
 

 Editorial comment                                                    by Sam Matandala 
 We thank the Lord that you are reading 

our newsletter once again which we are 

ever so proud to bring to you.  A lot has 

happened in our country in the past few 

months. We have been sailing through 

troubled waters for a while with shortages 

of fuel, forex, medicine, making life a liv-

ing hell in Malawi. As if that wasn’t bad 

enough, our president, Dr. Bingu Wa 

Mutharika suddenly collapsed and died of 

cardiac arrest on 5th April 2012. It is al-

leged that the president died because he 

could not be resuscitated due to shortage of 

drugs and necessary equipment in our local 

central hospital he was initially rushed to. 

So you can imagine how the situation is or 

has been for the common person in the 

street. 

We also thank God for the smooth transi-

tion of the presidency to the incumbent 

who is now trying hard to undo the ills of 

her predecessor and things are really look-

ing up. Fuel supply has been restored and 

donors have promised to unlock frozen aid 

so we are hoping for the best. 

Our Principal Nursing Officer, Thoko Li-

pato, sadly resigned from MMH to pick up 

a job with the Nurses and Midwives coun-

cil of Malawi in Lilongwe. She has been 

with MMH since April 2000 after graduat-

ing with a diploma from Kamuzu College 

of Nursing (KCN) in 1999. In 2004 she 

went back to KCN to study for her Bache-

lor of Science in Nursing and health ser-

vices. In 2010 she obtained her executive 

Masters in business administration. She has 

worked with several Medical Directors like 

Dr. Bram Sizoo, Dr. Luke, Dr. Hans Rode, 

Dr. Roland van der Ven, Dr. Kalungwe and 

recently Dr. Ruth Shakespeare.  

She is a very hardworking and down to 

earth, cheerful and accommodating person. 

She was always leading by example and 

she will leave behind a legacy of dedication 

to work. During her reign the hospital has 

achieved a lot and we have sailed through 

stormy waters to reach this far and she has 

been at the centre stage of our success 

story. Among other projects, she spear-

headed the construction of 4 modern 

nurses’ houses and flats and also was in-

volved in the design of our new OPD, fe-

male ward, laundry, isolation ward and 

labour rooms. She was always concerned 

with the plight of her fellow nurses and she 

always put herself in their shoes  that is 

why she introduced midnight snacks for the 

nurses on night duty and she went even 

further to introduce transportation for the 

nurses working at night to be picked and 

dropped from their respective homes. Ini-

tially the nurses were on night duty for 7 

nights straight and she decided to trim it to 

3 nights to avoid burn out. She has also left 

behind a strong nurses social club which 

was introduced by Thoko. Through her 

leadership the hospital was awarded with 

the prestigious infection prevention trophy 

and also awarded for maintaining nursing 

and midwifery education standards. 

One of the nurses, Justina Kulemela, de-

scribed Thoko as a role model to all the 

nurses in the way she used to dress and her 

management skills. “She was impartial 

when dealing with conflicts and she was 

always a good listener of diverse views”, 

said Justina. She was also active and kept 

herself abreast with whatever was going on 

in and around the hospital. Mr. Timothy 

Sabuni, a senior clinician, described her as 

a great leader, humble, an effective prob-

lem solver, full of passion for her work.    

It will be very hard for the hospital to find 

another person like Thoko and whoever her 

successor will be, he/she will be filling  

very big shoes. God bless you Thoko and 

thank you so much for putting MMH on the 

map. 
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Always smart & smiling, Thoko ▲ 

 

MMH website  

has been updated ! 

Visit the new site at 

www.mmh.mw 

Please send feedback to 
info@mmh.mw 

 

Many thanks to the English Reformed 

Church in Amsterdam and                 

St. Andrew’s and St. George’s West in 

Edinburgh for financial support,  and 

to Amy Durrant and Ben Jacka for 

design and technical assistance. 



 

 Solar power at MMH                 Dr. Ruth Shakespeare 

Why solar? 

SSSStaff at MMH pride themselves on pro-

viding a high standard of care for their 

patients, but power supply problems are 

having an adverse impact on the ability 

of clinicians and nurses to provide qual-

ity care – imagine operating by torch 

light, the labour ward in darkness during 

a difficult delivery or the effect on a 

premature baby of a sudden cessation of 

oxygen supply. All the clinical depart-

ments require a reliable source of power 

for lights, oxygen concentrators, suction 

– essential for patient care. 

