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ABSTRACT

The strength of a national healthcare system and its ability to respond to infectious disease pandemics is
dependent on its human resources for health (HRH). Through a comprehensive literature review, this paper
seeks to assess human resources for health in the nation of Malawi and identify key challenges and
facilitators to improve the country’'s pandemic preparedness strategies. An indiscriminate search of the
literature revealed that poor HRH density due to poor renumeration and emigration and a
disproportionate dispersion of HRH in urban versus rural regions are key challenges in the nation of Malawi.
Utilizing Malawi's approach to the HIV pandemic and lessons from other Sub-Saharan African countries,
this paper proposes three policy recommendations: improving the use of non-physician clinicians in
healthcare settings, encouraging the deployment and retention of HRH in rural regions, and improving
monetary incentives to avoid emigration of HRH. These policies can help Malawi to develop a resilient
healthcare workforce with the capacity to effectively manage a future infectious disease pandemic.

INTRODUCTION Through a comprehensive literature review, this

The ability of any country to effectively manage an
infectious disease pandemic is contingent on their
human resources for health density [1]. The World
Health Organization (WHO) defines human
resources for health (HRH) as individuals working in
the private and public sectors, those working full-
time or part-time, and those who are paid or
provide services on a volunteer basis [1]. HRH play a
significant role in infectious disease pandemics,
especially in low and middle-income countries
where their services are necessary to ensure the
survival and resilience of affected communities [1].
Malawi currently struggles to improve her
population health indices due to gaps in its HRH.
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paper explores how HRH challenges can be
addressed to improve Malawi's future infectious
disease preparedness.

METHODOLOGY

A literature search was conducted using four
databases: PubMed, MEDLINE Ovid, Web of Science,
and JSTOR. The search terms used were “Malawi,”
“‘Human Resources for Health”, and “Pandemic”
(shown in Figure 1). Within “Human Resources for
Health”, we utilized synonyms and singular and
plural tenses to ensure relevant studies were
accounted for. Furthermore, we incorporated the
plural tense for “Pandemic”.




GHAR | Vol 1| Issue 7 | October 2022

Key Search | Related Search Terms Total Number

Terms of Related
Search Terms

Malawi Malawi 1

Human Human resources for health OR health workforce OR health |22

Resources

for Health

manpower OR health occupations manpower OR health
workforce OR manpower, health OR manpower, health
occupations OR workforce, health OR health personnel OR
health care professional OR health care professionals OR
health care provider OR health care providers OR health
personnel OR healthcare provider OR healthcare providers
OR healthcare worker OR healthcare workers OR personnel,
health OR professional, health care OR provider, health care
OR provider, healthcare

Pandemic

Pandemic OR pandemics 2

Figure 1: Search Terminology
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Figure 2: PRISMA Diagram. After removing
duplicates, 24 articles were left, where at least two
researchers identified its relevance based on its title
and abstract, leaving 18 eligible articles. A full-text
review was conducted to ensure significance,
leaving 17 pieces for data extraction.

Three sources of grey literature and a total of 47
articles were identified to screen through Covidence.
The study extraction procedure can be found in
Figure 2.
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DISCUSSION

Through analysis and review of the 17 selected
articles, this paper presents findings from the
literature search in two sections, HRH challenges in
Malawi and alternative solutions to Malawi's HRH
crises [2-18].

Challenges of HRH in Malawi

Poor HRH density in Malawi

Malawi's healthcare workforce has multiple factors
that challenge their ability to effectively respond to
an infectious disease pandemic such as shortage of
healthcare workers due to emigration, and low
financial remuneration [14]. The continuous loss of
Malawi's healthcare workforce to migration
intensified the HRH crises in Malawi, where the
nursing vacancy surged to 77% in 2008 after a large
emigration wave [2]. Nurses in Malawi after 1999
increased their requests to the Nursing Midwifery
Council of Malawi to seek permission to emigrate
and work abroad as a means of improving their
financial status [2]. Malawi's Nurses and Midwives
Council confirmed the impact of emigration of HRH
when they stated that approximately 1,200 nurses
have opted for better paying or less stressful
professions that are outside of the healthcare field
[14]. The disproportionate burden places front-line
workers in emergency scenarios such as medical
crises during a pandemic. This causes them to have
to endure undue strain on an already strained HRH
sector, thus minimizing the efficacy of the nation’s
ability to effectively manage a pandemic response.

