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1 EXECUTIVE SUMMARY  AND RECOMMENDATIONS 

 „Palliative care is a service that has to be there. It brings value to the patient we are 

serving whether chronic conditions or dying patients, including the families. It is the 

heart of our service. Whatever funds are given they are not in vain because they 

are serving our society‟ TS 

 „We have always said palliative care should be everywhere‟ EM 

1. PCST working through UC and TC within QECH is operating as a centre of excellence 

for palliative care in  Malawi and complies with APCA level 3 standards 

2. PCST working through UC and TC within QECH in partnership with the MOH and 

COM offers a unique model for palliative care provision and should be a 

demonstration project in the region and internationally 

3. Sustainability is a crucial factor and has been well documented in the strategic direction 

and recent resource mobilization framework. 

4. Health systems strengthening components such as district scale up, development of 

clinical placement sites, roll out of ambassadors should continue and be strengthened    

5. The holistic model of care for adults and children is exemplary with good integration 

within QECH. Further development of clinical protocols, identification of complexity 

and legal support should be considered. 

6. Existing undergraduate medical curriculum integration should act as a demonstration 

model for others and can be formally evaluated using an adapted PEAT tool. 

7. Undergraduate curriculum integration should progress and include strengthening nursing 

and adding pharmacy, theology, allied health and social sciences. 

8. Postgraduate curriculum development should include competency based review and 

integration particularly in MMed courses 

9. Continued interaction with the professional councils to ensure recognition of training 

and development of specialist competencies 

10. Staff development framework to include specialty training competencies and 

consideration of mentored learning especially for medical staff 

11. BSc in palliative care is an important step forward with leadership from COM and 

suggested collaboration from international and regional experts in palliative care 

education and inclusion of clinical modeling and opportunities for international 

exchange 

12. Existing strong partnerships and collaborations should continue to be developed and 

others sought 

13. A clear research strategy and direction should be agreed to include review of capacity 

and ways to collaborate within and out Malawi. 
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2 AIMS, OBJECTIVES AND METHODS  

In 2014 EMMS agreed a 1 year grant to Palliative Care Support Trust (PCST).  

Goal: Palliative Care Support Trust in Malawi is a centre of excellence in tertiary 

palliative care 

Overall Objective: Within 12 months, PCST is a leading centre of tertiary palliative 

care in Malawi and is using African Palliative Care Association (APCA) standards and 

Ministry of Health (MoH) guidelines. 

Specific Objectives:  

1. PCST has achieved APCA acceptable organisational management standards.  

2. PCST is providing high quality holistic palliative care (clinical, nursing, social, 

legal and spiritual).  

3. PCST is providing high quality children‟s palliative care 

4. Malawi capacity-building plan is agreed; PCST staff are receiving PC education 

and training staff in Queen Elizabeth Central Hospital (QECH) & the 

community.  

5. PCST is ready to be a Centre of Palliative Care Research. 

  

The purpose of the evaluation is to find out how well the project met these objectives, 

make recommendations to improve services and assess whether PCST and QECH 

together are now of APCA Level 3. 

 

METHODOLOGY 

A detailed assessment was made using a modified form of rapid system appraisal 

incorporating the APCA standards for level 3 palliative care and the key questions to be 

answered by the evaluation. This methodology includes detailed documentary review 

(see appendix iv), direct observation of clinical and other team functions, qualitative 

interviews with users of the service, PCST team members and team leaders, PCST 

board members, referrers to the service, users of the service and key opinion leaders. 

These interviews took place over a 9 day period in country and included 3 home visits, 

3 ward rounds in QECH, attendance at team meetings and individual interviews. The 

evaluator is an experienced senior palliative care physician with extensive knowledge of 

African and Indian palliative care settings, as well as an experienced researcher and 

evaluator who has used the APCA PC standards to review services including use of 

audit tools and rapid system appraisal methodology. The evaluator has no direct 

relationship with PCST. The strengths of this methodology include the ability to closely 

observe and explore issues and to directly interview a wide range of people. The 

qualitative approach allows for a deeper exploration and understanding. An audit tool 

was not formally used as the check list information it provides was mostly available 
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through documentary review. In addition the available tools are less straightforward to 

use when a service is integrated into a larger health system. Exploring the principles and 

standards formed the core of the qualitative review process as part of rapid system 

appraisal.  

 

3   BACKGROUND AND SUMMARY OF SERVICES 

Palliative care definitions are well agreed and this approach which focuses on quality of 

life, holistic care for patients and their carers, supporting dignity and maintaining hope 

should be accessible for all those living with life limiting illness. The World Health 

Assembly (WHA) resolution 2014 is an important international recognition and 

requests all member states of the United Nations „to develop, strengthen and 

implement, where appropriate, palliative care policies to support the  comprehensive 

strengthening of health systems to integrate evidence-based, cost-effective and equitable 

palliative care services in the continuum of care, across all levels, with emphasis on 

primary care, community and home-based care, and universal coverage‟. 

In Malawi and many part of sub-Saharan Africa, the pandemic of HIV/AIDS alongside 

poverty and health care resource constraints affected service development and 

availability. This situation continues but now multi-morbidity is more common where 

the communicable disease epidemic is linked to non-communicable disease (NCD). The 

rising incidence of all NCDs has a major impact. Palliative care in Malawi has developed 

significantly over the past decade. Within the MOH there is a lead for palliative care 

within the nursing division. There is a Malawi Palliative Care Policy (2014), National 

Palliative Care Guidelines (2011) and nationally agreed manuals for training health care 

workers, community home based carers, volunteers and training of trainers. The 

Palliative Care Association for Malawi (PACAM) is actively involved in advocacy and 

support working with a variety of stakeholders. Within MOH public service there are as 

yet no palliative care job descriptions and attainments agreed for nurses and in 

discussion for doctors. The nursing council recognises palliative care and the medical 

council has a mechanism for recognizing specialist training for clinical officers and 

medical offices but this needs more discussion for palliative care.  

 

3.1 PALLIATIVE CARE SUPPORT TRUST (PCST) 

The Palliative Care Support Trust was registered in 2005 and now includes the work of 

Umodzi clinic for children and Tiyanjane clinic for adults which have been providing 

palliative care services at Queen Elizabeth Central Hospital (QECH) since 2001. Both 

clinics operate within QECH under the direction of PCST in partnership with the 

Ministry of Health and the College of Medicine, Malawi‟s only medical school. 

The vision and mission statements of each of the clinics are broadly similar. 

Tiyanjane Clinic:  

Vision statement 
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“Access to palliative care services for all patients and families living with life limiting 

illnesses; empowered through pain relief and good communication.” 

Mission statement 

“Tiyanjane is a centre of excellence for palliative care services and training in Malawi. It 

exists to provide care for patients and families with life limiting illnesses to have the best 

possible quality of life. Providing service and building capacity at Queen Elizabeth Central 

Hospital, in Blantyre District and across the Southern Region of Malawi”. 

Umodzi:  

Vision statement 

“Access to quality palliative care services to all children in need.” 

Mission statement 

“We are the childrens‟ palliative care provider, trainer and advocate. The clinic exists to 

provide quality palliative care services to children and families from hospital to home 

and to train others to do so; using a public health approach through service integration 

at all levels of health delivery systems.” 