Solar power is reliable, clean, easy to 

install and sustainable and, after the ini-

tial outlay for panels and batteries, cheap 

to run. The climate in Mulanje is suit-

able for solar power generation on 358 

days of the year. The initial capital in-

vestment is considerable, not something 

that the hospital can manage on its own, 

but the benefits in improved quality of 

care and reduced utility bills will con-

tinue for many years. MMH manage-

ment has been working with a specialist 

NGO, Solar Without Frontiers to de-

velop plans for the provision of solar 

power at MMH. The first priority is pro-

vision of lights and power to the paediat-

ric ward, and maternity dept, the second 

is provision of a low energy light system 

for hospital corridors. These schemes 

will enable the hospital to gain experi-

ence in the installation and maintenance 

of solar equipment, and allow evaluation 

of the system in normal ward use. The 

system to be installed will be extend-

able, so that if evaluation is favourable, 

it could be developed to provide lights 

and power for the operating theatre and 

other wards as a further phase. 

We are very excited that the equipment 

required will soon be on its way to Mu-

lanje!  The English Reformed Church in 

Amsterdam, with Wilde Ganzen, have 

raised substantial funds for this work. 

Solar without Frontiers have provided 

technical support in system design and 
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Mulanje Mission Youth centre report                                                                by Wise Ndawa   

MMMMulanje Mission Youth Centre has 

been in existence for five years now 

providing youth friendly health services 

to young people in the catchment area of 

T/A Chikumbu. The centre has been in 

the forefront in promoting sexual and 

reproductive health services. As of late 

teenage pregnancy is becoming a worry-

ing situation leading to high rate of ma-

ternal deaths.  During an awareness 

campaign conducted by the Primary 

Health Care department (PHC), it was 

discovered that lack of education on safe 

sex, whether it is from parents, schools, 

or otherwise, is a cause of teenage preg-

nancy. Many teenagers are not taught 

about birth control and how to deal with 

peers who pressure them into having sex 

before they are ready. Many pregnant 

teenagers do not have any cognition of 

the central facts of sexuality. Some teens 

have said to be pressured into having sex 

with their boyfriends at a young age, and 

yet no one had taught these teens how to 

deal with this pressure or to say ‘no’. 

Another worrying situation is the prob-

lem of unemployment amongst teenag-

ers.  If the situation continues these teen-

agers are far more likely to grow up in 

poverty, to have more health problems, 

to suffer from higher rates of abuse and 

neglect, to fail in school, to become teen 

mothers, to commit delinquent acts and 

adult crimes, and to incur failed adult 

marriages and other relationships.  

Currently Mulanje Mission is working in 

partnership with PLAN Malawi, a non 

governmental organization to implement 

a project in Mulanje District from 2012 -

2013.  

The project title is Promoting Sexual 

Reproductive Health for Adolescents.   

 

procurement and will be visiting MMH 

later in the year to assist in installation 

and training for staff on maintenance of 

the equipment.  

Even with the compelling advantages 

that solar power offers, the Human De-

velopment Report, published by the UN 

Development Programme (UNDP), 

shows that the majority of africans are 

still reliant on traditional energy sources. 

This work will not only benefit Mulanje 

Mission Hospital by providing reliable, 

low cost, renewable energy, but will 

stimulate interest in solar energy from 

individuals, hospitals, schools and simi-

lar institutions in this part of Malawi by 

providing a demonstration of what can 

be achieved. 

The objective of this partnership is: 

• To improve adolescent knowledge, 

altitude and skills related to Sexual Re-

productive Health, enabling them to 

make voluntary and informed choices 

about SRH. 

• Adolescents including the most 

marginalized groups/disabled, have in-

creased access to age appropriate, confi-

dential, non-judgmental health services 

including treatment and advice. 

• To address and gradually transform  

social and cultural pressures, including 

perceptions, norms and practices that 

impede the exercise of sexual and repro-

ductive rights by both girls and boys . 

