion are very high (among 31% of 

staff studied) burn-out level is reached. For a small 

percentage of health staff, the care they give becomes 

de-personalised (5% in the study). Very low levels of 

 



16 
 

personal accomplishment were found, among 45% of 

staff – another indicator of burn-out. 

 
d.   Financial incentives   In Dowa district, numbers 

of staff were increased to tackle high maternal 

mortality rates, and at the same time a range of 

incentives were introduced, including improved 

housing and a locum scheme.  Numbers of practising 

skilled attendants were increased from 70 nurses in 

2002/3 to 112 nurses in 2006/7. This increase was 

concentrated in the referral hospitals rather than the 

rural health centres. 

Analysis shows some statistically significant 

improvements associated with the incentives: Skilled 

attendant deliveries went up by 29.3% to 34.5%. TBA 

assisted deliveries went up from 13.7% to 16.5%.  The 

Caesarean section rate went up from 4.1% to 5.9%. 

Finally the maternal mortality rate fell from 0.09% to 

0.06% - although not a statistically significant 

reduction.  

 

e. Relief schemes and locum schemes   Relief 

Schemes have been set up in some districts so that 

health staff in the hospitals can fill absent positions in 

health centres. Machinga and Chiradzulu districts were 

studied, with GTZ funding.  The scheme was applied by 

the DHMTs covering 60% of staff, and also by MSF-

France in Machinga, covering only those staff caring 

for HIV and AIDS patients in their project.  

Levels of pay, and the differences in pay rates 

between MSF-F and DHMT caused dissatisfaction 

among some staff, to the extent of de-motivating 

them.  Workloads increased with the scheme, and 

doubts were raised about the selection methods used. 

Patients saw more staff in Machinga health centres 

and most were satisfied with the improved service 

delivery in both districts.  

 

Every incentive has an unanticipated disincentive. 

 

Locum Schemes have also been introduced. Pay rates 

are not high (MK600/day and MK800/night; with 

holiday rates at MK800/day and MK900/night) but 

70% of staff are making an average of MK5,000 in a 

month. For 76% of staff the locum scheme is an 

incentive. When interviewed, staff called for higher 

pay rates, for allowances to be paid promptly, and for 

shifts to be re-organised for fewer hours. They called 

for closer scrutiny for the suitability and level of skill of 

the locum.   

The schemes are supported by managers and staff 

alike, but they are far from perfect. They are not 

systematically implemented, and supervision is 

lacking. Staff feel that the pay is very low for the 

amount of effort put in. 

 

 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Tuli Soko 

 

f.   Moral distress in nurses  The phrase ‘Moral 

Distress in nurses’ refers to the painful feelings or 

psychological disequilibrium occurring when a nurse is 

conscious of the morally appropriate action that a 

situation requires, but cannot carry out the action 

because of institutionalised obstacles. Studies of the 

syndrome have been carried out in developed 

countries but none in Africa.  Moral Distress may 

compromise and adversely affect the delivery of 

quality nursing care.  Nurses surveyed revealed in their 

stories that they suffer frustrations, moral dilemmas 

and burn-out, as well as moral distress. 

V. Maluwa, an MPH student, found that lack of 

resources, shortage of staff, work overload and peer 

factors are instrumental in causing moral distress. 

Colleagues may appear late for duty; there may be 

lack of respect among health workers; nurses may be 

shouted at by their colleagues/supervisors in public; 

clinicians may take too long to review patients. Nurses 

cited various hospital management factors underlie 

Relief and Locum Schemes need strong 

local leadership and management  
 

- To balance the quantity and quality of 

care 

- To develop written procedures which 

ensure transparency and fairness 

- To assess the cost-effectiveness of the 

schemes 

- To ensure the advantages outweigh the 

disadvantages 
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the moral distress they feel.  They cited: favouritism; 

management capitalising on mistakes; lack of 

recognition; lack of staff meetings; unapproachable 

managers; failure to provide resources. 

 

 
 
 
 
 
 
 
 
 
 

Francis Gondwe 

Summary 
Research into the HR issues affecting the health sector 

in Malawi shows that staff attitudes and responses are 

compatible with Maslow’s theory of the hierarchy of 

human needs.  Health staff are at basic human needs 

level, and nowhere near realising their potential.  

• The work environment is still a real problem, 

despite the salary top-up scheme and the locum 

scheme.  

• Any improvements to an understaffed and under-

resourced health sector will take time to take 

effect.   

• Experiences in CHAM hospitals and in the Dowa 

initiative have shown that good management can 

help.  

• Strong professional bodies, e.g. the Nurses and 

Midwives Council of Malawi, might also help to 

booster staff morale and a professional attitude 

and behaviour.  Currently there is poor control 

over practice, leading to weak control over careers 

and to poor quality care. 

• Many staff are in denial (due to moral distress) and 

have ‘switched off’. 

• Despite improved remuneration, survival strategies 

such as chasing per diems are part of normal 

professional life.  

• There are many new keen young recruits, but no 

quality role models to follow in order to create and 

to maintain the drive for excellence. 
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3.2 DOCTORS & CLINICAL OFFICERS – ADVANTAGES,    

CHALLENGES, CAREERS AND PERSPECTIVES 

Drs Gregor Pollach, Charlotte Adamczick, Dieter Köcher, Paul Downie, Uwe Graf 

 

 

 

 

 

 

 

 

 

 

 

The need for Clinical Officers 
The health sector environment is one of acute skills 

shortages, and where cost has to be contained at 

relatively low levels. At the same time, we are all 

constantly striving to improve quality of care, and 

have access to new health interventions and new 

technologies. Malawi’s health system relies to a large 

extent on paramedics. Clinical Officers have heavy 

responsabilities that in other countries fall to Medical 

Doctors. They have economic advantages over doctors 

in that they need shorter and cheaper professional 

training. COs are paid much less than doctors; they are 

also more easily retained within the country and in 

rural areas.  

 

The need for doctors 
On the other hand, nobody will deny that there is also 

urgent need for more and more doctors, for several 

reasons:  

 Quality of Service. Doctors undergo long and 

intensive education and training, which cannot be 

compromised without a knock-on effect on patient 

care. 

 Doctors can introduce new medical procedures 

and whole new medical fields, because of the 

breadth and depth of their training. 

 The extended knowledge that physicians have is 

needed to deal with complex problems, e.g. 

tertiary level care, ICUs with ventilation, dialysis, 

small babies.                                                                      

 Capacity building through external influence. 

Doctors with contact to outside institutions, 

including universities, and with donors can draw on 

these high-level relationships to introduce 

innovations. 

 Doctors work constantly to develop staff around 

them, through supervision, daily on-the- job 

training, continuous medical education, delivering 

training courses.  