  

4 EVALUATION OF PCST  

4.1 Principle 1: Organisational Management 

This is an area of significant development with clear impact seen from the current 

project and encouraged by the need to comply with DFID policies as a grant recipient. 

The past few years have seen major organisational change with Umodzi clinic coming 

under the umbrella of PCST and a new leadership and governance structure developed. 

While this time of major change and re-structuring has been at times uncomfortable and 

unsettling, the present leadership exhibited clear vision and direction and the team 

showed cohesion, commitment to excellence and ownership of the new systems and 

structures. The strategic plan is clear and focused with evidence of progress in all areas. 

The executive team works through clinical leadership for both Umodzi and Tiyanjane 

clinics but is also responsible for the wider functioning of the organisation including the 

development of policies and systems and engaging with other stakeholders. Staff 

reported many challenges in developing the policy frameworks but were pleased to have 

moved so far in a relatively short time. Some policies are still at a draft stage and await 

response from the Board of Trustees. This stage along with the input from PCST team 

members is recognised as essential to ownership and to ensure commitment for 

implementation. In the current funding climate, with the need to look for sustainable 

routes of funding and expansion of the funding base, the resource mobilization plan is a 

very important step forward. The staff development strategy aims is to consolidate and 

clarify staff development, career paths and remuneration including promotions. This is 

particularly important for PCST as staff can be either directly employed or seconded 

from the MOH. At present 4 PCST staff are seconded including the medical director, 

TC team leader and Ndirande clinic lead. In addition many staff are currently or aspiring 
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to educational development and PCST is aware it needs to ensure this is included in the 

strategic direction and planning. Many of these policies will be useful as models for other 

centres. This is especially relevant in Malawi where PCST is a lead for clinical modeling, 

advocacy and training and increasingly for research. There are clear links with the 

Palliative Care Association of Malawi most recently collaborating on district roll out 

projects in the Sothern region (Step Up) and now in the central region. PCST has 

delivered clinical placements for clinicians across Malawi and hosts international elective 

students. 

PCST board is actively involved in governance and comprises members from QECH, 

COM, NGO, FBO and wider communities and includes the previous medical director of 

TC.  

 The strength of this organisation is growing. Funding was tricky and restructuring 

challenging. Our job was to map a way and we have made lot of progress, working through 

the team leaders and including activity outside service provision we have moved to 

strengthen organization. It was much needed, we were involved, we had a chance to voice 

our concerns, to implement what we think can work and find what is do able. Looking 

forward we have many documents developed, now we need to implement and support the 

staff to see the way forward‟ DK 

 „Resource mobilisation strategic plan draft is a good step forward. It is do- able and now 

needs buy in from the board and then implementation, we needed this direction‟ DK  

 “My heart for people in pain has been enlarged. I always used to see pain from one angle 

and now I see it from many angles. Our biggest challenge is health care worker capacity but 

our biggest strength is MOH engagement with a dedicated desk officer and a willingness to 

scale up‟ CH 

 

4.2  Principle 2: Holistic Care Provision 

This is a strength of PCST working through Tiyanjane and Umodzi clinics within QECH 

and Ndirande health centre. It is not 

only providing high quality holistic 

care to patients and families but also 

is widely recognised as offering this 

care within the health system. It 

attracts staff because of their desire 

to contribute and make a difference 

in people‟s lives. 

“I wanted to make difference in 

people's lives which is why I wanted to 

join, you feel like you have made a 

difference in a person‟s life.” LK 
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TC holds its own records and has clear referral systems. It also uses the Malawi Health 

Passport and the QECH medical record to share information. Access to palliative care 

medications is affected by the resource constraints of the whole health system. An 

essential medications list has been agreed and palliative care of reflected in the Malawi 

Standard Treatment Guidelines. Oral morphine procurement processes are good at 

present with no stock outs of the morphine powder though in the past access to 

distilled water and preservative has been challenging. Purchase of a 400l distiller has 

made this more straightforward. The procurement process is managed by Central 

Medical Stores with production of oral morphine solution at 1mg per ml and 10mg per 

ml concentrations (60 day shelf life) available and also some sustained release morphine 

sulphate tablets (10mg). Prescribing guidelines are available on some clinical areas and in 

the Tiyanjane clinic. More detailed protocols are being considered and will be adapted 

or adopted as appropriate. Integration was clear in many clinical areas but of particular 

note is excellent relationships within the high dependency unit; an area often neglected 

for palliative care support. There is also an 

ongoing relationship with the developing 

oncology services with TC still providing a 

major component of the management of 

chronic Kaposi sarcoma. This is a distinctive 

part of TC and is well managed area of work 

with clear guidelines and protocols and a busy 

outpatient service. As oncology services grow 

and a cancer hospital is built in Lilongwe it will 

be important to continue this integration and 

review roles. 

 

In TC the restructuring has been challenging 

but also provided opportunities for team 

members to grow and develop. The team 

leader manages the clinical service, reports to 

the executive and convenes regular team 

meetings and this is working well. There is a 

sense of identity and integration within 

QECH. Concerns remain regarding staff 

capacity with expanding services and managing 

work and personal life demands.  

 “It has been a huge learning regarding leadership and learning to manage and match 

expectations and institute change” AC 
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Daily schedule of clinical visits include ward rounds, outpatient review, home visits, KS 

clinic and support for Ndirande. A wall planner supports the various activities. Weekly 

team meetings and daily clinical discussions provide rich interaction within the TC and 

with QECH and other colleagues. Regular education and research activities are also 

timetabled along with UC. A significant success story is the development of the Palliative 

Care Ambassadors. Following a clinical placement in Makerere Palliative Care Unit and 

Mulago Hospital in Uganda by Alex Chitani the model observed of link nurses was 

adapted and the role of Palliative Care Ambassadors developed and implemented. 

Ambassadors were selected by TC and UC along with the ward in charges and chosen 

for their ability to have a strategic impact for palliative care as well as showing interest 

and passion. They are all in senior roles in areas with high palliative care need. There 

have been 2 trainings of 5 days for more than 40 PC Ambassadors who are then 

mentored by the PCST clinicians.  Distribution includes ICU, burns, paediatrics, medical, 

gynaecology and surgical areas where the Ambassadors are supporting the identification, 

initial assessment and management of patients with palliative care needs and all seem 

proud to wear their Ambassador badges. Some are dong full clerking and functionally 

operating as PC clinicians, some have sought to access further training and see their PC 

roles increasing while others do initial identification and then refer on to the PC teams. 

Discharges are always made via the TC and UC teams at present. Staff movements have 

already affected this distribution and while it is anticipated these palliative care skills are 

then taken to their new clinical areas there is also a desire for more Ambassadors to be 

trained.  In some areas it has taken time to recognise the role and TC and UC clinicians 

have been key in building the credibility and identity of the Ambassadors and giving 

clinical and educational support. Further developments of this role and ways of clarifying 

referral pathways and categorising needs may be useful now this programme is well 

established. The model has not been formally evaluated as yet but it is clear there has 

been a major impact in ownership by the ward areas, influence on daily practice, 

improved relationships with the TC and UC team and better care for patients and their 

families.  