The project will be implemented in 

PLAN Malawi impact areas and part of 

Mulanje Mission Hospital catchment 

area. The project will also target the 

marginalized and disabled adolescents. 

 

The project has come at the right time to 

reach those adolescents who are not 

aware of SRH services and reduce teen-

age pregnancies.  

A partnership meeting held in Lilongwe where the 

briefing about the project took place▲  
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GGGGlobalisation is a force that has en-

gulfed all spheres of life today be it, 

technology, social or economic and 

many more and the health sector is no 

exception to the force and influence of 

globalisation. It is like a natural force, 

like gravity, which people are power-

less to stop. Globalisation is a social 

force created and controlled by human 

beings. It is pointless to engage in de-

bate about whether globalization is 

good or bad. Globalization is a force, a 

dynamic, which is in itself morally 

neutral. It is driven by what today is 

possible that never was before: instan-

taneous communications, the virtual-

ization of financial markets and the 

ability to move people and goods at 

low relative cost at near the speed of 

sound (Huynen et al, 2005). 

The key challenge is to manage glob-

alisation processes better than they 

have been managed in the past. This 

means recognising that globalisation 

does not have a predetermined trajec-

tory, but is taking a particular form 

that favours certain interests while 

disadvantaging others. For globalisa-

tion to be both socially and environ-

mentally sustainable in the long term, 

we need a better balance between the 

winners and losers. 

Globalisation is one of the key chal-

lenges facing the health policy makers 

and public health practitioners. While 

there is a growing literature on the 

importance of globalisation for health, 

there is no consensus either on the 

pathways and mechanisms by which 

globalisation affects the health of 

populations, the appropriate policy 

responses or the health services. 

Health has always been an issue in 

foreign policies of many governments, 

however as its prominences increases 

it is vital to assess whether globalisa-

tion is having an effect on it. The HIV/

AIDS pandemic, SARS, efforts to im-

prove preparedness for bioterrorism, 

and the Framework Convention on 

Tobacco Control all provide recent 

examples where health concerns mix 

highly with politics (Owen and Rob-

erts, 2003).  

In the face of rapid globalisation in all 

economic and social spheres how ef-

fective and efficient would small 

health institutions like Mulanje Mis-

sion Hospital be?  A key player in 

contributing to the health of the nation 

and globally and be able to compete in 

a global market? Globalisation is not 

an unstoppable force. The key chal-

lenge is to create socially and environ-

mentally sustainable forms that pro-

vide the greatest benefits and least 

costs, shared more equitably than is 

currently the case. Globalisation does 

not come in tidy sectoral or geographi-

cal demarcated packages. It is about 

interconnections- among people; 

across states, in production networks 

and financial markets (Collin and Lee, 

2002).   

The process of globalisation in the 

economies of the world has been char-

acterised by dramatic growth in the 

volume of cross-border flows and by 

major changes in their nature. Interna-

tional trade has grown at an accelerat-

ing pace-nearly 8.6% per year in the 

nineties - and the proportion accounted 

for by services has increased steadily, 

reaching nearly 19% in 2002. Litera-

ture also indicates that there have been 

major cash-flows from the developed 

countries to  developing countries over 

the past decades. Major countries and 

companies have seen rapid growth in 

economies and businesses respec-

tively. However, these tremendous 

improvements in economies and busi-

nesses have eluded the poor countries 

which  still remain donor dependent.  

The sad thing is that the less devel-

oped countries, Malawi inclusive, are 

the ones that have many health prob-

lems. Over 25 Million people from 

Sub Sahara Africa are infected with 

HIV. However these are the countries 

that have not been favoured by global-

isation. When countries are affected 

indirectly or directly by globalisation 

whether economically or technologi-

cally, individual institutions providing 

health care are equally affected. The 

effects range from the way they carry 

out their businesses to how the envi-

ronment affects the institution.  

Health services are increasingly influ-

enced by globalisation-induced 

changes in health care policies, eco-

Globalisation and health                                                          by  Mr. John Munthali 

Support our work — sponsor a bed!      Email to director@mmh.mw for more 

information. 

nomic development and trade, knowl-

edge but also migration. Much as 

globalisation has seen opening up of 

markets in almost all countries of the 

world there is also a high migration of 

workers across frontiers. In the health 

sector there is an unprecedented mi-

gration of health workers from the 

developing countries to the developed 

countries in search for greener pas-

tures, which are not available in their 

own countries. 