There are many vacant posts at tertiary level, some of 

which have been filled by expatriate doctors, including 

CIM specialists. In the face of acute shortages of 

doctors (one doctor for every 70,000 Malawians; in 

Mulanje district there is one doctor for 550,000 

people) the concept of a Malawian health sector 

independent of foreign doctors is highly theoretical.  

 

 

 

 

 

Common challenges faced by doctors and 
COs 
 Inadequate payment hampers dedication to work, 

physical availability and the ability to work. Decent 

salaries are needed, not a system of allowances, 

locums, second jobs, and with districts leaching the 

NGOs. 

 Poor infrastructure, maintenance, equipment and 

procurement processes. 

 Inadequate funding for services required under the 

EHP. 

 Posting with frequent change of positions, 

damaging continuity (this applies to all, from the 

nurse to the hospital director)  

 Establishments are not prioritized in a flexible way 

to take account of population change.  All central 

hospitals have the same establishment. 

Meanwhile, the establishment for COs has 

decreased. 

 Overcomplex systems for filling posts.   

Employment by the districts is governed by the   

Where are the Malawian doctors? 
 

 Internal drain into other areas (politics, public 
appointments, etc) 

 In the Ministry of Health, lost to administration 
and policy-making 

 Overseas – the external brain drain 

 In the grave - deaths from AIDS, etc 
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Local Government Act 1998.  The Health Service 

Act (2002) and the Public Service Act (2000) have 

not been fully implemented. 

 A lack of good incentive schemes for ‘hard to staff‘ 

areas.  

 

Career development  
One can usefully ask ‘What would be a motivating 

incentive on the professional career path?‘  Would it 

be housing? Transport? Children‘s education ? Own 

education? Workshops? Salary increase? Allowances? 

MASM?  Electricity?   Running Water?   A structured 

career path? 

We do not know yet the extact role of the latter 

factor, but we do know that when there is no career 

path, there is ... 

 Loss of dedication and commitment  

 Loss of satisfaction, and growing professional 
frustration  

 Augmented interest in money as a substitute and 
as a necessity  

 Wastage of a human resources for the country, 
and  

 Questions of interprofessional relations,  behaviour 
and problems become more important. 

  

 
 
 
 
 
 
 
 
 

Aubrey Filimoni 

 
Career paths for COs 
Opportunities for career enhancement for COs are as 
follows: 
 Specialized CO, e.g. in the Malawi School of 

Anaesthesia, or in orthopaedics and 

ophthalmology 

 B.A. in Medical Education (closed at the moment) 

 B.A. (planned) in surgery  

 B.A. (planned) for clinical departments   

 College of Medicine – one year special preparation 

before Medical School. 

 

There are certain challenges that the ambitious CO will 

face, however, apart from a temporary drop in pay:  

 Interprofessional problems may arise. For example, 

the authority of a nurse with a degree compared 

with that of a specialist CO is unclear. A surgical CO 

or a CO with a BA would not be able to rule against 

an Anaesthesia CO. There are also problems for 

promotion within professions that need to be 

clarified; a Theatre Anaesthesia CO vis-à-vis 

Anaesthesia CO. 

 Clinical Officers have a relatively weak professional 

standing.  They were invented as a ‘third world‘ 

expedient for a shortage of medical doctors and 

have never developed a strong professional 

identity.  And so when problems arise, there is no 

powerful administration behind them, no ‘family 

power‘.  They are unable to take a stand against 

surgeons. 

 A single BA course for COs is not enough - other 

specialisms are needed. If, however, different BA 

courses are developed, they should be designed in 

such a way that they do not have a detrimental 

effect on the specialist programmes for COs that 

are already running. For example, a BA in a 

particular specialism will not necessarily be more 

qualified than an OCO or an ACO, because they will 

have had less training in the busiest and biggest 

departments. 

 

 

 

 

 

 

 

 

 

 

Rose Kapenda 

Career paths in Malawi for physicians  

Physicians in Malawi have a choice of career paths, 

apart from going overseas for further qualifications 

and experience.  They may take an internship; they 

may become a DHO, or a general practitoner; they 

may take the Master in Public Health (MPH) course at 

CoM.  Finally they may take the new Master of 

Medicine (MMed) course in a specialisation such a 

surgery (but not in all clinical departments).   

Career paths outside clinical practice include: BA in 

Pharmacy or BA as Laboratory Technician. 
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A new postgraduate qualification for career 
progression for doctors  -  
MMed in Anaesthesia and Intensive Care      
For a very long time there has not been a single 

Malawian anaesthesia specialist  working in the 

country. All work is done by Anaesthetic Clinical 

Officers, foreign doctors or even unqualified cadres.  

The death toll, and the number of Caesarean sections 

and operations on newborns, babies and children 

show that a qualification below ACO is not acceptable, 

but a BA might be a good idea. Malawian 

anaesthesiologists are not needed in high numbers, 

their role and impact could be studied and controlled.  

Besides the clinical need, Malawian doctors need 

more possibilities of specialisation for their 

professional satisfaction and their ability to make a 

living from their job. Such doctors in Anaesthesia and 

Intensive Care could develop the other ’theatre 

disciplines’ further. Moreover the new MMed course 

helps to build the capacity of the College of Medicine 

to deliver postgraduate courses. 

 

Funds have been secured (tuition, subsistence, top-

up).  A Memorandum of Understanding has been 

signed between COM and the donor. The faculty exists 

on the ground. International cooperation for training 

courses and external examiners has been organized.  

The course will entail three years at CoM and QECH, 

and one in South Africa. Two candidates have been 

selected to start in 2009, with a further two the 

following year. 
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3.3 HOW TO MOTIVATE AND RETAIN STAFF? – EXPERIENCE FROM 

THE LIGHTHOUSE  

Fred Chiputula , Pascal Jimu and Ralf Weigel 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Acute staff shortages 
As a policy, the Lighthouse does not recruit clinic staff 

from the public sector, but hires retired nurses or 

HCWs from NGOs or private clinics, where higher 

salaries are the norm. Recently, we experienced acute 

staff shortages resulting in longer waiting times and 

compromising our quality services. Here we review 

our strategies to motivate and retain good clinic staff.   

Between January 2007 and October 2008, the 

Lighthouse lost 7 COs, 5 nurses and 2 pharmacy 

technicians. In turn, we recruited 6 COs, 5 nurses and 

1 pharmacy technician. The average serving time of 

COs, nurses and pharmacists currently employed by 

the Lighthouse is COs – 8 months, nurses - 14 months, 

and pharmacy technicians - 12 months. Acute 

shortages appear when HCWs leave on ‘short notice’ 

with other organizations ‘buying’ their notice period. 