 “training (Dec 2014) was very useful. I am feeling a little more confident about 

breaking bad news though it is still a challenge and we are still learning....often when we 

discuss with patients they are pleased that they finally know what is happening and can 

plan”‟ JM 

 “We trained 3 but now 2 have moved. I want all my nurses to be trained; at least to 

have some awareness of PC.”JM  

 “I feel part of the team.” JM 

 “I would also like to go to Uganda to see what is happening there so we can all 

learn…please plan for this.” JM 

 „Before my training (Feb 2014) when a patient was suffering from pain we could not 

give the right dose of the morphine; we were afraid. We had to send to Tiyanjane Clinic 
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but if it was at night then they had to suffer all night till the clinic opened. We are now 

able to give pain medications ourselves but also psychological care to the palliative care 

patients. We start off and then refer to Tiyanjane Clinic. I find it interesting, most 

people who are terminally ill are neglected, relatives are afraid to take care of them, I 

am happy I am helping, I can do holistic care to the patient and the guardian. A little 

but it does help.‟ WS 

 „We feel part of the palliative care team.‟ WS 

 

Profile of an ambassador 

JS works in the gyneacology unit and sees many patients with cancer. However her 

interest grew when her mother was diagnosed with cancer and J saw the support and pain 

relief she was given to alleviate her suffering. When she moved back to the wards from 

theatre the head of department asked her to go to TC and find out how to manage 

patients in pain. She now feels confident in assessment and management and referrals to 

TC for help with complex problems although there is still some need to define roles. She 

is even called when off duty to give advice. J has also been able to complete the Diploma 

from Makerere University and IHPCA. “Matron used to complain I was too busy with PC but 

now she sees that when PC is given then patients are discharged and get home much more 

quickly. There is still some conflict of interest teaching other staff and lack of awareness especially 

as palliative care is not in the job descriptions. I want to continue with palliative care and learn 

more about non gyneacological patients; I want to do better. There is a new person trained and I 

want to mentor her.” 

 

The social needs of patients and their families are significant and liaising with available 

avenues of support an important role of the team. Social support is separated from health in 

the current Malawi system and is based in the district welfare office. PCST therefore 

decided recently to appoint a social worker to act as a coordinator for social care. The new 

appointee is only a few months into her role but already making a positive contribution. 

 „I am encouraged to work harder and assist more people, provide transport, link with finance 

department, help with food especially for the children, counseling, handling difficult situations 

but we focus on the very needy‟ LK 

 

A recent development from the Malawi government has been training and support for 

guardians (patient careers) who will then receive a small financial contribution. Although not 

specific for palliative care this will be an important way to integrate social support and PCST 

is actively involved with this initiative. 

 One recent example of holistic care relates to a woman who was in the wards for many 

months before coming to the attention of the clinical team.   

 “Her husband passed away earlier this year, her siblings were in Zimbabwe and husband‟s 

family lived far away with no contact. The children 13 and 11 were her carers. I chatted with 
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them, gave soap for washing clothes, linked with the guardian support programme, linked with 

ladies group who visited and gave her food and cash. The patient has now left but we made a 

difference.”    LK 

 

Legal issues were part of these social support frameworks but did not have a separate 

process or emphasis. 

Spiritual care is demonstrated through the holistic approach of all staff and with specific 

input from chaplains some of whom have worked alongside PSCT clinical for some years. 

Most patients and their carers come from a Christian background but there are different 

denominations and some different faiths. A common theme is listening and maintaining 

hope. 

 „People like to have hope. Most of the people 

like to talk with a spiritual leader and I am 

happy to sit and share and ask „what is your 

problem, how can I assist you?‟ I share word 

of hope from the bible, we discuss and then I 

offer to pray together. I am happy to assist 

people from any faith. I can pass on 

problems such as to the ward in charge.‟ JK 

 

The part time chaplain position within the 

team is new and the incumbent is exploring 

ways of working but he is already part of 

clinical visits and doing clinical rounds. He 

sees his role as building relationships, offering 

spiritual counseling, giving encouragement 

and offering prayer. 

 “There are no distinctions, it does not matter 

the background or church, we are together 

caring for patients in god's name” GC 

                   

PCST through TC also includes a community outreach service based in Ndirande health 

centre. This was started in 2005 to offer continuity of care in a high density urban area of 

Blantyre where the HIV/AIDS pandemic was severe and follow up for bedridden patients 

scarce.  The nurse in charge has long experience in MOH and a passion for community 

empowerment and care. She reports through her district health office but also through 

PCST as a seconded position. Sitting at the heart of this busy health centre she has daily 

contact with the clinical team. There is also a wide network of trained volunteers from 5 

Community Based Organisations (CBO), 2 Faith Based Organisations (FBO) and I NGO 

who work as part of the palliative care This training is a component of the HBC course 
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offered by the MOH and they have additional PC training courses. The volunteers identify 

those in need in the community and bring 

them to the health centre at the weekly 

new patient clinic and are given 300KW 

for each new booking. Patients are also 

referred from QECH via TC which also 

support oral morphine access. Home 

visits are then offered depending on need 

and capacity with an additional clinician 

attending on alternate weeks. Access can 

be challenging on foot but many places do 

not have road access even if a vehicle was 

regularly available. The lead nurse meets 

with the volunteer teams monthly to 

review workload, offer mentorship, 

training and support. This is an excellent model of integrated working led by a person with 

skills and passion. There is reported agreement from the district health office to scale up 

this model and some similar NGO led projects in Limbe and Bangwe districts but as yet no 

formal plan or identified resources. 

 “I find palliative care very nice and very good. If I am at home I feel I am missing! I feel guilty 

when I think of the patients who have no care or medications but if I can see the patients 

improving it really motivates me. Death rates are dropping due to the free ARVs and now we 

have patients with different diseases not just HIV…. I love it, it is at the community where you 

really see the patient needs”EK 

 

As part of the evaluation 2 home visits were carried out with the TC team.  

 

Home visit  1: 

We travelled by car and then a long 

walk over several hills and fording 

several streams; a journey much 

longer than anticipated. The TC 

team included a nurse, social 

worker and chaplain and the driver 

was booked through QECH. At 

points along the journey family and 

community members guided and 

welcomed the TC team. LC, a 60 

year old woman with advanced 

cancer of the cervix had been 
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referred to TC during her recent admission to QECH. She was in pain due to 

constipation and her medications and diet were reviewed and options for management 

discussed. Four generations sat together as the team assessed the situation and all were 

amazed with the care she had received from TC. The opportunity was taken to do 

health education and the patient‟s daughter reported she has now been screened for 

cancer of the cervix along with several other community members. This is especially 

poignant as the patient‟s older daughter had died of the same disease and had never 

attended screening.  

„We try to understand and discuss with other women around, even the daughter had same 

disease and died, so the family know about the disease. The other daughter also went for 

screening and is negative, but there are always worries about the disease being inherited or as 

a result of being bewitched.‟ MN 

The family are farmers and very dependent on the current maize harvest. Considerable 

worry was shared about the financial burdens and the whole family is involved in her 

care and maintaining the farming though some also have other occupations in Blantyre 

to earn money. Seeing mosquito nets used for drying the precious maize gives a 

reflection of how social and financial priorities can take precedence over malaria 

prevention and health care. Spiritual issues and concerns about the role of witchcraft 

were explored and the family were very happy for the chaplain to pray with them. 