On the other hand globalisation should 

not be seen as only benefitting the lar-

ger economies of the world but there 

are nitty-gritty examples of how glob-

alisation has benefited the developing 

economies of the world.  Mission hos-

pitals in Malawi are largely donor de-

pendent. Without donor support the 

mission hospitals would have to close.  

Globalisation in this case could be a 

great blessing in disguise  - as the 

economies of  developed countries are 

improving due to globalisation, our 

hospitals are guaranteed of continued 

support from donors. In the past dec-

ade, with unprecedented growth in 

globalisation, the developed countries 

have increased their cash flows to the 

developing countries more than from 

the post-debt crisis slump of the 

1980s. So the alliances that the hospi-

tal has in countries abroad are of great 

help in the face of globalisation, as 

this enables indirect benefits to the 

hospital. The recent credit crunch 

should be of great concern to the mis-

sion hospitals and the government of 

Malawi. Mission hospitals have a 

mandate to ensure that they maintain 

their ties with  donor communities and 

churches abroad so that they continue 

to get support and can continue to be 

competitive financially. 

Our (Mulanje Mission Hospital) sur-

vival as a mission hospital is largely 

attributable to committed individual 

donors and church partners abroad that 

have supported the hospital since its 

inception in 1928. We are forever 

grateful to these donors. You can also 

become part of our support network 

and make a difference to the thousands 

of people we serve. Visit our website 

“www.mmh.mw”  
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Live for change                                                                                                  by  Thoko Lipato 

MMMMMH is one of the organizations in 

Malawi that is benefiting from a Volun-

teer program which is implemented by 

World University Services of Canada 

(WUSC) in the area of HIV/AIDS. 

WUSC is a Canadian NGO that started 

in 1957 and has been operating in Ma-

lawi since 1981. WUSC is implementing 

a Volunteer program in 13 countries in 

Asia, Africa and South America. The 

main objective of this program is to fos-

ter human development through capacity 

building of individuals, organizations, 

society and community at large. 

This year in April, Mulanje Mission 

Hospital was very blessed to receive 

Nancy Chow from Canada for three 

weeks. Nancy Chow is an HIV/Anti 

Retroviral Therapy Specialist. She is 

very jovial, with a positive personality 

and she mixed very well with our staff 

and easily made friends. Nancy lives in 

Vancouver, British Columbia and she 

works as a nurse patient educator in an 

HIV primary care clinic. During her 

period of stay with MMH Nancy focus-

sed on capacity building. She shared her 

skills and knowledge by providing edu-

cation, training and transferring of nurs-

ing skills specifically to nurses and clini-

cal officers that are involved in HIV care 

at this Hospital. She also assisted the 

hospital by conducting assessments to 

identify challenges to the HIV pro-

gramme and supported the nurses and 

clinical officers to improve HIV patient 

care. 

After her assessment one of the recom-

mendations that Nancy presented to the 

hospital was the need for the hospital to 

do routine monthly surveys of the wards 

to assess the number of patients who are 

discharged with known serostatus and 

present results in the morning report or 

afternoon handover as a way of giving 

feedback on HIV/AIDS activities. 

Both Mulanje Mission Hospital staff and 

Nancy observed that having only a brief 

time of 3 weeks to volunteer was not 

enough to achieve in-depth and thorough 

results. She was able to plan, develop 

and implement trainings, but more time 

was required to evaluate and follow-up 

on the results. We also recommended 

that at least two to three months volun-

teerism would significantly make an 

effective and long-term impact to im-

proving the functioning of  HIV patient 

care. Some areas that needed attention 

were advocating for increase in re-

sources, immunization (pneumovax, 

hepatitis A&B vaccines, tetanus/

diphtheria, flu vaccines) cervical pap 

smear testing, laboratory assessments 

such as viral load genotyping, HLA-

B5701 genetic testing. 

On behalf of Mulanje Mission Hospital I 

would like to thank WUSC for the sup-

port they are giving to MMH though 

provision of very experienced volunteers 

who at the end are making a difference. 