We observe that some HCWs leave us shortly after 

being sent on training courses. The recruitment 

process at the Lighthouse usually takes about 3 

months and an HR officer oversees all activities related 

to this.  

How to motivate and retain good clinic 
staff? 
We hypothesize that motivators for clinic staff are as 

follows: 

 Identification with the Lighthouse’s mission  

 Identification with a successful organization  

 Acknowledgement of the HCW’s contribution 

towards our mission by having good human 

resource management practices, as listed below.  

 
 We strive to offer the following: 

 a conducive working environment with smooth 

operations, without stock-outs of ART and other 

essential drugs, and with good team spirit;  

 a system of professional promotion based on an 

annual review of personal objectives;  

 performance related bonuses;  

 participation in internal and external trainings;  

 regular adjustments of salaries based on the 

national cost of living index;  

 terminal benefits like saving scheme and gratuity.   

 

THE LIGHTHOUSE 

The Lighthouse is a Malawian Trust and functions as part of KCH and Bwaila Hospital. The Lighthouse 

exists to fight against AIDS in Malawi by providing a continuum of quality care and support, by working 

hard to build capacity in the health sector. 

Its activities include:  

HIV testing and counselling   Two clinics 

Community Home Based Care   Monitoring & evaluation 

Training     Human resource management 

The two clinics employ 10 clinical officers (CO), 11 nurses and 3 pharmacy technicians to manage about 

8,000 patient visits per month. 
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Lessons learned 

There is little information about levels of HCW 

turnover, and we do not know whether the Lighthouse 

is exceptional in this regard. We do know that staff 

shortages increase the workload of remaining staff, 

since services are not scaled down, resulting in HCWs’ 

frustration and de-motivation. We have deployed a 

variety of strategies to motivate HCWs but we are not 

sure if they are effective. We need to invest in staff 

development in order to retain staff who want 

promotion; we have had experience of staff joining 

other organizations at higher levels. 

 

 

 

 

 

 

 

 

 

 

Dr Ralf Weigel 

 

Perhaps others can learn from our experience and our 

ideas. We have committed ourselves to keeping staff 

motivation high on the agenda. More specifically, we 

have decided to move forward with the following: 

 Conduct exit interviews to find out why staff leave 

us. 

 Empower the HR officer to play an innovative and 

key role in staff motivation.   

 Rapid implementation of gratuity. 

 Encourage participation in appropriate internal and 

external trainings.  

 Switch from ‘silent’ contract renewal to re-

application when regular contract ends.   

 Nurture corporate identity and image of the 

organization. 

 Insist that HCWs who want to leave should serve 

their notice period.  

 Focus on the retention of staff who are performing 

well, rather than on retention of all staff. 

 [Type a quote from 

the document or the 

summary of an 

interesting point. You 

can position the text 

box anywhere in the 

document. Use the 

Text Box Tools tab to 

change the 

formatting of the pull 

quote text box.] 
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3.4 DISCUSSION ON EFFECTIVE HR MANAGEMENT APPROACHES 
Salary top-ups and other financial incentives 
Some people indicated the need to review the top-up 

payments. Staff felt ‘cheated’ that the Treasury took a 

proportion of the 52%; moreover, in nearly two years, 

the cost of living has gone up to the extent that some 

health care workers are still spending up to half their 

salary on travel to and from work.  

Development partners need to ensure that their 

efforts to maximise capacity building never have the 

side-effect of undermining the health service.  For 

example, a draft MoU that calls for parity of payments 

between NGOs and MoH could be used. 

On the background of insufficient salaries, health staff 

have developed a survival strategy within which DSAs 

play an important part. For many of them, attending a 

training course is not essential because of knowledge 

gain, but because of the need to top up their salaries. 

This creates perverse incentives, empties the health 

facilities and should be abandoned. 

’Allowances are the cancer of the public system’ 

(Tarek Meguid) 

‘In some CHAM institutions we introduced a locum 

scheme and a hardship allowance. The schemes are 

not sufficiently transparent, however. The rates for 

locums should stay the same, but there is a need for 

us to increase the hardship allowance to encourage 

staff to work in remote areas’ (Francis Gondwe, 

CHAM) 

The whole incentive package that has been put in 

place in recent years needs to be revised and 

improved based on evidence – in other words: What 

works, and what doesn’t? 

The role of technical assistance 
There was lively discussion on the role of external TA. 

Some thought that TAs are too expensive and that 

more emphasis should be laid on incentives for 

emigrated Malawian doctors to come back. On the 

other hand it seems quite clear that money is not the 

only argument to go abroad and that other factors like 

career paths for the doctors (and their children), the 

working environment, etc. also play an important role.  

It became clear that technical assistants can play an 

important role as role models, showing that progress 

can be made even under adverse conditions. CIM 

experts would do well to focus on maximising capacity 

building and on minimising service expansion. One 

very experienced expatriate doctor once said: ‘I won’t 

ever be a brilliant doctor in Malawi, but I can help 

Malawians to be so.’  

 

 

 

 

 

 

The role of professional bodies 
‘As doctors, we should ask ourselves how to improve 

the whole package – management factors and the 

working environment – rather than focus on pay and 

allowances’ (Pongolani Msakambewa, Medical Council 

of Malawi) 

 

 

 

 

 

 

Pongolani Msakambewa 

The Chief Nursing Officer of QECH (Tuli Soko) felt that 

nurses and midwives need to change their mindset 

about their professional position. They would benefit 

from receiving feedback from clients/patients as 

consumers of services through the use of suggestion 

boxes. 

 

All those working in MGCH can usefully ask 

themselves how they, from their secure 

position, can help in their individual, daily 

practice to: 

- Improve the work environment 
- Reduce moral distress 
- Support career development 
- Provide supportive supervision 
- Offer appropriate examples of quality 

practice. 
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4. FURTHER ACTION RESEARCH CONDUCTED IN KEY 

AREAS 

4.1 REFERRAL AND OUTREACH:  NETWORKING DISTRICT AND 

CENTRAL HOSPITAL CARE 

Dr Torsten Wilhelm, Dr Michael Hable, Dr Kai Hellberg, Dr Wilma Krützen, Barbara Matengu, Agnes 

Wiedemann and numerous employees at various health institutions. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

An efficient referral system plays an important role in 

patient care and is of particular importance where 

specialist care is only provided at central hospitals, 

and district hospitals often lack doctors. The objectives 

of this study cover both referral practices and 

specialist outreach visits. The study intends to identify 

strengths and weaknesses of different elements of 

referral and of specialist outreach, and to identify 

potential strategies to increase the efficiency of these 

two systems. The focus of the study was on district 

and central hospitals in the Southern Region. To 

obtain a comprehensive view of referral and outreach, 

the following topics were investigated: 

- Regional referral meetings 

- Referral letter format, and referral feedback and 

discharge notes 

- Patient transport 

- Specialist outreach. 