There was amazement that a team from QECH would come all the way to this home 

and resulted in many family and 

community members joining the 

discussions. They reported that, having 

seen the impact of the palliative care 

support during her gynaecology admission 

and then the home visit, it makes them 

more likely to go to QECH when they 

have a problem.  

 „I believe the hospital has assisted me 

a lot especially when I met Mrs 

Mwandida there was great 

improvement. Now you are here I feel 

relieved of my pain. God gave me the 

power to go to Queens. I am is so 

happy I met palliative care because 

they helped, if I did not meet them I 

may not even be alive now…I am 

amazed, I know it is God who has 

done this for me, to bring you here.‟ L 
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Home visit 2: 

JL is 35 and married with 2 

children, 17 and 12years. 

Her guardian came to TC 

as she had already been 

discharged from QECH 

but was struggling with 

pain and vomiting and had 

many questions about her 

illness. Her husband is 

working in RSA and she 

had been with him until 

her abdomen and legs 

started swelling and she 

realised she was very 

unwell. As she shared about her symptoms and asked questions about her illness 

along with her elder sister her young son was following avidly but saying little. J had 

heard about cancer and knew was told she had cancer of the liver but this confused 

her as she had heard on the radio only about cancer of the cervix and skin. Her 

questions ranged from the cause to the treatments, why she had been discharged 

from hospital, what can be done about the swelling of her abdomen and whether she 

could ever visit her husband in RSA again. As the team explored the issues and 

discussed her concerns she told them her young son had said that he would commit 

suicide if anything happened to her. Clearly he needed some counseling and time to 

talk and was nominated to come back into Blantyre to collect medications and have 

time with the team. Again, J was amazed that care could be brought to her home. “I 

am happy to have you visit my home and did not know that could happen. I did not have 

enough explanations in hospital, I was worried and I had run out of drugs. Tomorrow I was 

going to try and come to the clinic. I am very happy to know hospital people can come at 

home, many others are sick but do not have a visit at home.” J 
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4.3 Principle 3: Children’s Palliative Care 

Paediatric palliative care provided through the Umodzi clinic and integrated within the academic 

and clinical departments of palliative care at QECH is exemplary.  The service is clearly valued 

and input welcomed by senior clinicians and ward staff. The model has developed from a 

separate service to one integrated with Tiyanjane clinic within PSCT while maintaining a sense 

of ownership within QECH.  

 „Any area dealing with very sick children needs to have palliative care included; people don‟t 

give it much credence because they don‟t have it.‟ EM 

 

The awareness of the importance of 

pain management was clear and all 

clinical areas and staff interviewed 

seemed comfortable with assessment, 

management, oral morphine 

prescription and access. There were 

some challenges with the latter due to 

the opening hours for pharmacy but 

wards had enough stock for daily use 

and the UC helped to ensure planning 

for weekend cover. The use of opioids 

for all types of pain including acute, 

post-operative and chronic is widely 

accepted and procurement effective. 

Guardians are actively involved in the 

administration of medications which 

can be held at the patient‟s bedside if 

appropriate. Oral morphine 

prescription was seen as a matter of 

skill and training within clear structures with little evidence of inappropriate fears or 

„opiophobia‟. The UC is seen as a source of back up, advice, specific counselling and end of 

life support. All clinical areas have ready access to oral morphine solution which is a regular 

stock item in the medication trolleys and cupboards.  

 „When you see a patient in severe pain you can't ignore that. Most children here suffer pain 

and it can give sleepless nights. We give morphine and it really helps on this ward.‟CH 

 

 

 

PCST clinicians have a high profile on the ward and have augmented their reach with the 

development of PC Ambassadors. 18 have been trained and this represents a significant 
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input which helps to influence clinical care. The UC act as a specialist resource doing initial 

triage offering coordination and 

referral for complex problems and 

allows for mentorship and building 

relationships.   

 „Our role is so interesting and we 

see patients from admission to 

discharge or end of life care 

including starting pain control and 

liaising with doctors. They (UC) 

help us so much, come every day 

even if not called, supply morphine 

and we give to guardian if they can 

use the syringe. Our main barriers 

are staff shortages, need for 

ongoing training and how to follow 

up. Those from remote areas come 

so late. FD Ambassador’  

 

While the focus of much of the PC was the oncology patients there was also significant 

input into neonatal unit, nutrition wards and chronic neurological patients such as cerebral 

palsy and hydrocephalus resulting from a high incidence of cerebral malaria.  

 „Palliative care is part of us, it is us, it involves all of us. There is not the preciousness you see 

elsewhere where morphine can only be prescribed by palliative care practitioner. We manage 

acute problems together such as pain control. We also see more need for palliative care with 

reduced child mortality and therefore more children living with chronic organs failure and 

neurological disease who need more complex, long term care.‟ NK HOD COM 

 

Occupational therapy expertise and leadership with a focus on rehabilitation is provided 

alongside physiotherapy with significant clinical expertise and data. Once again this is led by 

a passionate champion whose own experiences as a nurse with a son who has severe 

epilepsy and could only get OT support by going to Zimbabwe. She then changed career 

and trained to masters level and loves her work with palliative care patients; especially 

those with neurological problems.  

 „How do you assess patient if you don't include function, maintain independence and promote 

dignity and hope. This might just be the ability to brush their own teeth.‟ DC 

 „I know every child is trainable whatever the disability and was therefore keen to work with PC. I 

have seen huge progress in individual children and at times visit schools to help with integration.  

facilitate rehab devices‟ DC 
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Educational needs are also 

being addressed through 

classroom support with an 

enthusiastic teacher and 2 play 

therapists. One story 

illustrates this well. A 9 year 

child from Mulange district had 

been sexually abused and 

sustained a 3rd degree tear and 

fistula. She had severe pain, 

and needed several surgical 

procedures including a 

colostomy. Once the pain was 

controlled she started to play 

on the playroom and was 

noted to become very distressed when she realised the doll was male. She also could not allow 

a male doctor to attend to her. Through support, pain control, and counseling she was able to 

take part in classes and lose some of her fear of men.  

 

Acting as a hub for peadiatric palliative care is important but also challenging given the scarcity 

of resources and lack of capacity in the wider health system. Follow up for discharged patients 

is challenging and as a result home visits can take the team on long journeys and include staying 

overnight. Work to develop skills in other parts of the health system including the Step Up 

project is ongoing and will be essential in developing the planned hub and spoke service model 

and make best use to the small specialist resources 

 

Paediatric palliative care provided through PCST (Umodzi clinic) and integrated within the 

academic and clinical departments of palliative care at QECH is exemplary.  The service is 

clearly valued and input welcomed by senior clinicians and ward staff. The model has developed 

from a separate service to one integrated within PSCT while maintaining a sense of ownership 

within QECH.  

 „Any area dealing with very sick children needs to have palliative care included; people don‟t 

give it much credence because they don‟t have it.‟ EM 
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Profile of PC Ambassador 

PHM demonstrates the passion and commitment seen in many of the Ambassadors. She first 

knew about palliative care through a 

national advocacy event and a visit to 

N‟dimoyo. „I saw many sick patients who gave 

testimony of being free of pain, I wondered how 

can they be given this dangerous drug. I 

remember a patient with KS from N'dimoyo, 

her pain was controlled and the smell was 

better with charcoal. I wanted a job in PC but 

no had no training and only dreamed of doing it 

one day.‟ 

Although working on a clinical area with no 

regular palliative care (malaria research) she 

used her leave days to access basic 

certificate training. Encouraged by the lead 

for Umodzi she did joint clinical visits in her 

spare time and searched for opportunities 

for further training through PCAM. Having been given a place to study for a Diploma in 

palliative care at Makerere University and the Institute of Hospice and Palliative Care in Africa 

(Uganda) funding became very difficult. As she was trying to arrange a family loan, PCST offered 

her a scholarship. She has now completed her course with formal mentorship from PCST and is 

being given time to use her PC skills within the paediatric wards and is keen to train further. 

