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Executive summary

The Human Resource Capacity Development Needs Assessment report presented at the Swap Mid Term Review conducted in September, 2007, revealed that the health sector in Malawi is characterized by a number of problems among which were inability to deploy health workers in the ‘hard to staff/hard to reach’ rural areas, low wages, lack of incentives, and shortage of staff (Annual Report for the Health Sector July, 2006-June, 2007, MoH, September, 2007, p103). These problems have led to some serious service delivery problems, including inability of health facilities to provide a full range of services required at each point in time and inability to achieve 24-hour cover. A number of initiatives have been considered by Government to mitigate these problems with the assistance of development partners, including the use of the ‘locum system’ to achieve a 24 hour cover of health services. The SWAp review therefore proposed an assessment of the impact of the locum system as an incentive in tackling the Human Resource Shortage in District Health Offices.

This locum study was therefore proposed to provide a retrospective, descriptive and evaluative review of the locum scheme existing in the health sector in which a small scale research among health workers, health institution managers and other key informants was conducted in order to document how the current locum system is implemented and identify the existing variations in the implementation of the scheme among health institutions within Government and in the private sector. The study was conducted in Mangochi (S-E Zone); Dowa (C-E Zone); Kamuzu Central Hospital (C-W Zone); Mwanza (S-W Zone); and Nkhata Bay (Northern Zone), and in selected CHAM hospitals, that is St Gabriel Hospital in Lilongwe and Mulanje Mission Hospital.

The findings from the study were numerous. These included that the locum scheme indeed helped in making the health facilities fill in the gaps created by the shortage of health workers in health facilities by making the health workers sacrifice their free time to provide service away from their normal duty station or work place when they are off duty or on leave at a fee.  It was established that the locum was considered by the health workers as well as health managers an incentive. However, both felt that as a means of supplementing their take home pay, it was extremely inadequate. Most health workers do locum out of commitment, dedication to duty and sacrifice for the sake of patients. Other findings were that the locum scheme as implemented in its current form is partially voluntary and does provide cover for services where no staff would be available, but at the expense of quality of care. The health workers themselves do not get adequate rest for the needed performance during their normal duty.

The conclusions from the study were that the locum scheme is a powerful tool for mitigating problems created by shortage of health workers in health facilities. However, the scheme is not systematically implemented as it is crudely regulated, with no policy guidelines and uniform procedures. The remuneration for the locum work involved is an incentive, but not attractive enough to make health workers opt for it when other alternative incentives are available. There are no guidelines to make it uniform and consistent. There is also inadequate supervision of locum work generally, and when carried out, it is not systematically done, in most instances characterized by peer supervision. This compromises the good intentions for which it was instituted.

To mitigate this situation, the study came up with a number of recommendations for both Government and development partners in the health sector for the locum system to be effective. These include that as a matter of urgency, a locum policy and accompanying guidelines be development to regulate the system; efforts be made to have health managers oriented to the policy and guidelines so that there is uniformity, consistency and accountability in the implementation of the scheme and system; the scheme should still be voluntary in nature and staff need to be fully oriented on how the system is to operate and the scheme should be as transparent as possible and clear to all locum workers; the remuneration for locum worked should be reviewed and standardized so that there is systematic application of the locum fees; and supervision should be strengthened with clear guidelines as to  who is to supervise locum work in order to render the system effective and free of abuse. 
1.0      Introduction

The use of locum medical personnel to fill work shifts in the public hospital systems has increased markedly in recent years. Nurses, nurse/midwives, clinical officers, and other health workers providing locum services to hospitals include recent graduates, trainees, and experienced clinicians and nurses who have worked previously in the hospital system as career medical personnel. Locum medical officers can be used to temporarily replace permanent staff on leave, but are increasingly used to manage chronic vacancies, with appointments ranging from days to years. Hospitals in developed countries, such as in Australia, New Zealand and the United Kingdom, are also increasingly dependent on casual medical labour, which include locum work, (C.A Skinner, et al, ‘Challenges of Locum Working Arrangements in New South Wales Public Hospitals’ Medical Journal of Australia (MJA 2006; 185 (5)). 

Developing countries which are characterized by critical shortages of staff are also increasingly dependent on locum work. In Malawi, locum was also introduced to mitigate the same problems. Malawi, like many southern African countries, is still facing critical human resources for health (HRH) crisis, preventing it from delivering acceptable quality health care services to its population. The reasons underlying the shortage of health professionals are multiple and include limited output from training institutions, high attrition rates resulting from migration and disease, and increased workloads because of HIV and AIDS. 

Despite the increasing levels of migration of health professionals from Malawi which have caught international attention, many continue to serve their country. The challenges encountered by these health workers, which inevitably become economic push factors, and survival strategies that they utilize deserve attention if any meaningful solutions to retain health professionals in Malawi are to be developed. Among the survival strategies health workers use which include reliance on per diems/allowances from workshops and seminars, saving on stipends from long-term training programs, business activities, working in places where the cost of living is perceived to be lower, pilfering of drugs, dual practice (working in both private and public sector hospitals/health facilities), consultancy work, and being paid for work not done at one institution while working for another employer (A.S. Muula and F.C. Maseko, ‘Survival and Retention Strategies for Malawian Health Professionals’, EQUINET, November, 2005, p.(i). However, leaving the predicament to the health worker alone will not solve the problem. Government needs to put in place mechanisms to attract, motivate and retain health workers in the sector without having them to rely on such survival strategies as those mentioned above.

In this report, the study has provided a background to the locum scheme, the aim and objectives of the study, literature review on locums carried out elsewhere, a description of  the existing documentary evidence for the system, the study methodology, findings, conclusions and recommendations. 

2.0      Background

The Ministry of Health (MoH) is the major formal health services provider in Malawi and it provides approximately 60% of all services. The next biggest provider of health services is the Christian Health Association of Malawi (CHAM) which is responsible for the provision of about 37% of all services. Other providers include both private-for-profit and private not-for-profit, Ministry of Local Government (1%), the military and police health services and small clinics offering care for company employees and their families (2%) (See Appraisal Report: Support to the Health Program by African Development Bank, Health Development Division, September, 2005, p6).