 

Regional referral meetings 
These three-monthly meetings are poorly attended, 

and seem to be dying a natural death, with 

expectations declining alongside attendance.  

Participants are reluctant to travel far over weekends.  

Recommendation:  Integrate the topic REFERRAL into 
the existing regular DHO and  CHAM medical officer 
meetings at zonal level.  It should serve to improve 
general interaction between district and central 
hospitals, which should be intensified. 
 
  

 

 

 

 

 

 

 

 

Referral letter format, and referral feedback 
and discharge notes 
The green Referral Letter from the district to the 

central hospital is well designed and regularly used, 

but the Feedback section on the back is rarely filled in, 

or rarely reaches the referring officer. The back acts as 

the sole Discharge Note, with medical information – 

diagnosis, treatment, further interventions and follow-

up. Yet it was designed to only give feedback to the 

referring institution for them to learn from. 

Referrals from health centres direct to central 

hospitals 

Where there is no district hospital, as in Mzuzu 

the DHO should step in to support health centre 

staff in their decision-making on referrals.  It is 

beyond the capacity of the central hospital to do 

so. (ZHSO North, Christiane Böker) 

The central hospitals say:  

“Call us first before you refer!“ 

 

Confidence in the referral system 

Those referring patients from the districts trust that the referral system works well. The system needs to 

be integrated to allow movement of patients both ways with proper feedback.  In other words, the COs at 

local level need to know what the specialists can offer and be ready to receive the patients that have 

been seen by a specialist.  Specialists need to induct their counterparts at local level. (Dr Douglas 

Lungu) 
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An audit at the Dept of Surgery at ZCH (January 2008) 

revealed that out of 25 consecutive Discharge Notes of 

referred patients: 

• 14 were written by patient attendants, 2 by sisters, 

6 by clinicians, 3 by consultants 

• 15 were correct and complete 

• 5 had minor omissions or mistakes 

• 5 were unacceptable (wrong diagnosis, wrong 

treatment, major omissions). 

 

Recommendation: Clinical Departments of central 

hospitals should conduct regular audits of the quality 

of Discharge Notes.  Relevant Discharge Notes should 

be: 

1. written by medically qualified staff only, and 

2. written into the Health Booklet as the patient’s 

medical documentation tool. 

Feedback to the district for learning purposes could be 

given directly by phone, by separate letter, or at 

handover and case presentations during outreach 

visits. 

 

Patient Transport 
Overall, the situation for bringing patients from the 

districts into the central hospitals was found to be 

satisfactory, although there are some avoidable 

delays. Sometimes the judgement of the CO as to the 

urgency of the case is faulty.  It is critical that the CO 

give clear instructions to the Transport Officers. In 

emergencies Transport Officers must be told not to 

delay while the car fills up.   

 

Recommendation:  Transport should be tailored 

according to need, e.g. a pre-paid voucher system, 

special transport for outpatient clinics, etc. 

 

Specialist outreach 
 

 

 

 

 

It has not yet been established by research studies 

that these visits have a measurable impact on health 

outcomes. In the areas studied, various problems were 

identified.  Outreach is sporadic because of shortages 

of specialist staff, and also for lack of enthusiasm on 

the part of the specialists. Allowances are not 

homogenous, and rules and regulations are clearly not 

being strictly adhered to, and those benefiting less are 

often reluctant to do outreach. 

Occasionally it is felt that the visits are inefficient and 

ineffective. District hospitals have shown a lack of 

interest and support; if specialists find no clinicians 

have been allocated to them and no patients have 

been prepared, they feel that the exercise is a waste 

of time. There is a vicious circle here. 

Recommendations: Introduce specialist outreach visits 

as an accredited activity for Continuing Professional 

Development (CPD) for COs in the districts.Specialists 

should build up a mentoring system with one or two 

COs per District Hospital. 

Outreach visits should be included in Departmental 

guidelines and payment of allowances for specialist 

outreach should be harmonized according to 

standards. 

 

 

Intended purpose of specialist outreach to 

the districts 

• Increase access to specialist care 
• Improve health outcomes 
• Contribute to more efficient care 
• Decrease the number of unnecessary 

admissions and referrals to central hospitals 

 

 

 

  

Barbara Matengu, Michael Hable, Frauke Heinze 

and Wilma Krützen 
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4.2 HEALTH CARE GUIDELINES: AVAILABILITY AND USE IN 

MALAWIAN HOSPITALS 

Dr  Michael Hable, Dr Annemiek Bosch, Egglie Chirwa, Dr Christiane Böker, Dr Ralf Weigel, Dr 

Torsten Wilhelm 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 

Outline of the study 
This study aims:  
1. to assess the availability, application and perceived 

relevance of standard guidelines at hospital level in 

Malawi  

2. to identify reasons for non-availability of guidelines 

and to propose strategies to ensure wider 

availability and use of these tools. 

A survey was conducted, using a checklist and 

structured interviews with clinicians and nurses in 10 

hospitals in the South and Central Regions (nine DH 

and one CH serving as DH, covering 32% of the 28 

districts in Malawi). 

Interviews were held with 11 clinicians and 5 nurses, 
using open questions on the following topics: 
* Availability   

* Relevance 

* Use  

*  Reasons for non-use and non-availability of 

guidelines 

* Which guidelines should be available. 

Availability of guidelines 
Availability of guidelines is very variable by hospital, duty station, and guideline, with an overall average of just 41%. 

The lowest and highest overall figures are 28% (Zomba CH) and 67% (Ntchisi DH). 

 

 

Breakdown of availability by selected guidelines  
 
     EmOC (APH, PPH, Obstructed Labour) 100%   
     STI Flowcharts         100% 
     TB             71% 
     PMTCT           59% 
     HTC          33% 
     Malaria         30% 
     IMCI at U5 clinic        22% 
     Standard Treatment Guidelines        3%  
  

 

 

Breakdown of availability by selected duty 
stations 
 
OPD   
     ARI          0% 
     IMCI                   10% 
     Malaria                     30% 
     Diarrhoea                    0% 
     Standard Treatment Guidelines     0%    
 Maternity/Labour Ward 
     EmOC (but often HC level only)  100% 
     PMTCT                                                  67% 
HIV   
      HTC                    33% 
      Paediatric HTC                  16% 
      ART                                                       67% 
U5 Clinic 
     IMCI                                                       22% 

 

 

 

 

Guidelines are important for the 

provision and assessment of  

quality health care at all levels to 

ensure cost effectiveness  

in severely resource-limited health 

systems 
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Health workers were asked about their personal 

copies of guidelines. Six clinicians had copies of the STI 

and malaria guidelines; four had copies of the IMCI 

and ART guidelines and two had copies of the STG 

1997 and the Clinical Book (CoM 2004). All health 

workers regards guidelines as very relevant for their 

work, and all but one use guidelines regularly, 

especially in cases of uncertainty, problem patients, 

and newly qualified or locum personnel.   