“My passion comes from my own family experiences. My sister had a subarachnoid haemorrhage sister 

and kept asking for painkillers. She died in the greatest pain but if this hospital had known about 

morphine she would have been helped. So many people in my family have died without PC though my 

mother used to do home based care.” 

When asked what attracted her to the work of PCST she was very clear. “It is the way they 

approach patients and guardians and work to make things available. I recall a child with Burkitt‟s who 

was late to re-present as did not know had cancer but if they had been seen by Umodzi they would 

have been told. They have time for patients and an empowering way with other staff. They are valued 

by the team with good visibility and can even influence senior colleagues. They also help with discharge 

such a recent situation where they took a very sick child home with NG tubes. We work hand in hand.”  

 

 



20 

 

Home visit with Umodzi clinic team 

JM is 12years old (see cover photo) and lives 

with her grandmother. She had cerebral 

malaria at 9 years old and is now living with 

significant disability due to cerebral palsy. She 

has been known to Umodzi for several years 

and the team tries to visit a couple of times 

each year to offer support including food, 

medications and rehabilitation aids such as 

her wheelchair. We traveled for over 2 

hours to her very simple home where the 

poverty and struggle for daily living was so 

stark. It was clear food was very scarce with 

the main wage earner her 10 year old 

brother who does work for daily wages in 

the local farms. There are two other siblings 

who are not able to help much and one is 

having behavioural challenges. Neither of her 

parents have been around or supporting the 

family for some years. Her aging grandmother has recently been diagnosed with TB and is 

clearly struggling and emotional as she husks some maize directly onto the dirt floor. She talks 

of her struggles to support J. Recently she was sleeping in the kitchen area as she gave the only 

blanket to J. She was so close to the cooking fire her wrappers caught fire and she narrowly 

escaped serious burns. This morning they only had maize for breakfast and she did not know 

how she would feed them again. As the team gave gifts of food and a new blanket she was in 

tears. She says; „I am so happy and so thankful you have come. We did not know what we were going 

to eat. Now Jackie can have a new blanket and I can have her old one. God will bless you for helping 

us.‟ 

 

4.4 Principle 4: Education and training 

PCST encourages staff development and training and there is a desire to improve and learn. 

Specific training to build the capacity of PCST has been undertaken including data and financial 

management and research skills and a study tour to Uganda. Staff training needs will be further 

reflected in the staff development policy framework. The number of staff who has undergone 

postgraduate training is encouraging and provides a good foundation for further developments 

in training. 4 have completed a 6 week PC Initiators Certificate at Hospice Africa Uganda, 2 

have completed BSc in Palliative Care and 6 Diploma in Palliative Care (including 2 

Ambassadors nurses) all at Makerere University and Institute of Hospice and Palliative Care in 

Africa (IHPCA), Uganda. 3 are progressing to year 2 of the Degree programme this year and 1 

is undertaking a Master‟s in Palliative Care at the University of Cape Town. Access to Degree 
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level courses outside Malawi has afforded some reported advantages. Some of this is knowledge 

based but there is also a component of being able to reflect on one‟s own setting from a 

distance, meet others engaged in palliative care in different countries, see different models in 

practice and engage in peer networks. 

 „Training in Uganda has really helped us. It took our knowledge to another level. Modules such 

as policy help us feel empowered to talk to government and even the television. I am more 

confident in managing complex symptoms and understanding the pathophysiology. Sometimes 

we just gave the morphine for pain but did understand the cause. I realised there were skills to 

learn in leadership and have since been able to practice by taking on a leadership role. We are 

now mentoring people and supervising…we can really mentor. I will soon even write an article 

and already work with much more confidence. I feel proud when go to districts and see people 

doing PC, help others‟ BM 

 „Studying in Uganda gave me new ideas. We now have a Whatsapp group for peer support 

also being used for clinical issues across 7 countries. I realise we are doing well in Malawi when 

I communicate with those from other countries “ JS 

 „Ugandan knowledge helped us a lot, gives us a chance to go step by step and helps us 

internalize our learning and then put into practice‟ AC 

 

PCST provides an important focus for education and training initiatives across Malawi.  A recent 

piece of work to review the learning needs has involved several key stakeholders and will be an 

important foundation for further developments.  

The ongoing programme of courses run by PACAM and the MOH receives expertise from 

within PCST. Clinical placement and modeling is a crucial part of the national training agenda 

and TC and UC are at the forefront in being able to offer a comprehensive, specialist level 

service. In addition PSCT have offered leadership and capacity to the District roll out 

programme and in particularly the Step UP project which focused on the southern region. This 

is now run in partnership with PACM and plans to extend to central and northern regions.  

 „PCST is one of centers of excellence. The district roll out project was born from here. One 

example is staff from Mangoche who came on placement, saw what happens to their patients 

in QECH and now are developing palliative care at their own site. We aim to have 42 from 

southern region by end of June with each group of 4 staying 2 weeks with 4 at a time. We will 

also strengthen other sites to offer clinical placements using via MOH national palliative care 

guidelines and clinical placement guidelines‟ FC 

 

Recent additional training initiatives for health surveillance officers and spiritual leaders have 

been successfully delivered. The latter used the framework provided by the book „Inspiring 

Hope‟ written by Dr Jane Bates and provides a template for such trainings in the future. 

 

The partnership with COM and other tertiary education centres is important and impressive. 

Curriculum integration has focused initially on the undergraduate courses. The undergraduate  
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medical curriculum has had palliative care competencies integrated for the past 10 years and 

this is reflected in a varied teaching programme hosted by internal medicine, family medicine 

and peadiatrics (mb1). It is also included in formal assessments. (Year 2; 2hrs, Year 3; 1 day, 

Year 4; 1/2 day plus one day home visit, Year 5; combined oncology and palliative care week) In 

nursing there is a small component of around 3 hours agreed nationally and the teaching in 

Kamuzu college of nursing is supported by PCST. The BSc for clinical officers also includes 

palliative care competencies and clinical placement. Postgraduate medical training course are 

available in the COM for paediatrics, obstetrics and gynaecology, anesthesia, surgery, family 

medicine and internal medicine and have some palliative care competencies but as yet no formal 

training. This is also true for other Diploma level courses such as allied health and pharmacy. 

This is recognised as an area of future focus for PCST and COM. PCST regularly hosts medical 

students from within Malawi and other visitors who are coming to learn, observe and teach. 

There has been a strong link with Highland Hospice in Inverness, Scotland.  