The Ministry of Health (MoH) introduced a locum system in December, 2005. The ministry provided hospitals and health facilities with mere guidelines on how locum work would be conducted. By then, locum was defined as ‘an arrangement whereby a health worker can temporarily work for a hospital or any other health facility for an agreed period (usually duty session) during his/her free time/off/leave days at an agreed  fee outside a health worker’s usual or normal employment contract (see Locum Guidelines circulated by MoH Headquarters in a letter Ref. No. HOWAP dated 16th December, 2005).

So far, the system has not been fully defined and there is no official policy on how the system would be regulated. Locum has no official financial budget line. There are varying approaches used by different health institutions on how locum is being implemented and there is no agreed uniform position on how it is to be implemented. This not only threatens the locum system itself, but also the health delivery system as a whole despite that it is currently heavily dependent on the locum. The same problem was highlighted during the 2007 Mid Term SWAp Review. As a result, one of the agreed milestones under the pillar on Human Resource in the Program of Work (POW) was to assess the impact of locum system as an incentive in tackling the Human Resource Shortage in District Health Offices. It is from this background that MOH with the support of GTZ embarked on small scale research to look at the locum system. 

3.0
Aim and Objectives of the Study

The main aim of this research study was to review and document the current locum system and its implementation and to define the variations in the implementation of the system among various health institutions. It also aimed at making recommendations on future implementation of the locum system.

The objectives of the study included the following:

· To review literature and documentation on the locum systems as they are being implemented elsewhere with a view to learning lessons from those experiences.
· To document the policy framework that introduced the locum scheme and to review the supporting implementation documents.

· To explore the extent to which the locum system implementation differs in health facilities at different levels: Health Centres, District Hospitals and Tertiary Units.

· To explore and if possible quantify how the locum system improves working hours and service.
· To explore the factors that enable or constrains the implementation of the locum system in these facilities.
4.0
Methodology

To achieve the aim and objectives stated above, this study was done in three parts. The first part of this study involved conducting a selected review of literature, documents and policies outlining locum schemes or relating to locum schemes, wherever they exist. The second part involved developing and using research tools for conducting a facility level survey. In this part, the tools comprising two structured questionnaires, one for the health worker and another for the health manager and an additional question-guide for focus group discussion were developed for use. These tools/instruments were piloted, refined, finalized and made ready for administration to the health workers and health managers at the selected health institutions. The tools/instruments were then used during the field research that was conducted in the selected institutions in the five zones. The third part involved organizing the qualitative and quantitative data and information, analyzing it using SPSS in order to group the data in broad categories for interpretation and writing the report. 

During the second part, the survey was carried out in Mangochi (S-E Zone); Dowa (C-E Zone); Kamuzu Central Hospital (C-W Zone); Mwanza (S-W Zone); and Nkhata Bay (Northern Zone). The selected CHAM hospitals were St Gabriel Hospital in Lilongwe and Mulanje Mission Hospital.

One district in each zone was chosen based on knowledge that a locum scheme exists in the district. The small number of districts in zones made it difficult to have a valid randomisation process. In each of the chosen districts, the study looked at the district hospital and three randomly selected health centres drawing them with each health centre having an equal chance of being picked. Two CHAM hospitals were randomly selected from the total number in the country. In each hospital the study team interviewed randomly selected representatives of each cadre involved in locum scheme. The random selection was done from the overall available staff establishment. 

5.0 
Review of Literature  

5.1
The Human Resource for Health Crisis

As stated, the study began with a review of selected literature on locum schemes where they have been implemented with a view to learning some lessons from experiences elsewhere other than Malawi. It was noted that one of the major problems being faced by the health sector in developing countries, especially in Sub-Saharan Africa is shortage of health workers to provide comprehensive health care services, what has been termed the human resource for health (HRH) crisis. The scale of the problem has been aggravated by the dramatic increase in migration of health workers from poor to rich countries in recent years causing significant shortages of health workers in the remitting countries. The nature of immigration policies in receiving countries is such that they do not discourage health workers from migrating from poor to rich countries. What has exacerbated the problem is that rich countries are encouraging policies that are more permissive than curtailing migration of health workers, especially from Sub-Saharan Africa (K. Mensah, M. Mackintoshi and L. Henry, ‘Migration of Health professional from the developing World: a framework for policy formulation’, in a journal: The International Migration of Health Workers: A Human Rights Analysis, Medact, London (2005).

The example of Ghana is the case in point. A total of Ghanaian doctors registered in the UK and yet trained in Ghana doubled from 143 to 293 between 1999 and 2004. Between the same periods, the number of nurses registered in UK and trained in Ghana rose from 40 to a record 1021 (K. Mensha et al, 2005, op cit). This migration of health workers, coupled with the onset of the HIV and AIDS pandemic had aggravated the problem of shortage of health workers in Ghana to effectively deliver health services. The human resource impact of this shortage has been manifested by increases in vacant posts, long waiting times/hours, rapid growth of private sector surgeries/clinics, and inadequate cover for 24 hour service. Over time, other indicators become obvious, i.e. the doctor to population ratios of between 1:5000 and 1:30,000 are common in Sub-Saharan African countries, while in developed countries they range from 1:300 to 1:1400. (WHO, High Level Forum on MDGs, ‘Health Workforce Challenges: Lessons from Country Experiences’, Abuja, December, 2004).

When this scenario is compared with the situation in countries near Malawi, a similarly grim picture emerges. In an effort to reverse the situation regarding shortages of health personnel in the health sector, under the Malawi Health Sector Programme, DFID funded a 52% salary top up in April, 2005, with a view to attracting, motivating and retaining health personnel in the sector, if not to indeed increase their numbers (DFID, ‘Maternal Health Strategy Reducing Maternal Deaths: Evidence and Action’, Second Progress Report, April, 2007). However, this effort resulted in a 40% increase in net pay in some cadres of staff, but did not result into increases in staff numbers. This initiative therefore did not act as a direct incentive. Staff number still declined or where the numbers improved they resulted into very slight increases. The pay role still shrunk due to numerous reasons including those deleted from the pay roll as a result of death (45%), those who resigned, suspended and dismissed (22%). The Medical Council of Malawi (MCM) produced figures which still showed that 12 to 19 medical doctors were emigrating from the country every year since 2002 (HR/CD Needs Assessment Report, GTZ Health, 2007, p80). This picture still continues to be observed.

The figure below shows the location of the 255 Malawi college of Medicine graduates between 1992 and 2006. 