Factors affecting availability 
Guidelines are regarded as very important and used 

frequently by the majority of health workers 

interviewed, but many are not widely available at duty 

stations or as personal copies, due to disappearance 

and mismanagement. Most desirable would be an 

update of the Standard Treatment Guidelines and 

Obs&Gyn guidelines. 

Recommendations 

1. Standard Treatment Guidelines  We commend the 

MoH Malawi for their efforts to update the STG 

and encourage to re-edit and distribute them as 

widely and soon as possible.  

2. Format and fixture Guidelines for programs should 

be brief, laminated (e.g. IMCI) or come in poster 

form (e.g. EmOC), and fixed to walls or desks to 

prevent disappearance. Guidelines are supposed to 

be on the spot, for instant use, and not personal 

property.  

3. Focal point at the Ministry  An accessible Focal 

Point for Guidelines and other relevant documents 

at the MoH might increase availability and improve 

management of these tools (currently, the Director 

of Clinical Services has this function). 

4. Internet All guidelines, policies and other relevant 

documents should be made available 

electronically, preferably on the internet (e.g. 

ODPP Malawi, MoH South Africa) 

5.  ZHSOs can play a pivotal role in the distribution of 

and encouragement to use guidelines.  

 

Discussion 

Some concern was voiced as to how legally binding 

Treatment Guidelines are.  A medical professional is 

required to adhere to guidelines to the extent that – in 

the event of a complaint – they should be able to 

justify through explanations given in case notes, why a 

certain action was taken, or not taken. The importance 

of thorough documentation is obvious, because a 

complaint may be brought to court some years after 

the events that are the subject of the complaint. No 

‘professional indemnity’ as such is offered by the 

Ministry, but the government will defend its 

employees if they can demonstrate that they have 

done nothing wrong. 

The fact that the STGs are so badly out of date means 

that doctors are routinely using evidence-based 

medicine to administer different treatments, 

especially in the case of antibiotics. It is well-known 

that in certain cases it would not be medically wise to 

follow the STGs. This is where the Clinical Book (CoM 

2004) comes in as a useful support to clinicians.  

Valid STGs are critically important.  They should 

ensure that a health care worker who qualified either 

many years ago or overseas has access to 

authoritative advice. 
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<<<<Latest News>>>> 

* ‘Management of Pregnancy & Childbirth’, known 

as the Orange Book, is a new set of WHO 

guidelines. One book covers Obstetrics and the 

other covers Neonatal Health.  

* A revised manual on paediatrics (written by Drs 

Kazembe and Phillips) is coming out soon. 
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4.3 DEVOLUTION OF THE HEALTH SECTOR AND ITS INTEGRATION 

INTO THE NATIONAL DECENTRALISATION PROGRAMME  

Agnes Wiedemann 

 

 

 

 

 

 

 

 

 
 

GDC for Health and Democratic 

Decentralisation  

supports a deepening of understanding among all 

stakeholders of the devolution process. 

Specific challenges currently involve improving 

information systems and  

effective management in the  

planning, budgeting, drug procurement and 

monitoring processes. 
  

 

Background to devolution 
In 1998 the Cabinet approved the National 

Decentralisation Plan and one year later the Local 

Government Act came into effect. One of the major 

components of the NDP is the Devolution of Sector 

Functions and the Health Sector was one of the 

earliest sectors to be approached.  

Despite former clear visions about the decentralisation 

(see Sector Devolution Plan for the Health Sector 

from 2003/4) the roles of the different levels within 

the devolved health sector are not clear.  There is 

uncertainty about the desired pace and level of 

devoluton. There are, furthermore, new challenges for 

district and ministry level regarding the planning 

process, and checks and balances  Overall cooperation 

between the three concerned ministries - MLGRD, 

MoH and MoF – needs attention.  

District workshops on decentralisation in 
the health sector 
In order to go deeper into these critical areas, 

workshops were held in four pilot districts – Dedza, 

Zomba, Mangochi and Thyolo. The workshops 

provided a platform for discussions to meet challenges 

in the devolution of the health sector, such as the lack 

of clear structural relations and inefficient reporting 

systems at district level, to and within different 

ministries, and weak management in the planning and 

budgeting process.  

 

The decentralisation process takes place at four levels – Ministry, ZHSO, District and Community. Each level has its 

own targets, faces its own particular challenges, and adopts considered approaches. 

Ministry level 

TARGETS CHALLENGES APPROACHES 

Get political commitment from 
the MoH, PS and DPP 
 
Clarify the Devolution of 
functions and enhance 
coordination between the 
Ministries 
 
 

Lack of up-to-date and clear 
documentation 
 
Since 2004, no focal points in the 
Ministries 
 
Coordination between MoH, 
MLGRD and MoF is weak. 

Analyse the complex challenges 
posed by Devolution 
 
Identify a counterpart in MoH 
 
Conduct a feasibility study for 
Technical Assistance to the 
Devolution process 

At the workshops and in in-depth discussions in the ministries, representatives of MoH agreed to undertake the 
following actions: 
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1. Revive the Sector Devolution Task Force and 

provide technical input for clarifying the 

devolution process. In this way, coordination and 

communication would be enhanced. Feasibility 

studies regarding what can be done at district level 

will be made, referring to the experience of 

devolution processes in other countries.  

2. Hold meetings between MoH, MLGRD, NLGFC and 

representatives of the zones and districts (ZHSO, 

DHO).  The first of these meetings was held 

recently.  Problems for the planning process were 

pointed out; Planning Officers of MoH and MLGRD 

worked on harmonising their respective Planning 

Guidelines. 

 

ZHSO level 

TARGETS CHALLENGES APPROACHES 

ZHSOs should act as 
supervisors, providing technical 
backstopping for devolution 

Capacity is weak (staff shortages).  
Not enough, time or commitment. 

Integrate this level for monitoring 
and technical backstopping 
 
Capacity development, clarifying 
the different roles in the 
Devolution process 
 
Technical assistance needed for 
the planning process 
 

 

District level 

TARGETS CHALLENGES APPROACHES 

Coordinate the functions of the 
devolved sectors 
 
Put in place systems of checks 
and balances 

No councillors! 
 