A new project agreed with DFID and the COM promises much. A 3 year BSc in palliative care 

is currently in the planning stages with a start date in 2016. It will be hosted by the departments 

of public health and family medicine and aims to use a blended learning approach. Capacity will 

come from within the COM within the Scholl of Public Health and Family Medicine. The 

strength of dedicated palliative care faculty is not yet clear but clear competencies and 

experience for teaching specialist components will be essential. Clinical modeling will also be a 

crucial part of this programme and will be largely in partnership with UC and TC. This will be a 

big step forward for Malawi but also the region. It will be important that the experience from 

other similar courses is included in the planning both for the sustainability and content and also 

that clinical modeling and placements within and outwith Malawi in accredited centres is 

supported. 

The route for specialist accreditation with the professional councils remains unresolved for 

medical staff and this is in keeping with discussion in many parts of the African region. No clear 

competency based specialist training curriculum exists for palliative care and recognition is 

usually given if an applicant can demonstrate that he or she has obtained a qualification that 

would allow specialist practice in another country. However few countries have a mechanism 

for recognising palliative care as a specialty. Qualifications such as Masters programmes will 

offer the academic grounding but not the supervised clinical mentorship that is usually part of 

specialist training competence accreditation. Thought needs to be given to current and future 

incumbents of senior posts as to whether they should gain specialist accreditation through 

another route such as family medicine, internal medicine, oncology or paediatrics and then add 

palliative care as a super-specialty. The severe shortage of senior medical staff makes long 

training less feasible. Another option discussed with a representative of the Malawi Medical 

Council is to apply for future recognition detailing the situation in the region and agreeing how 

specialist practice competencies could be achieved such as placements in other settings eg 

Makerere in Uganda, Witwatersrand in RSA or the UK. This highlights the need for regional 
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planning for Fellowships in Palliative Care. The interest and commitment from the Malawi 

Medical Council to find a way to recognise palliative care specialism is very encouraging. 

 

4.5 Principle 5: Research and Management of Information 

In the area of information management, PCST has again made significant progress. Adding a new 

position of M&E officer (still to be fully confirmed) allows this area to be a dedicated function 

alongside input from the clinical and management team. At present most of the database 

information is held in excel formats and is being analysed regularly with quarterly reports being 

fed back to the management and staff meetings. A baseline review has been completed and data 

server planning in process along with review of the data collection forms. Website review is 

also planned.  Training in data management as well as financial management has been completed 

and a baseline review of the data held and how it should be presented.  The plans are to 

consolidate and refine the data capture and coordinate the reporting to inform team members, 

stakeholders and support research. This will be important as there are several means for data 

capture presently used and some meet HMIS requirements for MOH, others refer to social 

support funds, weekly team meetings, record of clinical placements, reports and evaluations, 

morphine stock and dispensing,  patient registers and clinic attendance. There is also a uniquely 

Malawian Health Passport that can be used for the sharing of clinical information. PCST‟s 

planned streamlined system can also be used to report nationally eg the WHO NCD indicator 

is oral morphine consumption per cancer patients and most centers are also recording per 

capita.  

Research and the development of an evidence base for practice is a key interest of PCST and 

much has already been achieved. Capacity building through the COM short courses and module 

in the Degree and Masters programmes. There is a monthly research meeting that is building 

momentum. Papers and abstracts have been submitted to local, regional and national forums. 

An example is a recent paper which examined the experience of end stage renal failure patients 

who are not receiving dialysis. This was presented at an international renal medicine 

conference. This work was collaboration between AC who did the project as part of his BSc in 

partnership with a UK renal physician working in Malawi and Dr Jane Bates. This model of 

collaboration and partnership will give rich results. Another student BM has recently completed 

a fascinating short piece of work examining the experience of HIV/AIDS patients who are 

prisoners and is yet to publish. Dr Jane Bates is also commencing a PhD programme examining 

issues relating to poverty and palliative care.  TC, UC and QECH not only have rich data for 

research but the potential to collaborate with COM and other academic institutions including 

public health and social sciences as well as international partnerships. One missing item is a 

clear prioritised research agenda, identification of the main resources needs to build capacity, 

carry out research and present findings. This is being planned. 
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5   MODEL OF PCST  

 

PCST working though Tiyanjane and Umodzi is a unique model of service provision. The 

strategic plan outlines the areas of focus and priorities for 2011 to 2016. 

1. Service provision 

Goal 1: .All patients with life limiting illnesses accessing palliative care 

Goal 2: Expand the availability of immediate release morphine 

Goal 3: Ensure the continuous supply of all essential palliative care drugs 

2. Training and research  

Goal 4: Provide training and mentorship for clinic staff and health personnel 

Goal 5: Ensure that reliable and accurate data are available to enable research and best 

practice dissemination 

3. Advocacy  

Goal 6: Promote awareness of palliative care services 

4. Sustainability 

Goal 7: Develop effective policies, systems and procedures in finance, administration,  

human resource, and monitoring and evaluation  including communication 

Goal 8: Ensure adequate financial and material resources are available for the clinics 

 

Utilising an NGO framework to coordinate and deliver services but within MOH and COM 

premises and with seconded staff from the MOH is an interesting and effective model that 

deserves some discussion. Partnerships with MOH are reflected in other parts of the Malawi 

health care system with 40% of health care coming from CHAM and many examples of 

collaborations with the NGO sector. However the level of integration with PCST is impressive.  

When palliative care was beginning the resources constraints were so severe the initial services 

were supported by the head of paediatrics through a local NGO. Further expansion into adult 

services was linked closely with the HIV/AIDS pandemic and in particular the management of 

KS with strong links to the COM. The service has grown and developed with recent 

restructuring to bring all the elements under the umbrella of PCST. The strengths of this model 

include; 

 High visibility and credibility within QECH and COM that in turn influences the rest 

of the health system 

 Ownership with the HOD of relevant departments seeing PSCT staff as part of their 
units and PCST staff attending departmental meetings and writing in hospital records 

 Integration, strong clinical modeling and empowering palliative care skills and 

values with a particular strength in the Ambasssador role  

 Collaboration in the use of resources such as office premises, cleaning, access to 

medications, availability of car and drivers  

 Clear vision, strategic direction and policies 



25 

 

 PCST can act as an independent advocate with national and international partners 

and receive funds for specific projects  

 Staff development for members who are part of the educational and clinical activities 
of the wider institutions 

 Strong champions that have supported the development of a multidisciplinary 

team which is responsive to change 

Potential weaknesses also exist. Staff movements may be limited by salary scale differentials and 

appraisals done by PCST may not be recognised for promotion within MOH systems. Also 

NGO project leadership and funding may may discourage MOH ownership of services and so 

affect budgetary planning and sustainability with palliative care provision. 

 „What I have seen is it for a good cause, if they are within the hospital they are able to 

understand how it is on the hospital, can offer the services in a contextual way and the 

government sees and values the contribution… My governance role helps better 

understanding and means I can advocate and sort out any misunderstandings as we 

know what is happening.‟ For the future decentralization is important and empowering 

the districts. It may not have trickled down to all service providers. We need to 

strengthen the system and not just focus on one passionate person. We also need to 

ensure palliative care is embedded in the budgets‟ TS 
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6  APPENDICES:  

Appendix i: APCA standards 

These standards were developed by working group and reviewed by experts in palliative care in 

an African setting before being published in 2011. They contain 5 principles which are in turn 

broken down into individual standards. Holistic care provision is the biggest area and refers to 

all patient groups but children‟s issues have also been separately highlighted. To apply the 

standards there is a need to identify which level of care is being provided (generalist, 

intermediate and specialist) and in which setting. A self reported audit tool has been developed 

in Zambia and an administered tool developed by APCA and used in several settings. There are 

several important principles underlying these standards: the definition of palliative care; the 

public health approach and integration at all levels of service provision; human rights, core care 

values and ethical principles. A copy can be accessed via the APCA website. 