[image: image1.emf]
Figure   : Location of Graduates from Malawi College of Medicine

When a comparison is made among countries around this region, the situation in Malawi is seen to be worse than that obtaining in the neighboring countries. The Table below speaks for itself.

Table 1: Comparison of Health Professionals per 100,000 Population

	Cadres
	Botswana
	South Africa
	Tanzania
	Malawi

	Physicians
	28.7
	25.1
	4.1
	1.6

	Nurses
	241.0
	140.2
	85.2
	28.6


Source: Akerman, 2006 (Quoted in MoH/GTZ, HR/CD Final Report, September, 2007).

A number of issues were identified from this situation which requires addressing by all the affected stakeholders in the sector. These include that there are inadequate health workers entering the public health sector partly due to inadequate pre-service training; that there are too many health workers leaving the public health sector due to such push factors as low morale, low pay, unclear career paths, excessive workload, inadequate safety, and inadequate supervision, and such pull factors in rich countries such as having better employment opportunities and better working conditions; that the demand for public health services is increasingly growing, not at par with the availability of public resources; and that human resource capacity in the public health sector is actually shrinking.

Other factors contributing to the problem include death occurring to health workers in poor countries due to HIV and AIDS or HIV related diseases. These account for between 19% and 53% among Government staff in general and in Malawi, 40% of deaths occurring to nurses is attributed to HIV and AIDS (A. S. Muula and F. Maseko, ‘Survival and Retention Strategies for Malawian Health Professionals: A Discussion Paper No. 32, EQUINET, December, 2005).

This has meant that there are indeed critical shortages of health professionals in the health delivery system in Malawi, owing to the loss of health worker graduates to overseas posts. Also, there is a shortage of posts in our system because of the under-funding of health services. The shortage of qualified health professionals is therefore a factor in exacerbating the situation with long waiting lists for specialist services causing scarce resources to be diverted to costly overseas treatments. It is therefore important that efforts should be made to improve the HRH situation which includes improving the pay and working conditions of our health delivery systems.

5.2
The Proposed Solutions to the Problem  

Re-employment of retired health workers

There have been many attempts at eliminating the problem which have been tabled for consideration and, for certain cadres as nurses, tried. These have included the offer of employment to retired health workers (nurses) and other health workers who have left the health sector due to the pull factors mentioned above. In Malawi, DFID provided £55 Million for the Emergency Human Resource Program (EHRP) to cover for the 60% vacancy rate of doctors and nurses over six (6) years across the country. Part of this money was used for re-engaging retired health workers, particularly nurses, on contract of three years to mitigate the staff shortage problem in an attempt to achieve a 24 hour cover of services. Although this temporarily eased the problem of shortage of nurses, it was at the expense of delivery of quality of service (HR/CD Needs Assessment Final Report, MoH/GTZ, 2007, p80). 

There have been therefore varying implications to this approach sometimes with very negative implications to quality of delivery of services. This arrangement has sometimes encouraged health workers to leave employment in the public health sector prematurely only to come back under new and more lucrative arrangements, as some of these will have already started receiving their pension. Wealthier developing countries such as Botswana have opted for even more ambitious approaches such as recruiting health workers from other countries such as Cuba. Where this approach does not poach health workers from poor countries, it forms part of the solution. However, where the recruitment is by a receiving rich country from a poor remitting country, the arrangement improves on the problem of shortage of health workers in the receiving country at the expense of the remitting poor country which then begins to suffer from even more shortage of health workers. 

Provision of incentives

Other innovative strategies have also been tried elsewhere and in Malawi. In Dowa, under the Malawi Health Programme, Dowa Hospital trained Traditional Birth Attendants (TBAs) and encouraged them to refer patients using an incentive fee of MK200.00 (equivalent of £0.70) per patient. This is not itself locum, but it has proven very effective and the lessons leant in reducing maternal death can be emulated in other districts. Similar approaches to this, such as the locum work, have proved to be part of the solution to similar existing staff shortage problems. Under the same programme, district managers have used additional funding from DFID to rehabilitate and upgrade health facilities and provide locum payments to midwives to go to the same rehabilitated health facilities to cover staff shortages (DFID, ‘Maternal Health Strategy Reducing Maternal Deaths: Evidence and Action’, Second Progress Report, 2007). In other instances, a lump sum has been paid to midwives in health centers for working beyond normal hours (Ministerial circular letter Ref. No…….. dated …… refers). 
Use of Locum Work to Provide Cover 

It is realized that a large pool of skilled health workers working in the private sector exists in these poor countries. Tapping from this pool could form part of the solution to the shortage problem for certain cadres of health workers such as nurses. As observed in some developed countries such as Australia and New Zealand, tapping from such a pool in the private sector to mitigate the shortage and cover problem is possible using the locum with reasonable success. The use of ‘locum medical practitioners’ is an idea that has successfully been tried in these developed countries mentioned and this can be emulated by developing countries to achieve similar results (WHO, Abuja, December, 2004). In such cases, health workers can be engaged on locum basis or on contract. 

The locum system in Malawi has emulated this approach and has been even more innovative as it has included the use of existing health workers on the job working additional hours from their normal hours. There has been even the idea of establishing part-time locum positions where private practitioners can work in government health facilities on locum basis. However, in Malawi, government has allowed the implementation of the locum scheme in health facilities albeit in the absence of any policy and accompanying systematic guidelines to regulate its implementation (A.S. Muula and A Maseko, 2005). 

These are some of the ideas and experiences in various countries about how to mitigate the health worker shortage problem some of which prompted this study. There is growing evidence that part of the solution to the HRH crisis problem could be a ‘locum system’ which is systematically implemented and well regulated, with policy guidelines in place. This study attempted an examination of what has been done so far in the locum scheme in Malawi in order to come up with what is lacking to render the system effective. 

6.0
Policy Framework and Documentation for the Locum Scheme

6.1
Official Policy on the Locum Scheme

As discussed earlier, the Ministry of Health (MoH) introduced a locum system without any policy in place, except mere guidelines. It was understood as an arrangement whereby health workers temporarily work for a hospital or any other health facility for an agreed period during their free time or time-off or during leave days at an agreed fee outside their employment contract.