The DHO and DC face problems 
of HR, capacity and coordination 
within the District Assembly  
 
Difficulties in the planning process 
and implementation of plans  
 
Poor links between sectors is a 
problem for the Assembly 
Disciplinary Committee. 
 

Analyse the situation 
Build capacity through training 
 
Improve coordination between 
the DHO and the DC 
 
Give support to the planning 
process (DPP, DIP) 
 

 

At the workshops the district representatives agreed 

to undertake the following actions: 

1. Enhance coordination and structural relationship 

between the District Commissioner/Chief 

Executive and District Health Officer. 

2. Support the planning process Increase the 

involvement of the users into the DIP and the 

yearly budget for health.  Integrate the DIP  

better into the DDP and the District Investment 

Plan, with the greater transparency as one 

outcome of the process. 

3. Support the implementation process and financing 

mechanisms. 

4. Exchange experiences between districts on 

documentation, for the replication of best 

practices. 
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Community level 

TARGETS CHALLENGES APPROACHES 

This level should be integrated 
into the whole process of 
planning, implementing and 
M&E. 
 
Awareness needs raising for 
Devolution and for health 
services generally. 

Lack of capacity 
 
In some ADCs/VDCs,  meetings 
are not held regularly after the 
planning process  

Meetings need support so they 
are held regularly. 
 
Make links with CBOs and other 
service providers 
 
Support a demand and  feedback 
mechanism (Health Centre 
Advisory Committees, 
Ombudsman) 
 
Capacity needs to be developed 
for Decentralisation generally 
(NICE + training organisations)  
 

 

At the workshops the following actions were agreed 

for community level action: 

1. Support the involvement of Civil Service 

Organisations in Planning, M&E at district level 

2. Build capacity for sub-district structures in 

Participatory Planning (e.g. participatory budget 

tracking)  

 

 

 

3. Monitoring and evaluation of service delivery 

needs to be set up, through Village Development 

Committees and Health Centre Committees 

(HCCs).   

 
 
 
 
 
 
 
 
 
 
 
 
 

Outlook after the workshops 
Each pilot district has begun specific activities, 

supported, accompanied and monitored by GDC staff 

on the ground. NICE and Health Facility Committees 

have been drawn in to help reach the communities, in 

order first to make them aware of the devolution 

process, and second – even more important – to 

encourage them to play their part in being responsible 

for improving access to and maintaining the quality of 

their health facilities. 

 

Discussion 
The issue of decentralisation has long faced the major 

challenge of lack of capacity. Even the DC or the CE 

may need enhanced competences, as well as those 

assigned to administer finances. Furthermore, the 

capacity to formulate plans that feed one into the next 

is seen by many as beyond the reach of the current HR 

capacity at district level.  Despite the feeling that the 

building of competence will take time, there is a firm 

commitment at policy level to the principle of 

devolution. The decentralisation process is a highly 

convoluted one, and Dr Ann Phoya pointed out that 

the first priority lies at policy level, where the 

processes of empowering the districts are cleared 

stage by stage. Meanwhile, MoH fully supports the 

strengthening of community structures to inform 

decision-making at local level. 

General recommendations from the workshops  
 Dual reporting systems are a problem. Reporting formats will be harmonised, and some 

reporting systems restructured.  

 Health data for the districts will be collected, as starting point, by the DC/CEO. This needs to 

take place despite low levels in computer skills and the challenges experienced in data collection, 

compilation and analysis.  

 Regular meetings should be held where VDCs, ADCs and HCCs sit together.   

 Communication needs to be improved between all four levels. Notably, district-level activities 

need to be communicated across other levels, e.g. sharing of workshop reports; reports on progress 

at zonal and ministry level need to be sent to all stakeholders; feedback needs to flow between 

levels.  

 The end users – the communities – should become involved in the elaboration of the DIP and 

the yearly budget for health. 
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4.4 EXPERIENCES IMPLEMENTING THE NATIONAL CARE OF THE 

CARERS POLICY  

Huzeifa Bodal, Dr Uwe Graf, Frauke Heinze, Dr Kirstin Mittermayer and Dr Peter Stephany 

 

 

 

 

 

 

 

Background 
The Malawi Government jointly with other employers 

and employees in the health sector acknowledge and 

recognize that HIV/AIDS poses a special threat to 

health care workers (HCWs) because there is a 

concentration of patients in health facilities with 

HIV/AIDS and there is a risk of HIV transmission from 

patients to HCWs from needle stick injuries and 

mucosal splashes as a result of medical and surgical 

procedures.
1
  

                                                           
1
 National Care of the Carer HIV and AIDS Workplace Policy, 

Ministry of Health, Government of Malawi, (2005). 

 

German Development Cooperation (GDC) pays special 

attention to this situation and has made a firm 

commitment to support the Government of Malawi 

and the Ministry of Health (MOH) in the 

implementation of the National Care of the Carer HIV 

and AIDS Workplace Policy (MOH, 2005).   

  

 

 

 

 

 
Care of the Carers - How does the policy 
work in practice? 
GTZ supports the full implementation of the policy at 

all levels of health care provision.  

 

Care of the Carers - Main interventions 

HIV testing 

HIV and AIDS workplace programs 

Provision of infection prevention equipment and training in its use 

Provision of post-exposure prophylaxis 

Anti-retroviral therapy (ART) 

Provision of consulting services 

Research on the impact of HIV on HCWs 

Advocacy work 

Malawi cannot afford to lose even 

one Health Care Worker to HIV.   

Therefore, this is not only a health 

issue, but also more importantly  

a human resource issue. 
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What risks are faced by HCWs? 

Health care workers are at high risk of occupational 

exposure. Nurses and lower cadres (health 

surveillance assistants and patient attendants) are the 

ones at higher risk of occupational exposure to HIV 

than any other cadre.  52% of those surveyed 

indicated that they had experienced an occupational 

exposure in the past 12 months. 

Issues of confidentiality 
Qualitative data shows that some health care workers 

failed to report occupational exposures to HIV because 

they feared that their bosses would look down on 

them as negligent in conducting their duties. 

Qualitative data show that most respondents knew 

their fellow workers’ HIV status through gossip.  

Are our HCWs putting themselves at risk 

through unsafe sex? 
A high proportion of respondents (68%) agreed that 

health care workers do engage in risky sexual 

behaviour. Results from the survey show that 55% 

agreed that HCWs do have sex with fellow HCWs in 

exchange for favours. 

Financing the fight against HIV at the HCWs’ 

workplace 
There is unclear information on the 2% Other 

Recurrent Transaction (ORT), which has been directed 

at combating HIV and AIDS in the workplace. It should 

be spent on Workplace Programs, and for training on 

HIV and AIDS.  Similar uncertainty surrounds the 

MK5,000 ‘inducement’ paid to staff who take the HIV 

test, through a one-off salary top-up. Money for this, 

too, may be coming from the 2% of ORT. 