(www.africanpalliativecare.org)  

Principle 1.0: Organisational Management 

Standard 1.1: Governance, Leadership and Management 

Standard 1.2: Human Resource Management 

Standard 1.3: Performance Management 

Standard 1.4: Risk management 

Standard 1.5: Roles of Stakeholders 

Principle 2: Holistic Care Provision 

Standard 2.1: Planning and Coordination of Care 

Standard 2.2: Access to Care 

Standard 2.3: Communication in palliative care  

Standard 2.4: Pain and Symptom Management  

Standard 2.5: Management of Opportunistic Infections (OIs) 

Standard 2.6: Management of Medications 

Standard 2.7: Psychosocial Care 

Standard 2.8: Spiritual Care  

Standard 2.9: Cultural Care 

Standard 2.10: Complimentary therapies in palliative care 

Standard 2.11: Care for special needs populations  

Standard 2.12: End-of-life care 

Standard 2.13: Grief, loss and bereavement care in adults 

Standard 2.14: Ethical care, human rights and legal support  

Standard 2.15: Clinical Supervision 

Standard 2.16: Inter-disciplinary Team 

Standard 2.17: Providing support to care providers 

Principle 3: Children’s Palliative Care 

Standard 3.1: Holistic care provision in children 

Standard 3.2: Pain and Symptom Management for Children 

http://www.africanpalliativecare.org/
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Standard 3.3: Psychosocial care for children  

Standard 3.4: End-of-life care in children 

Standard 3.5: Bereavement Care for Children 

Standard 3.6: Ethical care, human rights and legal support for children  

Principle 4: Education and Training 

Standard 4.1: Training for professional care providers 

Standard 4.2: Training for community care providers 

Standard 4.3: Continuous education in palliative care 

Standard 4.4: Competencies for different cadres 

Standard 4.5: Supervision and mentorship 

Principle 5.0: Research and Management of Information 

Standard 5.1: Research  

Standard 5.2: Monitoring and Evaluation 

Standard 5.3: Data Management 

Standard 5.4: Reporting 

 

Appendix ii: PCST  

First registered in April 2007 and working through Tiyanjane clinic. Joined by Umodzi in 2009.  

Board of Trustees 

1. Dr M Jane Bates. PC physician 

2. Rev George Kukhala. Pastor 

3. Dr Queen Dube. Clinical HOD paediatrics 

4. Mrs Jacqueline Hammond. SIM, public representative 

5. Mrs Tulipoka Soko. Deputy director QECH 

6. Dr Jane Mallewa. Academic HOD medicine 

7. Mr Mandala Mambulasa. Lawyer  

 

Executive 

1. Dr Cornelius Hawa. Med Director  

2. Mrs Deliwe Kacheche, finance and admin manager 

3. Mr Francis Mijoya, finance and admin officer  

4. Mr Nedson Kaliati; M&E officer 

Tiyanjane Clinic 

1. Mr Alex Chitani; team leader, clinical officer  

2. Mrs Mwandida Nkhoma; nurse  

3. Mr Osman Assam; nurse  

4. Mr Mark Howard; clinical officer  

5. Mrs Elizabeth Magombo; nurse  

6. Mr Isaac Chikonde; nurse 
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7. Mrs Emmie Kalonga Ndirande clinic; nurse  

8. Mrs Fanny Magugu; support worker 

Umodzi Clinic 

1. Mrs Beatrice Manganda; team leader, nurse 

2. Mrs Mary Mitepa; nurse  

3. Rex Mbewe; nurse  

4. Mrs Linda Kondowe; play therapist 

5. Mrs Dinah Ntiba; play therapist 

6. Mrs Wes Harare; teacher 

7. Mr Medson Boti; clinical officer 

8. Mrs Dorothy Chinguwo Link OT 

9. Mrs Louisa Kanyongolo; social worker  

10. Mr Gresham Kikonwa; chaplain 

 

Appendix iii: People interviewed 

 

Users of the service 

1. Mrs Loney Chipezayani and extended family 

2. Mrs Jackie Luwa and family 

3. Ms Jackie Masemba and her grandmother 

Providers of the service 

1. Dr Cornelius Hawa. Med Director  

2. Mrs Deliwe Kacheche, finance and admin manager 

3. Mr Francis Mijoya, finance and admin officer  

4. Mr Nedson Kaliati; M&E officer 

Tiyangani Clinic 

1. Mr Alex Chitani; team leader, clinical officer  

2. Mrs Mwandida Nkhoma; nurse  

Ndirande clinic 

1. Mrs Emmie Kalonga; nurse  

Umodzi Clinic 

1. Mrs Beatrice Manganda; team leader, nurse 

2. Mr Medson Boti; clinical officer 

3. Mrs Dorothy Chinguwo Link OT 

4. Mrs Louisa Kanyongolo; social worker  

5. Mr Gresham Kikonwa; chaplain 

PCST 

Dr M Jane Bates. PC physician 

Referrers to the service 

1. Mrs Judith Sitima nurse gynae  
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2. Mrs Enipher Kampa nurse onc 

3. Mrs Pole Makwenda nurse children's malaria  

4. Mrs Winnie Saiti; nurse TB ward  

5. Mrs Judith Nalikungwi; nurse in charge male medical 

6. Mrs Flora Ndasauka; nurse special care children‟s ward 

7. Mrs Martha Mpunga; nurse special care children‟s ward 

8. Rev James Kanyochole; Central African Presbyterian chaplain 

9. Dr Neil Kennedy Consultant paediatrician and Dean COM (brief discussion) 

Key opinion leaders 

1. Dr Queen Dube; Clinical HOD paediatrics 

2. Mrs Tulipoka Soko; Deputy Director QECH 

3. Dr Jane Mallewa; Academic HOD medicine 

4. Dr Jane Molyneaux; Academic HOD paediatrics 

5. Mr Fred Chipatula; Palliative Care Association of Malawi, project manager Step Up  

6. Mr. Kondwani Mkandawire, Medical Council of Malawi 

 

 

Appendix iv: Documents reviewed 

 Tiyanjane and Umodzi Clinics Strategic Plan 2012-2016 

Palliative Care Support Trust (Tiyanjane & Umodzi) as a Centre of Excellence, 2014-

2015; logframe, budget, gantt chart, project agreement signed by PCST and EMMS 

International, March to June quarterly report,  July to December 6-monthly report  

Policies and procedures documents; 

 Staff development strategy (draft)  

 Resource mobilisation strategic plan (draft)  

 Financial and administration procedure manual (inc motor vehicle policy) 

 Employment manual 

 Anti bribery policy 

 HIV/AIDS and gender workplace policy 

 Child and vulnerable adult protection policy 

 

Appendix v: Service forms reviewed  

 Palliative care assessment general and Kaposis Sarcoma specific 

 Vincristine prescription proforma 

 Discharge planning proforma 

 KS management guidelines 

 Referral forms 

 Malawi Health Passport 
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Appendix vi: National documents reviewed 