Nurses, clinicians, other health cadres and support services staff who are registered to practice as health professionals by their respective regulatory councils, such as the Medical Counsel of Malawi (MCM), were eligible to engage in a locum. For one to be eligible, he or she must be involved in working in the hospital or health facility during the whole time of locum session. Since its introduction the system has not been fully defined and there is no official policy on the system. The implementation of locum work is done differently by health institutions and this has had adverse effect on consistency/uniformity of application and as a result it was not used as an incentive to effectively cover for shortages of staff. 
6.2
Documentation for Implementation of Locum
A close examination of the locum scheme shows that there are a few available documents for the implementation of the scheme and these include ministerial circular letters from the MoH Headquarter on the locum scheme; locum guidelines for implementation of locums; and instructions on how locum should be applied.
Ministerial Circular Letters on the Locum Scheme
A circular letter from the Secretary for Health (Ref. No. HOSWAP) dated 16th December, 2005, introduced the locum scheme to improve staffing levels of hospital wards, especially maternity wards and health centers. The locum work was meant to be voluntary as implied in the following recommended process:

· Advertisements of locum vacancies would be routinely made and posted in all departments and on notice boards;
· Those wishing to do locum would collect application forms in advance from a Locum Coordinator (e.g. Senior Assistant Human Resource Management Officer) and they would apply for locum work before going on locum; and

· The application form would be submitted and a locum duty roster for the month would be prepared.

However, in a number of hospitals/health facilities, some health workers are not allowed the option of not working on locum even when they do not want to. The designated Locum Coordinators at times unilaterally put health workers on locum duty roster to cover shortages, without giving the health worker choice to volunteer for locum work or not.
Locum implementation guidelines
The introduction of the locum scheme also came with implementation guidelines. The guidelines defined a locum as “…an arrangement whereby a health worker can temporarily work for a hospital or any other health facility for an agreed period (usually day duty) during his/her time off/leave days at an agreed fee outside a health worker’s usual employment contract…”
Eligibility for engaging in a locum included being a nurse, clinician and diagnostician registered as a health professional by his/her regulatory council or authority. Those eligible would involve working in the hospital or health facility during the whole time of locum session, and those who are on duty on ‘cover duty capacity’ would not be eligible. The locum in Malawi was put in place for nurses, clinicians and diagnosticians employed in hospitals or health facilities. However, locum work was made open for those employed elsewhere as well who want to engage in part-time work.  To qualify for locum work one required to genuinely render patient care outside one’s normal working hours (i.e. outside the 42.5 working hours per week for civil servants). For nurses working in a shift system in a day, which amounts to 42.5 hours per week, the locum allowed was to be as follows:

· 5 straight day shifts,
· 3 night duty shifts,
· 1 night duty + 3 straight shifts, and

· 2 night duties + 1 straight day shift.

For clinicians working in a shift system in a day, which amounts to 42.5 hours per week, the locum allowed was to be as follows:

· 5 straight day shifts,
· 1 call + 2 straight day shifts, and

· 2 calls.

The guidelines also stipulated that locum would be actual hour worked and not excuses; that there would be one locum, per working area, and per shift; that locum supervisors would update all day offs and public holidays owed and these would not be claimed where an individual has already claimed locum; and finally that no officer would be allowed to take leave in order to create locum. The guidelines requested the applicant for locum work to produce proof of having fulfilled their normal working hours at least two weeks before engaging in locum work. Applicants for locum work were required to have no criminal record/charges, professional or locum related violations, have on record care that is under investigations for any offence that would deter them from professional practice.
Although there was no limit on the number of locum sessions one would be allowed to work, it was expressed that professionals who engage in locum work should not deliberately overwork themselves to the extent that normal duty would be affected. In other words, locum should still allow professionals to have enough rest/sleep before they engage in normal duty.

Locum work was allowed to cover the following patient care services:

· In-patient care services

· Theater services

· A&E services

· Day care services

· Out-patient services

· Diagnostic services
Instructions for Application of Locum
All hospitals and health facilities wishing to introduce the locum system were requested to plan for it properly before its introduction. The ministry developed a form to be used by Heads of Departments in central hospitals, Matrons and District Medical Officers in district hospitals and lower level facilities.

The planning process to be instituted by each facility undertaking locum was to be as follows:

1. A standard duty roster in line with the agreed staff mix standards for duty areas was to be prepared and approved in advance by its respective management.
2. Based on the standard duty roster, weekly roster were to be prepared ahead of time (at least a month ahead) with all existing staff allocated in the roster. Each health worker allocated to the roster was to be allocated enough shifts/calls that ensure normal work of 42.5 hours a week.

3. Shift gaps that cannot be covered with existing staff within their 42.5 hours a week were to be identified, flagged and labeled “for locum”.
4. Management was to compile all locum shifts for the next month that should be tabled and advertised for internal and external applications.

5. Applications were to be received at least two weeks before the locum shift falls due and successful applicants would get selected with preference being given to internal applicants, and then the locum roster was to be updated with names and details of health workers chosen for the locum cover.
6. Then the Heads of departments, Matron, District Medical Officer or any officer assigned with the responsibility were to manage the locum system in the department, unit, ward or clinic and designated Locum Supervisor would maintain a locum form for each health worker participating in locum that summarizes normal hours and locum sessions worked by each health worker for the day, week and month.

7. At the end of each month or fortnight (depending on the policy of the hospital) the Locum Supervisor would fill a locum payment request form summarizing all locum claims for the month (or fortnight). The form was to be forwarded to the hospital director of district health officer or any other designated officer responsible for authorizing locum payments for payment approval and submission of the request to the accounts office for payment.
8. Thereafter, locum workers would collect their payments from their accounts offices once the request had been processed accordingly.

The guidelines stipulate that payment for locum is to be for a full locum shift and not part thereof or for extra hours worked during normal shift. For this purpose, accumulation of normal hours worked, to be claimed later under the locum system, would not be allowed.

The rates for locum work were meant to be similar for all cadres and this would not take into account seniority. Resources for locum would be from ‘user fees’ collected by the hospital/health facility and/or special locum resources provided by the ministry or funds set aside and authorized to be used for that purpose by the ministry. The initial circular letter stated that the going rates for locum were as follows:

Table 2: Locum Rates applicable in Public/Government Hospitals
	Week days
	Public Holidays/Week-ends

	Day
	Night
	Day
	Night

	MK600.00
	MK800.00
	MK700.00
	MK900.00


No hospital or health facility was allowed to initiate a locum system when it did not have adequate funds from the two sources mentioned above.