 

 

 

 

 

 

 

Discussion  
The Care of the Carers working group recommend 

That, as a priority, ‘HCW friendly services’ should be 

brought in so that HIV testing services are increasingly 

accessible to HCWs.  However, some health care 

workers, like people in other professions, will still 

travel to a clinic in the next town in search of 

anonymity.  

Hospital management is called upon to prioritize more 

intensively HIV and AIDS Workplace Programs in all 

health facilities. Meanwhile, there are other risks 

posed to HCWs by exposure to patients in the wards. 

We are seeing multi-resistant strains of TB developing.  

Hepatitis B is another threat, which can be removed 

by vaccination. A recommendation was made that 

Workplace Programs should inform about these 

dangers, too. 

Clear guidelines are called for from the Ministry on the 

use and administration of the 2% ORT. 

 

There is need for GOM to provide a way forward on 

the ceased MK 5,000 top-up scheme.  The incentive 

scheme for HTC is still being applied in some districts, 

and large sums are still being disbursed on MK5,000 

salary top-up payments to HCWs who go for testing. 

However, other Ministries, including Education, have 

abandoned the scheme, and there are good 

arguments for MoH to do the same. The scheme has 

had its day. 

The Ministry has disseminated the Care of the Carers 

policy everywhere.  It is the responsibility of the 

institution to choose to implement it.  There may be 

some CHAM facilities that have not implemented the 

policy.  Medical students at CoM are fully informed of 

personal risks to health professionals from 

occupational exposure to HIV and from risky sexual 

behaviour, and are recommended to go regularly to 

the Tiyanjane Clinic for testing.  However, one Clinical 

Officer commented that the same messages were not 

transmitted to him when training. 

 
Pictured on the left: Dr Peter Stephany, Frauke Heinze,  

Dr Uwe Graf, Dr Kirstin Mittermayer, Huzeifa Bodal
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5.     CLOSING SPEECHES – THE WAY FORWARD 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Dr Dieter Köcher 
To take up the words of our colleague at the College of 

Medicine, George Kafulafula, we are working for 

change. The technical staff who have conducted 

thorough and well-thought out research on critical 

topics are to be congratulated and thanked. These 

research findings have informed our discussions 

yesterday, including our Panel Discussion, and today. 

They can orient our actions in the future.  I would like 

to summarise our deliberations as follows: 

1. Action Research The Recommendations coming 

out of this work undertaken by the Working 

Groups need attention. The colleagues involved 

should organise the follow-up, and report next 

year on progress made. 

2. The Technical Working Group on Hospital 

Efficiency should be re-activated in order to create 

the enabling environment for major management 

changes in the tertiary-level referral hospitals. 

3. The research findings on human resource 

development related at this Forum (career paths, 

performance management, leadership and 

management training, etc) need to be fed to the 

TWG on HR Development. 

4. The referral system has various sub-divisions that 

call for attention.  Among these we note that 

feedback from central hospitals to district hospitals 

should be strengthened. Also, specialist outreach 

visits need to be integrated into CPD; outreach 

visits should involve mentoring of COs at district 

level. 

5. Treatment Guidelines  The availability of 

guidelines would be improved if a special Focal 

Point on Guidelines were created in the Ministry. 

The concept of a Scientific Committee with special 

responsibility for continuously updating protocols 

needs to be explored.  

6. Devolution. The SWAp Joint Annual Review has 

paved the way for greater harmonisation of 

planning processes, and progress has been made. 

The Malawi-German Programmes on Health and 

Decentralisation should focus on combined 

capacity-building, with health professionals joining 

up with the District Assemblies. 

7. Care of the Carers Workplace programs in 

hospitals and health facilities need to be promoted 

more strongly for the sake of the health of our 

precious HCWs.  

 

Hanspeter Schwär, Head of Development 
Cooperation, German Embassy 
I am surprised at how the time has flown.  This Forum 

has been full of event and instruction for me. I am a 

recent arrival on the scene in Malawi, and I have 

learnt a lot over the past two days. Indeed, I would be 

happy to listen for longer. 
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The benefits of the annual Malawi-German Health 

Forum are many. It is an excellent forum for bringing 

together those with expertise who work in the places 

where health care is provided with those who operate 

at the level where policies and structures are decided 

and set. This kind of feedback between the levels must 

be continuous for the sake of improving the health 

system.  

On behalf of the Ambassador, I would like to thank 

you all for your participation, and for clearly 

expressing your views. Panel discussions can 

sometimes be a token exercise, but on this occasion 

we have heard vigorous debate and important 

statements have been made. 

These two days have proved that is worthwhile to 

institutionalise the Malawi-German Health Forum. 

Perhaps consideration could be given to inviting more 

stakeholders? 

I leave you with this thought, and have pleasure 

inviting you to the next event – the Fourth Malawi-

German Health Forum – at a date to be announced in 

2009. 

I wish everyone a good weekend, Schönes 

Wochenende – and Mukhale ndi weekend yabwino. 

Dr Ann Phoya, Director of the SWAp 
Secretariat, Ministry of Health 
The Ministry of Health is committed to making wise 

reforms that are based on evidence, such as that 

obtained by the Working Groups. The PS Health will 

therefore be pleased to read the Forum Report, and 

consider its recommendations.   

I am happy to play the role of advocate for hospital 

reform, but we should take note that revolutionary 

recommendations tend to be poorly received. The 

Ministry is more ready to work on reforming current 

structures. 

Not all recommendations call for high-level policy 

review.  Some action can be taken tomorrow, for 

instance measures on improving departmental 

management such as have been introduced at Queens 

and KCH, and the promotion of Care for the Carers.  

Finally, there are good examples of the progress that 

has been made to the nation’s health service 

provision, thanks to the cooperation between 

Germany and other development partners with the 

Ministry of Health.   It is important to recognise the 

improvements that have taken place against a 

background of ever-increasing demand for health 

services. 