Through the programme we have had 

the following volunteers; Jenica and 

Nadine, palliative care nurses, Dr Sid 

Brodovsky, palliative care specialist 

Doctor and recently Nancy Chow among 

others.  

We are certainly looking forward to 

more volunteers coming our way. 

Mulanje Mission college of Nursing accredited     by S. Sundu 

TTTThe Nurses and Midwives Council of 

Malawi (NMCM) conducted an ac-

creditation exercise on 29th February 

2012 at Mulanje Mission College of 

Nursing and Midwifery to ascertain if 

the College is providing training in 

accordance with the educational stan-

dards set by the Council. 

There are six areas that were assessed 

and they are as follows:  

• Institutional Organization, 

• Human Resource,  

• Space, Equipment, and Ma-

terial Resources, 

• Clinical Resource,  

• Implementation of the Cur-

riculum, and 

• Learning outcome  

It is a rigorous exercise conducted 

through interviews, review of relevant 

documents and inspection of relevant 

departments. As such, the institution 

has to score 70% and above in all the 

areas mentioned for it to be accredited.  

Due to team work among the college 

staff and good collaboration with Mu-

lanje Mission Hospital Management 

and staff, the College was able to 

score above 70% in all the areas men-

tioned above. This means that the Col-

lege is now legally recognized by the 

NMCM. 

 

I would like to congratulate the Col-

lege for this achievement and also 

thank Mulanje Mission Hospital Man-

agement and staff for their support. 

The College would also like to extend 

their gratitude to the proprietors for 

their support and encouragement. 

Please keep it up. 

Nancy Chow, the smiling white face, with 

some of the ART clinic staff and Thoko Li-

pato in the blue outfit▲ 

The College Principal in white attire with some of 

the college staff members▲ 

The ever clean Nursing college administration▲ 
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HIV/AIDS care is one of the core ser-

vices that Mulanje Mission Hospital can-

not do without, hence hospital manage-

ment and the entire staff engage with and 

give unwavering support to people living 

with HIV/AIDS. PLWA are helped to 

lead  healthy and productive lives in or-

der to effectively and efficiently support 

their families as well as their communi-

ties in their development agenda. Mu-

lanje Mission Hospital has taken centre 

stage in complementing the Govern-

ment’s efforts to uplift and maintain the 

health standards of her people. 

Where are we coming from? 

Mulanje Mission started providing HIV/

AIDS and ART care in 2004, we are one 

of the pioneers of HIV testing and anti 

retroviral therapy provision in Malawi. 

Remember that in those days discrimina-

tion was rife and seeking such care was  

taboo. Few people were brave enough to 

come for HIV testing,  let alone the treat-

ment. And to add salt to the wound, the 

treatment cost was exorbitantly high for 

an average Malawian to afford, people 

could only afford to bury their dead 

rather than put them on treatment. Due to 

these factors, death from AIDS was ram-

pant. The advent of antiretroviral therapy 

brought some hope to the people of Ma-

lawi especially people in our catchment 

area. In the  initial quarter, which was 

second quarter of 2004, we had regis-

tered 35 clients and cumulatively 223 

clients were registered by the end of 

2004 

In those days knowledge of HIV and 

anti-retrovirals was limited. Structures 

were not in place and we were offering 

these services from Youth Centre struc-

tures. Even the medication itself was 

limiting as we had few options. We had 

client ceilings and geographical bounda-

ries within the population. In addition, 

ART eligibility was based on WHO 

Clinical staging. 

Where are we standing today? 

 Through all these years since 2004, the 

ART services have expanded and im-

proved quite a lot. Today we offer the 

following fully functional services; HIV 

Counseling and testing, Antiretroviral 

treatment (General & Private clinics), 

Prevention of Mother to Child Transmis-

sion, Pre-ART HIV Care services, Pal-

liative Care, Home-based care, Nutrition 

Rehabilitation, Laboratory i.e. CD4 

count and Youth Friendly services 

We have witnessed the building of a 

beautiful structure dedicated to the ART 

and Palliative care clinics. Many health 

workers are interested to give this type 

of care. We have 33 health practitioners 

who are primed to provide the service 

within the hospital and outreach clinics. 

We now have a variety of ART regimen 

options, which gives more flexibility in 

patient care. VCT and ART are sup-

ported by Government and are still free. 