Monitoring the Locum System

It was agreed that the ministry would regulate the locum system in consultation with each hospital or health facility by focusing on the standard duty roster for different work areas taking into account workload, service standards, short/long term staffing gaps, and availability of locum funds.

It was envisaged that each Locum Coordinator would be responsible for summarizing statistics on service coverage achieved and compared this with the standard, total and per worker monthly worked hours, for both normal and locum hours, as well as get quality of service indicators.
Finally, the ministry would conduct on-going supervision of all hospitals/health facilities involved in the implementation of the locum system. During such supervision, the indicators for each hospital/health facility would routinely be compiled and verified against standards by the designated Locum Coordinator. 
Other Documentation on Locum Rates

Since its introduction, many health workers registered their discontent to management regarding the low rates of payment for locum when compared with the workload involved. A case in point was a letter written by health care workers at Kamuzu Central Hospital to the Hospital Director in which one of the complaints was that the locum workload was not commensurate with the locum allowance being given to them. As a result, only recently, on 12th May, 2008, the Secretary for Health revised the rates in his letter (Ref. No. C2/7) in which the rates were revised as follows:

· Day shift during week days

MK1,200.00

· Night shift during week days

MK1,600.00

· Day shift during week-ends

MK1,400.00

· Night shift during week-ends 

MK1,800.00

 As part of the same system, although not quite locum work, the Secretary for Health also instructed that for all health centers where there is one midwife, a flat fee of MK4000.00 per month be granted to the midwife cover for all work done outside normal work.
7.0
Research Findings

7.1
From Health Care Workers
Does Locum Improve Working Hours and Service?
At this juncture, it is important that an examination of what the results of the study on locum work showed to the research team using a structured questionnaire which was administered to health care workers. A total number of 95 health care workers in 11 health facilities from 5 different districts were visited and interviewed about the different aspects of the locum system. We also had focus group discussions with 24 managers in 8 hospitals. This came to a total of 119 health workers interviewed (see Appendix A). Of those interviewed 61% (57) were nurses, 18% (17) clinicians (CO & MA), 10% (10) other paramedical staff (laboratory technicians and Radiology technicians) only one medical officer was interviewed.

Most of those interviewed had been in post between 6 – 10 years (27%) which was close to those who had been in the post for less than 1 year (20%) and worked in a ward. Very few were from non ward based departments. Of those interviewed 97% participated in the locum system.

When asked about the number of hours they were involved in a locum per month, 11% of health respondents did locum of  a maximum of 2 days (most did I day) a month, 11% of the respondents did locum in less than 2 days (most of whom did it in 1 day) in a month, 38% of the respondents were involved in locum 3 - 5 days a month, 24% were involved 6 – 8 days a month and 17% were involved for more than 10 days. Only 34% choose to do locum compared to 66% who were told or asked to do locum. Sometimes health workers were refused locum work (20%) and this was for different reasons but the most common reasons were pay arrears, high demand and pressure, and the facility having reached its locum ceiling. 50% of the institutions allocated locum based on work demand while all others allocated locum based on staff availability.

The longest continuous locum stretch (what is termed ‘Petroda’ in the local slang for continuous locum stretch) was more than five days and this applied to about 40% of those interviewed. The range was 1 to over 5 days. 

Although most health workers felt that the locum system in general was good, the following were identified in order of frequency as issues that need to be changed:

· To increase locum allowance, 
· To organize shifts for lesser hours, 
· To have adequate scrutiny of staff for relevant skill and experience to work where locum opportunity existed, and 
· To pay allowances promptly.
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Only one person indicated that there was no need to change anything. When asked whether they were happy with the current locum system, only 16% rated it as good but 37% and 38% rated it very poor and bad respectively.

On average locum pay per week day shift was MK600 during the day and MK800 during night shift. Holiday shifts and weekend attracts MK800 for day locum and MK900 at night. On average most of the health care workers involved made about MK5,000 in a month (70%), MK10,000/ month (21%) and only 1% made more than MK10,000 /month. For the majority of the people (88%), this represented less than 25% of their salary and only for other (5%) this represented 26% – 50% of their salary.

Supervision of the locum work was mostly done by registered nurses 48%, only 5% was by hospital administrator and 3% indicated that they were supervised by no one. 1% knew of a locum register which in most cases was kept in the matrons’ offices (13%). 3% did not know if it was there and where it was kept. Most of the health care workers knew of the policy governing the locum system (44%) and 35% were familiar with it.
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The overall assessment by the study showed that 42% of health workers felt that the locum scheme had a positive impact on delivery of health care by improving cover all the time, by reducing work load (10%) and improving quality of care (14%). This effect would be sustained or improved if the pay per shift was increased (60%), prompt and full payment when the payment was due (7%) and implement checks and balances in system to avoid abuse (2%). 
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It was also observed that 76% of those interviewed considered the locum system as an incentive (but a poor incentive) and 24% did not. When asked to rate it as an incentive, 40% rated it very poor, 41% bad, 18%% satisfactory to good, and 1% very good/excellent (see table below).
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7.2
From Facility Managers

Variations in the Implementation of the Locum System

There were marked differences in the way locums are managed by different hospitals/health facilities. Using another structured questionnaire, the research team obtained similar results from the facility managers. Different managers of the facilities were interviewed on issues concerning the management of the locum system. Those interviewed included – DHOs, DNOs, Accountants, Administrators, Hospital and Medical Directors, Human Resource Officers and District Environmental health officers. In total 25 mangers were interviewed. Of the managers 12 (50%) participated in locum system.

It was learned that 50 % of the mangers indicated that they did not have documents/guidelines on the locum system. Out of all facilities, 20% (5 of them) based their locum system on an old MoH circular referred above, 4% on the forms they received for compilation and submission, 12% on management’s agreed position and 4% on DHO forms. Most of the managers did not have ready figures on the total locum time they pay for per month, meaning there was scanty data and information kept on locum. The average locum expenditure per month was between MK300, 000 and MK500,000 per month and in 3 institutions, it was in excess of MK1 million and MK2 million.