 

 

 

 

 

 

 

 

The Forum organisers 

L – R: Huzeifa Bodal, Agnes Wiedemann, Dr Dieter Köcher, Francis Banda, Dr Kirstin Mittermayer, Ernest Jalisi,  
Natasha Taumbe, Dr Wilma Krützen, Dr Peter Stephany, Celia Swann 
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APPENDICES 

AGENDA OF THE THIRD MALAWI-GERMAN HEALTH FORUM 

Friday, 14 November 2008  
8:00   Arrival and Registration  
8:30  Introduction by the Chairperson Dr Felicitas Zawaira (WHO)  
8:45  Opening Remarks by Ambassador, H.E. Mr. Rainer Müller  
9:00  Opening Remarks by Deputy Minister of Health, Hon. Juliana Guga MP 
9:15 Malawi-German Cooperation in the Health Sector (Dr Dieter Köcher, Health Sector Coordinator) 
9:45 Refreshments 
10:00 Towards more effectiveness and efficiency in hospital care (Dr Paul Downie, CIM) 
10:20 Achievements in effectiveness and efficiency in patient care at the Medical Dept of KCH (Dr Roland 

Hogenschurz) 
10:30 Panel Discussion  
12:00 Lunch   
13:30 Career Perspectives for Clinical Officers and Med. Doctors (Dr Gregor Pollach, CIM)  

14:15 How to support health staff? – Evidence from HR research (Prof. Cam Bowie, CoM) 
15:00  How to motivate and retain staff? – Experience from Lighthouse  

(Fred Chiputula, Lighthouse at KCH)   
15:30 Tea Break 
16:00  Discussion on effective HR-Management approaches 
16:45 Summarising remarks (Dr Dieter Köcher) 
 

Saturday 15 November 2008 
8:30 Review of the previous day (Celia Swann - Rapporteur) 
8.45 Referral and outreach: Networking districts and central hospital care  

(Dr Torsten Wilhelm, CIM)   
9: 15 Health care guidelines: their availability and use in Malawian hospitals (Dr Michael Hable, DED) 
10:00 Tea Break 
10:15 Devolution of the health sector and its integration into the National Decentralisation Programme 

(Agnes Wiedemann) 
11:00 Experiences implementing the Care of the Carers Policy (Huzeifa Bodal, GTZ) 
11:45  Summary and Way Forward (Dr Dieter Köcher) 
  Closing Remarks (Hanspeter Schwär, Head of Development Cooperation, German Embassy)  

The Way Forward (Dr Ann Phoya, Director, SWAp Secretariat, Ministry of Health)  
12:00  Lunch 
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LIST OF PARTICIPANTS 

Name Organisation Job title 
Hon Juliana Guga MoH Deputy Minister of Health 

Rainer Müller German Embassy Ambassador 

Hanspeter Schwär German Embassy Head of Development Cooperation 

Dr Felicitas Zawaira WHO Country Representative 

Dr Ann Phoya MoH Director of SWAp Secretariat 

Jussef Hassan MoH DoFA 

Dr J Dzawera MoH Director of Clinical Services 

Dr Kondwani Chalulu MoH Director, QECH 

Dr Noor Alide MoH DHO, Lilongwe 

Dr Wesley Sangala MoH KCH, Anaesthetist, former PS  

Dr Matthias Joshua MoH Zonal Officer, ZHSO, Centre 

Dr Esther Ratsma MoH Zonal Officer, ZHSO, Southeast  

Dr John Lwanda  Consultant in Public Health, UK 

Dr Charles Matsiko MoH TA - HR 

Berlings Kampota MoH PHRO, HR Division 

Njamwala MoH  

George Kafulafula CoM Deputy Director 

Prof Cam Bowie CoM Dept of Community Health 

M Masache MoH KCN 

Dr Jan Petit Mzuzu University Coordinator, CO Training in Surgery 

Tuli Soko MoH Chief Nursing Officer, QECH 

Sister Esther Kachama MoH QECH 

Rose Kapenda MoH ACO, QECH 

Dr Rachel Mlotha MoH Paeds Dept , QECH 

Dr Aubrey Filimoni MoH Dept of Surgery, QECH 

Dr J Chiundira MoH Dept of Surgery, QECH 

Kondwani Dzimbiri MoH Senior Orthopaedic CO, ZCH 

Benjamin Aluba MoH CO Paeds, ZCH 

Tione Oygard MoH  ? KCH 

Themba Mhango MoH ? KCH 

Fred Chiputula MoH KCH, Lighthouse 

E Munthali MoH CO Obs/Gyn, ZCH 

Makombe MoH Representing  Dr Kamoto 

Millias Misoya MoH Clinical Officer intern, ZCH 

Godfrey Banda MoH From ZHSO, SW 

Dr Douglas Lungu Dae Yang Hospital Director 

Francis Gondwe CHAM Director 

Uta Borges GTZ Country Director 

Huzeifa Bodal GTZ HIV/AIDS Coordinator 

Dr Dieter Köcher GTZ Health  Sector Coordinator for Health 

Agnes Wiedemann GTZ Health Health Decentralisation  

Natasha Taumbe GTZ Health Admin Officer 

Francis Banda GTZ Health Admin Officer 

Dr Gudrun Rieger-Ndakorerwa DED Regional Representative 

Dr Michael Hable DED Coordinator of TA to ZHSO 

Barbara Matengu DED TA to ZHSO - SE 

Dr Wilma Krützen DED TA to ZHSO - SW 

Dr Annamiek Bosch DED TA to ZHSO – Centre, Salima 

Dr Christiane Böker DED TA to ZHSO – North, Mzuzu 

Frauke Heinze DED HIV Mainstreaming 

Jasmin Gohl CIM CIM HQ, Germany 

Dr Peter Stephany CIM Head of Clinical Dept, Zomba CH 

Dr Uwe Graf CIM Obs&Gyn Dept, Zomba CH 
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Dr Charlotte Adamczick CIM Paeds Dept, Zomba CH 

Dr Torsten Wilhelm CIM Dept of Surgery, Zomba CH 

Dr Kirstin Mittermayer CIM Paeds Dept, COM 

Dr Paul Downie CIM Dept of Anaesthesia, COM 

Dr Gregor Pollach CIM Dept of Anaesthesia, COM 

Dr Kai Hellberg CIM Dept of Surgery, COM 

Dr Alexander Thumbs CIM Dept of Surgery, COM 

Dr Thomas Reiss CIM Obs&Gyn Dept, Mangochi DH 

Dr Reintraudt Burmeister CIM Anaesthetist, KCH 

Dr Tarek Meguid CIM Obs&Gyn, KCH 

Dr Roland Hogenschurz CIM Internal Medicine, KCH 

Dr Ralf Weigel CIM Lighthouse, KCH 

Dr Jacqueline Beinhölzl-Weigel CIM Partners in Hope Med Centre 

Jason Lane DFID Health Adviser 

F Magombo WHO  

Pongolani Msakambewa Medical Council of Malawi  

Leonard Nkosi MSH Director, Country Programs 

Albert Mlambala Consultant For GTZ in MoH 

G Chinula Norwegian Church Aid  

TK Gondwe Health Advocacy Network  

Astrida Grigulis DFID PhD student 
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