We are also proud to let you know that 

our client base has swelled up tremen-

dously. Today, we have over 3438 ART 

clients alive and on treatment. Mulanje 

Mission Hospital has adopted and imple-

mented new ART Guidelines introduced 

by the Malawi government in July, 

2011. Apart from WHO Clinical staging, 

we now have a CD4 BD fax machine 

which is available to all clients and pa-

tients throughout the District and be-

yond. Thus far over 2992 CD4 tests 

have been done throughout the district 

since 24th May, 2011. 

We would also like you to know that we 

are no longer confined to our catchment 

area of 80,000 clients only, we have 

gone beyond Mulanje district. Recently 

we have even introduced an ART pri-

vate clinic that aims to provide for cli-

ents that need some privacy at a very 

minimal cost. MMH has been an ART 

Provision Centre of Excellence ever 

since 2004. On average we are register-

ing over 400 new clients quarterly. This 

goes to show the quality of care being 

offered and the trust our clients have in 

us. Due to severe erratic supply of con-

doms as a preventive tool for our clients, 

Mulanje Mission Hospital management 

has approved to purchase them at the 

hospital’s expense for our clients in an 

attempt to slow down the transmission 

rate.  

Where are we going? 

Although uncertain, the future looks 

bright for Mulanje Mission Hospital and 

we could say the same for our clients. 

We are looking forward to training all 

clinicians and nurses to provide this ser-

vice as management is in search of fund-

ing for these trainings. There are viable  

programmes aiming at further improving 

the service. We look forward to having 

modern treatment monitoring tools. We 

hope to drastically reduce the transmis-

sion rate in the near future. We are hope-

ful that we can achieve a zero stigmati-

zation and discrimination positive living 

society. We believe one-day we shall 

stop using manual registration and fol-

low up and migrate to digital technol-

ogy. We are entering an era where sta-

vudine containing regimens must be 

phased out because of side effects. We 

shall stand heads high when HIV/AIDS 

services are fully integrated into other 

programs at MMH. 

Successes 

Mulanje Mission Hospital has registered 

a number of successes in HIV/AIDS 

programmes. We have been increasingly 

registering clients quarterly and yearly 

in both HIV testing and anti retroviral 

therapy programmes. MMH is a centre 

of excellence for Antiretroviral thera-

peutics and we now have our own CD4 

count machine. We successfully intro-

duced a Private ART clinic. Our provid-

ers are part of Ministry of Health super-

visory and mentoring teams. MMH pro-

vides condoms to its clients from its own 

coffers. We have a dedicated structure 

for ART. We have successfully adopted 

and implemented the new treatment 

guidelines for Malawi. Discrimination 

and stigmatization in our catchment area 

has gone down tremendously evidenced 

by people discussing HIV/AIDS issues 

publicly.  

Partnership 

Recently jointly with Malawi College of 

Medicine we embarked on an HIV/

AIDS leadership and management fel-

lowship programme under the theme 

‘HIV Service Integration’ and Dr Corne-

lius Huwa is our fellow leading this pro-

gram. The aim is to integrate all HIV 

services, further the quality of care, 

make services more open and accessible 

to the community, increase knowledge 

and skills and team building, enhance 

efficient, timely evidence based and 

practical interventions and improve the 

cost effectiveness of services. 

As medicine evolves, MMH is position-

ing itself to answer the demands made of 

it. Palliative care is a new thing in Ma-

lawi and is of increasing demand as we 

face more chronic diseases i.e. cancers. 

MMH in partnership with World Uni-

versity Services of Canada (WUSC/

UNITERA) and African Palliative Care 

Association (APCA) are developing to 

ART clinic Report                                     By Mark Kalimbuka, Nancy Chow, Anne Kaseka, Rosebie Malombe & Chimwemwe Chirembo 

Some ART clinic staff attending to patients.▲ 
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Cholera still claiming lives                                   by Tikondwe Katumbi 
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ART Report continued….. 

be a centre of excellence in Palliative 

Care. These bodies are offering techni-

cal and mentorship support to the pro-

gram. Through this partnership, we 

have seen our HIV/AIDS and Pallia-

tive Care services  bolstered through 

bilateral educational exchange visita-

tions from Dr Brodovsky and Nancy 

Chow from Canada, who visited in 

2012, whilst Mr. Davie Mpate traveled 

to Canada in 2011.  