As expected, cadres involved in locum included Nurses, Clinical Officers, Lab Technicians, Dental Technicians, Radiology Technicians, Medical Officers, and Medical Assistants. Most of the locum seems to be planned on a weekly basis 59%. A significant number of managers were not sure how the locum was allocated (13%). Although locums are used to fill gaps created by absenteeism, it was possible that the locum system itself could be a cause of absenteeism. Managers were asked about absenteeism, 54% indicated that there was no absenteeism in their institution, 12% did not know, 12% felt that there was very low absenteeism and 4% reported that there was more than 50% absenteeism. The department mostly in need of locums was nursing (35%) followed by clinical (10%).

Locum work is mostly supervised by registered nurses (38%) followed by head of departments (16%). Locum work from the managers’ point of view is signed off by ward in charge 30%. Those supposed to sign off range from the Hospital Administrators, DNOs, clinical coordinators, MOs, heads of department to fellow workers. 58% of the managers indicated that there was a locum register, which was kept mostly in the Matron’s or DNO’s office (40%). This was also considered a means of how management confirms locum work has been done, i.e it was by means of reports from the DNO.

From the study, 62% of the managers were unhappy with the current system and cited the pay per shift as the major area requiring improvement. Other areas requiring improvements included, use of flat rate for all cadres, lack of systematic monitoring, no advanced planning such as monthly planning, difficulty in obtaining permission to use vacant post funds for locum, and the fact that there is no clear policy on locum work in place from the Ministry.
Most managers considered the locum system as an incentive (87%) since it is used as a top up on salaries which are very low and allowed those who did not have opportunity to attend workshops regularly to have extra income. However, most managers also felt that the rate did not motivate the staff and were concerned about provider’s fatigue. 
It was generally observed that there was no uniform, consistent or systematic application of existing locum guidelines at the various levels. Instead, there were many variations on how the locum system is being implemented at the various levels, i.e. at the district hospital level, at health center level and at the tertiary unit level.

8.0
Discussion and Interpretation
8.1
From the Survey Perspective
The study showed that the locum system was supported by both managers and staff as a good system because to a large extent it has acted as a relief on staff shortages and has ensured continuous cover in the wards. But from the results above it is clear that the whole system is far from being perfect. The locum system is about covering or filling in gaps. However, the biggest concern expressed by both, health care workers and their managers, is its emphasis on remuneration rather than its good intention which becomes grossly undermined. 

These results have raised a number of issues about the current locum system. Uniform rates whereby trained professions are given the same rate as unqualified personnel (nurses get the same rate as nursing auxiliaries), yet nurses are expected to supervise nursing auxiliaries. There two issues are unclear to health workers, i.e. the calculation of locum pay and factors that were considered in determining the rates, have never been explained. This is a direct result of unavailability of a clear written policy on the locum system and there has been no review of the locum implementation mechanism. 

There is a wide range of differences in pay per shift between cadres in the same institutions and between the same cadres in different institutions. There is also the perception that the pay is very low compared to the effort put in it by health workers. There being an unclear policy, written or otherwise, as confirmed by differing opinions among managers as to whether a locum policy exists or not, is another indicator of confusion. Both staff and management felt there was need for a clear policy and implementation guidelines for the locum system. To explain the obtaining scenario, it was observed that in general, private hospitals have higher rates than public or government hospitals where by and large public or government hospitals use the same rates as stipulated in the Locum Guidelines.
Table 3:   Satisfaction levels with Locum pay
	
	KCN
	St. Gabriel
	Dowa Hosp
	Nkhata- Bay
	Mangochi

Hosp
	Mulanje

Mission

Hosp
	Chintheche
	Chikole

Hosp
	Lungwena
	Mwanza
	Total

	Very

Poor
	17
	3
	3
	1
	5
	2
	3
	1
	1
	3
	38

	Poor
	9
	5
	8
	2
	6
	4
	0
	0
	1
	4
	39

	Good
	0
	1
	5
	4
	1
	3
	2
	0
	0
	2
	18

	Very

Good
	0
	0
	0
	0
	0
	1
	0
	0
	0
	0
	1

	Total
	26
	9
	16
	7
	12
	10
	5
	1
	2
	9
	97


There is relatively a higher percentage (40%) of individuals in a private hospital that indicated some satisfaction with the locum pay (e.g. in Mulanje Mission Hospital where the rates for day and night shifts were higher, the nurses received MK800 vis-a-vis MK600 in public hospitals for day shift and MK950.00 vis-à-vis MK800.00 in public hospitals). On the other hand where locum was not voluntary and the private hospital was somehow away in an isolated place, majority said they were unsatisfied with the pay (i.e. St. Gabriel). St.Gabriel Mission paid MK600 for a day shift just as the public hospitals do. Chintheche Hospital registered higher level of satisfaction with locum pay. This higher level of satisfaction may be explained with higher pay i.e MK1000 per night versus MK700 in other public hospitals.
 In public or government hospitals have same rates for all nurses, the rates are different from those paid to clinical officers – who receive a fixed or ‘commuted’ locum allowance of between MK6, 000.00 and MK8, 000.00 per month, depending on seniority. Again, while the nurses receive their locum per shift in the hospital, the nurses in health centers receive a fixed or ‘commuted’ locum allowance of MK4,000.00 per months irrespective of whether they have worked many shift or not. The average locum received in the hospital is about MK5000.00 while that in the health center is fixed at MK4, 000.00.     

Table 4: Locum Pay Per Nurse per night shift in a week
	MK
	KCN
	St. Gabriel
	Dowa Hosp
	Nkhata- Bay
	Mangochi

Hosp
	Mulanje

Mission

Hosp
	Chintheche
	Chikole

Hosp
	Lungwena
	Mwanza
	Total

	600
	2
	5
	
	
	
	
	
	
	
	
	7

	700
	6
	0
	6
	1
	2
	
	
	N/a
	N/a
	6
	21

	950
	
	
	
	
	
	6
	
	
	
	
	6

	1000
	
	
	
	
	
	
	1
	
	
	
	1

	Total
	
	
	
	
	
	
	
	
	
	
	35


Mulanje Mission hospital and Chintheche Hospital offer more locum pay MK950 and MK1000 per night shift  respectively, unlike others that pay MK700 only.
Unclear understanding of what locum entails demonstrated by varied ways locum is administered, from people being paid according to extra time worked to awarding others for not putting in extra time at all. To allow other health care workers benefit, redefinition of locum has been done, e.g. cleaning allowance for maids and servants. Cleaning allowance is over and above duty allowance already allocated to them. 