 Malawi Standard Treatment Guidelines (MSTG) incorporating Malawi Essential 

Medicines List 

 Malawi Palliative Care Policy 

 National Palliative Care Guidelines 

 Palliative  are Trainer or Trainers manual 

 Palliative care Manual for CHBC volunteers 

 Palliative care Service providers Manual for health care Workers 

 5 Day Palliative care Training Manual 

 Final report for Research on Quantification of Morphine Use in Malawi 

 

Appendix vii: Trainings 

 MMH, level 2 APCA 21st March 2014 

 Data management 9th to 10th April 2014 

 Good clinical practise empowering research 25th to 27th June 2014 

 Inspiring Hope training for spiritual leaders 17th and 18thJuly plus 22nd August 2014 

 Health surveillance workers  

 Study tour Uganda  

 Learning needs assessment MDT meeting Lilongwe April 15th  

 Finance for non-finance managers training 31st March to 1st April 

 

Appendix xi:  Publications and abstracts 

 Case report : Chronic respiratory symptoms with no response to tuberculosis 
treatment in a 35 year old HIV positive man, A Jones, J Bates, M Molyneux. Malawi 

Medical Journal Volume 2007; 19 (2) 

 Can I help you? R.Scott, M J Bates, J Mack. British Medical Journal 2007;335:202   

 Establishing Palliative Care in Malawi: Starting small, thinking big. M J Bates, J Mackreill : 

Journal of Palliative Care 2008; 24:3; 185-186  

 Morphine : Friend or Foe? J Bates, L Gwyther, N Dinat : Malawi Medical Journal 2008; 

20 (4):112-114 

 A collaborative approach to improving the palliative care of oesophageal cancer patients 

in Malawi. E.Fullerton, A.Thumbs, L.Vinya, A.Kushner, J.Bates. European Journal of 

Palliative Care 2010, 17(6)  

 Hospital based palliative care at Queen Elizabeth Central Hospital; a six month review 
of in-patients  J.Tapsfield, M.J. Bates : BMC Palliative care 2011, 10:12   

 Self expanding metal stents (SEMS) for patients with advanced esophageal cancer in 

Malawi: an effective palliative treatment. 

A.Thumbs, E. Borgstein, L. Vigna, P. Kingham, A.Kushner, K. Hellberg, J.Bates,T.Wilhelm. 

Journal of Surgical Oncology 2011, 10(4) 

  A Prospective Study Assessing Tumour Response, Survival, and Palliative Care 
Outcomes in Patients with HIV-Related Kaposi's Sarcoma at Queen Elizabeth Central 
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Hospital, Blantyre, Malawi, .Francis, M J Bates, L.Kalilani. AIDS Research and Treatment 

Vol 2012 (2012)   

 Inspiring Hope : helping churches to care for the sick. EMMS International 2013   ISBN 

978-0-9926619-0-8   

 Chapter 59 Clinical Cases in Tropical Medicine  Elsevier published June 2014   

 Markers to differentiate between Tuberculous and Kaposis‟ Sarcoma Pleural Effusions in 

HIV positive Patients M Coleman, L Finney, D Komrower, A Chitani, J Bates, G 

Chipungu, E Corbett, T Allain International Journal of TB and lung disease.  2015 Feb 19 

(2) 251 

E hospice updates 

 Step Up project 2012 report 

 Malawi Standard Treatment Guidelines (MSTG) incorporating Malawi Essential 

Medicines List 

 Presentations (oral) 

  Scaling up of VCT services at Queen Elizabeth Central Hospital 

 P.Stephany, J.Bates, J, Mackreill, E.Zijlstra 

 COMREC annual dissemination meeting, Blantyre, Malawi November 2004 

  Incorporation of Palliative Care in the Continuum of Care for PLWAs 

Dr. M J Bates, Dr P Stephany, J Mackreill 

 National HIV/AIDS research and best practices dissemination conference, Lilongwe, 
Malwai  April 2005  

 Integrating Palliative care into existing services : the Tiyanjane experience African 

Palliative Care Assocation Conference, Nairobi Sept 2007 

  Quality of life, tumour response and side effects in patients with KS treated at Queen 

Elizabeth Central Hospital, H Francis, MJ Bates COMREC annual dissemination meeting, 

Blantyre, Malawi November 2009  

 Oral ketamine : a useful adjuvant for management of difficult pain in an African setting 

J.Bates, H. Francis, J. Tapsfield African Palliative Care Association Conference, 

Windhoek, Namibia September 2010 

 Current practice of HIV testing and counselling services for inpatients at Queen 
Elizabeth Central Hospital  T.N.Soko, A.Gonani, J.J.van Oosterhout, M.J.Bates, J.Gama, 

K. Malisita.  National AIDS Commission Research and Best Practise Dissemination 

Conference, Lilongwe 2011 

 Spirituality in Palliative Care (seminar co-presenter) APCA conference, Johannesburg, 

September 2013 

 Mentorship models for Palliative care in Africa (seminar co-presenter) APCA 

conference, Johannesburg, September 2013 

 HIV Palliative Care (seminar co-presenter) IAPCON conference, Hyderabad, February 

2015  

Presentations (poster) 

  Palliative Care needs of patients on the surgical wards Y Mulambia, J Bates COMREC 
annual dissemination meeting, Blantyre, Malawi November 2007  

 Attitudes, beliefs and practice of health workers towards the use of oral morphine for 

patients with HIV/AIDS and cancer in the Southern region of Malawi, MJ Bates, L 
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Gwyther, N Dinat COMREC annual dissemination meeting, Blantyre, Malawi November 

2008  

 A collaborative project of training and research to assist patients with advanced 

oesophageal cancer in Malawi J.Bates, A.Thumbs, E.Fullerton,  L.Vinya, A.Kushner 
African Palliative Care Association Conference, Windhoek, Namibia September 2010 

 Integrating Memory Work into palliative care services at Queen Elizabeth 

Central Hospital, Blantyre, Malawi. M Haward, M.J. Bates, African 

Palliative Care Association Conference, Windhoek, Namibia September 

2010                       

 Spikes Revisited : Adapting palliative care teaching resources to the African Setting ; Ask 

Ask Tell, Ask Ask Plan.  J. Bates, E.Umar International Palliative care Network Poster 
Exhibitions November 2011 

  Hospital based palliative care at Queen Elizabeth Central  Hospital; a six month review 

of in-patients  J.Tapsfield, J. Bates Palliative care congress, Gateshead UK March 2012   

 Continuum of Care for Peadiatric Palliative care Patients: Umodzi Experience C. Huwa, 

B, Mang'anda, F. Chiputula APCA and SPCA Conference Johannesburg, August, 2013  

 A review of patients with advanced cervical cancer presenting  to palliative care services 
at a teaching hospital in Malawi M.J.Bates A.Mijoya Indian Association of Palliative Care 

Congress, Hyderabad, February 2015 

 The Lived Experience of non-dialyzed patients with end stage kidney disease at Queen 

Elizabeth Central Hospital, Blantyre, Malawi Chitani A, Leng M, Namukwaya L, Dreyer 

G, Bates M J World Congress of Nephrology, Cape Town, March 2015  

 Multidisciplinary Learning Needs Assessment for Palliative Care in Malawi.  M J Bates, C 

Huwa, A Muula International Cardiff Conference on Paediatric Palliative Care July 2015  

 