Disparity in HRH distribution in Malawi

According to the WHO, any country with less than
2.28 doctors, nurses, and midwives per 1000 people
is considered to have a ‘critical shortage" of
healthcare personnel [4]. Malawi matches the
criterion, having 0.019 doctors and 0.283 nursing
and midwifery professionals per 1000 people [4].
This gap negatively affects the provision of both
essential and emergency healthcare services [4].
Even though the majority of the population resides
in rural areas,
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the healthcare workforce is centralized in urban and
district hospitals [19]. Additionally, the scarcity of
HRH is exacerbated by population growth, the
HIV/AIDS epidemic, and an increase in the number
of infectious diseases [19].

POLICY RECOMMENDATIONS

This paper provides an understanding of the root
challenges that impact Malawi's HRH sector as
evident in the literature. These findings propose the
need for the development of initiatives designed to
improve the country's pandemic preparedness
responses. Considering past initiatives within Malawi
and other Sub-Saharan  African  countries’
approaches to increase the number of healthcare
personnel can serve as a preliminary step to further
develop an HRH sector that provides equitable and
accessible care during global health emergencies
[31.

Exploring the use of non-physician clinicians

Due to the extreme shortage of healthcare workers
in sub-Saharan Africa, several countries have
resorted to the use of “non-physician clinicians” [3].
This paper recommends that Malawi introduce a
policy that promotes the issuing of healthcare
funding into public healthcare institutions to
prioritize training for non-physician clinicians similar
to Tanzania. In Tanzania, these healthcare cadre
were called “assistant medical officers” [3]. This term
refers to a wide range of care providers at the mid-
level, with qualifications greater than that of a nurse
but less than that of a physician. Non-physician
clinicians have been known to successfully
undertake the medical activities of registered
physicians without doctors [3]. However, they are
not required to train at a medical school
Furthermore, non-physician clinicians' professional
performance and high retention rates (90 percent
after seven years vs. O percent for physicians) in rural
hospitals imply that they perform exceptionally well
in terrains that are not attractive to physicians.
Adapting the “non-physician clinicians” approach
does have promising potentials to increase the
number of healthcare personnel within Malawi in
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preparation for the potential onset of a future
pandemic.

The Christian Health Association of Malawi (CHAM)
provides about 39% of all health services and is the
largest religious provider in the country. The
government can support organizations like CHAM to
provide training for non-physician assistance, under
the supervision of the Ministry of Health [20]. Non-
physician clinicians have demonstrated some level
of success in providing effective and accessible care
in rural regions; therefore, they can form a critical
mass of healthcare personnel for Malawi's rural
healthcare workforce [3]. By increasing the number
of non-physician clinicians in rural regions, Malawi
can take action to reduce the inequity of healthcare
resources amongst rural and urban regions.
Increasing the number of non-physician clinicians
can eventually reduce the burden on nurses,
improve accessibility to healthcare services, and
ultimately increase healthcare performance in rural
regions during a pandemic.

Encouraging deployment and retention of HRH in
rural regions

Prioritizing equity in healthcare systems can
improve care conditions within regions most heavily
impacted by disease spread and poor health
outcomes [18]. For instance, during the HIV
pandemic, there were several NGOs that supported
programs to increase resources for healthcare,
however, the gap in this approach involved a high
concentration of NGO services in urban regions in
comparison to rural regions [17]. Having a large
concentration of HRH located outside of rural
regions decreases the amount of care and
treatment available in these severely low-income
regions. Moreover, the lack of HRH in rural regions
Ccreates a gap in its pandemic preparedness and
response, resulting in continued proliferation of
disease. Therefore, it is recommended that Malawi
government implements policies to decentralize
HRH, in specific healthcare personnel from urban to
rural regions, where the impacts of infectious
diseases may be more detrimental.
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Improving incentives to avoid emigration of HRH
Furthermore, Malawi is heavily impacted by a
shortage of healthcare workers due to poor work
conditions driving the work of healthcare personnel
overseas. An essential component of Malawi's
approach to the human resource crisis involves
incentives for workers to improve retention within
the force [14]. Therefore it is essential to introduce a
policy that improves the financial and non-financial
incentivizes for healthcare personnel to keep them
within the country, and within the public sector by
increasing salaries of public healthcare workers,
starting in rural regions. This can increase the
presence of healthcare personnel, with a focus on
rural regions to reduce disease spread and improve
pandemic preparedness protocol.

CONCLUSION

Our paper acknowledges the human resource crisis
in Malawi, with themes including insufficient
funding, lack of healthcare personnel, and
inequitable healthcare resources. To address these
challenges, we propose that the Malawi government
implement policies to address the gaps in access to
care and also increase funding for CHAM programs
and public healthcare in rural regions to improve
health equity and incentivize healthcare personnel
to reduce migration. Through effective
implementation, these policies can help mitigate
current gaps in the HRH sector in Malawi to create a
resilient healthcare system with an effective
infectious disease response.
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