Lack of supervision was mentioned as a major concern and source of frustration among staff. Coordinators of the system focus on paper work in preparation for payments. It was interesting to note that none of the participants in the management teams knew total time bought from staff. Claims are compiled for payment and there is no analysis in relation to activities that influence working time and therefore payments. The locum system could be used to track the actual need of human resource in the institutions if the implementation of the system was well integrated in the human resource management systems of the institution. This could provide the actual demand of HR from the departments which could then be the target to be met by supply.

Most, if not all, of the above issues stem from lack of a basic understanding of what locum work is. This is made worse by the lack of a guiding policy from the MoH Headquarters. The differences in how the system is implemented between cadres have resulted in inequitable system that now threatens the whole system. The locum system means different things to different people.  The managers see the locum as an incentive scheme hence the insistence that all should benefit, while to the health care workers on the ground, locum is a means of supplementing their salary and to the MoH locum work is a means of filling up gaps created by shortage of staff. It is clear from the managers that filling gaps is not the highest priority since they are not able on the whole to quantify the hours or gaps they are filling. It is also of great concern that in some institutions supervision is delegated to peers.

Although there is a difference in remuneration and work arrangements between cadres, there is no policy to stipulate and explain this professional differentiation. This difference stems from the way their work is structured and this should have been reflected in the locum policy if it had been in place. 

Nurses usually work on a shift basis for a 40-hour week.  Additional hours for night duty are usually given as compensatory time off.  Extra nursing time would be purchased through a locum system with fixed time schedule and the time off would be determined taking into consideration the locum time worked. This would mitigate the impact of fatigue that most managers have raised as a concern. Clinicians (Doctors, Clinical Officers and Medical Assistants) in the public sector seldom work a 40-hour week. The vast majority of clinicians providing patient care will work 60 to 80 hours per week on site. The cover demanded from them is not the same as those of the nurses. Indeed, since some of the cover hours are done sometimes off site, it is very difficult to measure work performed accurately and apply adequate controls on the time worked as a locum. This has led to the feeling that they are paid without working and that there is a high potential for abuse. If clinicians are asked to work on a 40 hour week they would fill up their hours within 3 days if it included a night call and the rest of the week days would be locum work. This number of hours and the attendant cost could not possibly be met by the institutions and would lead to worse shortage of staff than is currently experienced at present. (For example an anesthetic CO at KCH managed to clock her hours in 3 days and opted to go and do locum work in the private hospitals leaving a situation that was worse than before the locum). Therefore current locum payment based on hours worked cannot apply to clinicians. For clinicians a fixed rate per month based on the total 24 hour clinical cover of hospital proportionate to the vacancy gap would be more appropriate. This provides an exit strategy to stop locum when the number of clinicians are able to meet the roster.  This is a collective locum pay for all the clinicians at the institution or department so long as a verifiable 24 hour cover exists. Other mode of locum remuneration should be arranged for the support services that takes their unique working arrangements depending on staffing levels and service demands. There would also be need to look at the health center staff and arrange according to their unique working arrangements depending on staffing levels and service demands.   

8.2 On Enabling and Constraining Factors for implementing Locum
From the discussion above, however, there are some factors that enabled health workers to engage in the locum without any feeling of remorse. These included that some health care workers consider locum as an incentive as it acts as a top up on their salaries, especially to those who rarely have a chance to go to workshops and training. They therefore opted to do locum whenever they had the opportunity. From the group discussion with 27 health workers at Kamuzu Central Hospital, the consensus was that some health workers do locum because of the love of their work. Their willingness and compassion to help patients where necessary is taken to be in line with their ethical obligation, like a noble calling, and acts as a strong encouragement to do locum. 

There are also a number of factors which constrained the effective implementation of the locum scheme which were unveiled by the study. First, the absence of a locum policy and its accompanying clear guidelines for the smooth, consistent and uniform implementation of the locum system by all hospitals/health facilities who opt to institute and regulate the locum system. There is inadequate orientation of health managers to locum guidelines so that there is uniformity, consistency and accountability in the implementation of the locum system. The existing locum scheme is not as voluntary and transparent as it should be and staff need to be fully oriented on how the system is to operate. The system should also be as clear as possible to all locum workers. Despite the existing inadequate guidelines, the remuneration for locum worked should have been made uniform among the different health facilities (i.e. in government facilities, locum pay is different from that paid by private facilities) rendering the remuneration unattractive as an incentive. Lastly, but not least there is inadequate and unsystematic supervision of locum work and different health facilities choose different ways of supervising this work. For instance, in some facilities, supervision is done by heads of departments, in others by matrons, and yet others by other designated health managers and this renders the system ineffective and prone to abuse.
8.3
From the Selective Reviews 

It has been observed that locum was instituted largely to meet the demand for a 24 hour cover for health care services where a shortage of staff was the main problem. At a regional or international level, there is a structural context within which this prevailing problem of shortage of health workers can be explained. First, the shortage of health workers is evident in all countries of this region surrounding Malawi, albeit to varying degrees. This can only be mitigated by a number of strategies including re-engagement of retired health workers in each country and recruiting others from neighboring countries, although at the expense of worsening the situation in remitting countries. In this context, locum would only be considered as a stop gap measure while waiting for more rigorous regional policies and agreements surrounding migration.

Secondly, there is a general inadequacy of skilled health workers in these countries to provide quality health services, especially to ‘hard to staff/hard to reach’ rural or remote areas. This has led to a general decline in the quality of services in those areas. To mitigate this problem, efforts have to be made to train more skilled health workers and entice them to work in those areas through various incentive schemes, including better housing, shopping trips during week-ends, providing hardship allowances, etc. However, this too is still a long way towards resolving the problem. The introduction of locum work and its accompanying attractive locum pay to encourage health workers to work in those areas is an interim measure as more drastic and long-term reforms in each one of the countries of the region need to be in place to attract and retain health workers in those ‘hard to staff/hard to reach’ areas. 