Challenges 

Inconsistence and insufficient supply 

of ARVs, condoms, contraceptives, 

cotrimoxazole and HIV test kits. Er-

ratic supply of supplementary feeding. 

Nutrition support is dependent on 

availability of donor funds. 

Monitoring and Evaluation 

Despite being one of the pioneers in 

HIV/AIDs care and having lots of cli-

ents in Malawi, MMH still uses man-

ual monitoring, evaluation and analysis 

making this work boring, tiresome and 

draining. Above all consumes time for 

the client. Attempts have been made to 

access electronic devices and promises 

have been made—we await positive 

outcomes. 

Adherence vs. treatment failure moni-

toring i.e. resistance and viral load test-

ing are still a luxury. We do not have 

the manpower and the technology. We 

also lack Information and education 

materials. Our clients have probably a 

longer waiting time especially in the 

ART clinic but this time is not fully 

utilised to educate the clients. We 

think having a television playing some 

of the crucial messages will be much 

better and psychologically reduce the 

waiting time. 

Way forward 

We are looking forward to training all 

clinicians and nurses thereby improv-

ing further the quality of care. It is a 

must to have treatment monitoring 

machines i.e. for viral load and resis-

tance test. We also need to find sus-

tainable nutrition rehabilitation. We 

need to expand our space for ART 

clinic both general and private. There 

is also need to strengthen the drug sup-

ply chain and we need an electronic 

data management system.  

We will continue to work on improv-

ing our services! 

Cholera is a diarrhoeal disease caused 

by Vibrio cholerae which is ingested 

through faecally contaminated water and 

food and it kills if not properly man-

aged. 

In Malawi, the disease is common in 

rainy seasons. Some of the risk factors 

are, unsafe water, poor sanitation, public 

feasting i.e. weddings, funerals and 

other social events where hygiene and 

sanitation standards are not followed, 

and uncontrolled food vending in streets. 

During 2011/2012 rainy season, cholera 

cases were registered in the first week of 

November 2011 in southern region of 

Malawi. The most affected districts be-

ing Chikhwawa, Nsanje, Thyolo, Blan-

tyre,  Mangochi and Chiradzulu. These 

districts have registered 834 cases with 

13 deaths as of 1st April 2012 according 

to Weekly Cholera Report by Epidemi-

ology Unit under Ministry of Health. 

Mulanje Mission Hospital is in a district 

which is close to three cholera affected 

districts namely; Thyolo, Chiradzulu and 

Blantyre. This fact prompted the hospi-

tal to strategise on how to prevent and 

handle cholera cases.  

Some of the steps taken were strength-

ening of a cholera team, briefing health 

workers on the disease, assembly of 

cholera preparedness equipment, health 

education to the community and seventy 

two chiefs were briefed. Epidemiology 

wise, we are following the trend of gas-

tro-enteritis cases without malaria 

through the Out Patient Department 

Register. Below is a linear chart show-

ing gastro-enteritis cases reported at 

Mulanje Mission Hospital for the out 

patient department from 12th September 

2011 as week 1.  
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Figures reported at the hospital are just 

the tip of an iceberg of a real situation in 

our community; most rural Malawians 

do not go to hospital when they are suf-

fering from minor illnesses like mild 

diarrhoea.  

Despite our efforts to curb cholera, our 

efforts on assembling of cholera prepar-

edness equipment like drugs, intrave-

nous fluids, ORS, chlorine, transport 

media, cannot depend on supplies from 

the District hospital who most of times 

do not have them in stock.  

A good percentage of our communities 

are drinking water from unsafe sources, 

so an ideal intervention would be chlori-

nation of water to kill the bacteria and 

this is not happening, we do not have 

chlorine. We only pray and hope that 

cholera doesn’t find its way in on our 

door step and it is our sincere hope that 

we will find a means to procure these 

supplies to prevent our poor community 

from this killer disease. 

In the meantime, our efforts to improve 

the provision of clean water and sanita-

tion in the villages of our catchment area 

will continue. 