Thirdly, the problem of skilled health personnel moving away from the health sector to other sectors, though seemingly small, is still a threat to resolving the staff shortage problem. To mitigate this threat, government has to put in place strategies such as designing adequate incentive schemes to off-set the impact of the pull factors in other sectors. Instituting locum work ‘per se’ thereby attracting health workers to work in the sector as part-time work could only be part of the solution to this problem if a more systematic locum scheme is in place.

Lastly, but not least, the growing dislike of public sector employment (which provides the bark of health care services), due to low wages and poor conditions of work, when compared with that obtaining in private sector employment is a major challenge. This has also exacerbated the staff shortage problem in the public sector. 


It is therefore incumbent upon governments of this region to implementing drastic and simultaneous organizational and structural changes to their health delivery systems, which would include having changes to their national policies on public health (including policies on the locum scheme and other incentives) and national policies on migration of health workers. Any attempts to mitigate the staff shortage problem, even with improved locum schemes, but without structural reforms would only be a short-term solution. In the long run, the improvements in the locum scheme(s) should be viewed as a complementary solution which should be accompanied by more drastic long-term HRH strategies to eliminate shortages. 

9.0
Conclusions

The mere fact that there is no adopted policy on locum means that there will be no specific vote in the budget allocated for locum work. If locum funding was linked to  vacant positions that exist, it would mean that once a vacant position has been filled the funds available for the locum would not be available anymore. With the current implementation of the emergency human resource plan this would mean that the locum allocation would gradually get smaller and smaller. After all the locum is there to mitigate shortages of staff. 

There is a danger that government will fall foul to current international progressive labour laws that have introduced much better working recommendations for health care workers including locums and it is no longer acceptable for governments to expect health care workers to provide their service (in the name of compassion for patients in need) without adequate controls and appropriate locum remuneration. The locum system, as it is now, creates a sense of entitlement on both the side, that of the employer (in this case government) and that of the employee. This has been demonstrated recently where the government felt aggrieved when the nurses stopped doing locum when locum work is not compulsory and the demand from departments that have adequate staff that they too should be allowed to do locums.

What has been learnt from the discussion of experiences of locums elsewhere and in Malawi is that locums operate well only where there are well developed and well maintained standards for locum employment arrangements; and where a data base at a central or regional/zonal repository is maintained to keep track of all shift work. Locums also operate well where employment on locum basis by individuals includes a system of systematically keeping individual locum credentials (skill profiles and qualifications) and performance history; and where standard employment contracts explicitly defining roles and responsibilities of health workers doing locum work are developed. All this increases systematic implementation of locum work and reduces competition between hospitals for staff, and allows hospitals opportunity to find suitable locum more effectively each time they need staff for locum (Skinner, C.A., et al, ‘The Challenges of Locum Working Arrangements in New South Wales Public Hospitals’, Medical Journal of Australia {MJA}, 2006: 185 {5}, p277).    

10.0
Recommendations

There is a strong need to improve the implementation of the system by engaging a small group of people or a consultancy to draw up a clear locum system policy with more elaborate implementation guidelines as a matter of urgency. The group should not try to correct the current system but set up an equitable and evidence-based locum system. This should be closely integrated with the emergency human resource plan. Orienting managers to the system, on the policy and its wider implications, is also a must. Locum for nurses should continue to be voluntary and should be integrated in the duty roaster and allow room for some resting period. Orienting staff on the system and allowing room for them to seek clarification should be made part of the planned activities on locum. Strengthening supervision to ensure that the intended objectives of locum are achieved and ensuring that abuse is curtailed must be emphasized. While the policy is being done, revision of the current pay per shift should also take priority.
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APPENDIX A

LIST OF CADRES OF RESPONDENTS INTERVIEWED

1. Medical Doctors

2. Medical Officers

3. Matrons

4. Senior Nursing Sisters

5. Clinical Officers

6. Nurses/Midwives

7. Laboratory Technicians

8. Medical Assistants

9. Nurse Technicians

10. Auxiliary Nurses

APPENDIX B
LIST OF HEALTH WORKERS INDICATED THEIR NAMES DURING LOCUM STUDY INTERVIEWS 
	 Name
	Sampled facility
	Total

	 
	Kamuzu Cantral Hospital
	St. Gabriel
	Dowa Hospital
	Nkhata-Bay Hospital
	Mangochi Hospital
	Mulanje Mission Mission
	Chintheche Hospital
	Mitundu Health Centre
	 

	
	Enock Chagamire
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	Iman
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Mitololo Ntenthaonga
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Chisomo Mulekano
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Bezeneth Kamanga
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Beatrice Katondo
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	J. Nthere
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	George Kaombe
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	A. H. Kanguwo
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	M.Mwinjiro
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Getrude Magombo
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Sichinga
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Esnat Chabwera
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Musukwa
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Bizimana
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Mphasa
	0
	0
	1
	0
	0
	0
	0
	0
	1

	 
	Mazunda
	0
	0
	0
	1
	0
	0
	0
	0
	1

	 
	Rodney Gonani
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	P.Logesa
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	Machiner Sikolo
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	Njajiri
	1
	0
	0
	0
	0
	0
	0
	0
	1

	 
	S. Kawoza
	1
	0
	0
	0
	0
	0
	0
	0
	1

	 
	L.C.
	1
	0
	0
	0
	0
	0
	0
	0
	1

	 
	Zyambo
	0
	0
	0
	1
	0
	0
	0
	0
	1

	 
	Damison Andrew
	0
	0
	0
	1
	0
	0
	0
	0
	1

	 
	Juma Kawonga
	0
	0
	0
	1
	0
	0
	0
	0
	1

	 
	Dyness Mboya
	0
	0
	0
	0
	0
	0
	1
	0
	1

	 
	E. Mambala
	0
	0
	0
	0
	0
	0
	1
	0
	1

	 
	Stopher Nyirenda
	0
	0
	0
	0
	0
	0
	1
	0
	1

	 
	M. Gondwe
	0
	0
	0
	0
	0
	0
	1
	0
	1

	 
	Mrs. M. Chunga
	0
	0
	0
	0
	0
	0
	1
	0
	1

	 
	Ruth Makalani
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	S.N. Matambo
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	Praise Kazembe
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	Melai Phiri Maganga
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	Linly Chitete
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	S.M. Gama
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	M. Kanyoza
	0
	0
	0
	0
	0
	1
	0
	0
	1

	 
	Enock Changamire
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	Fortune Kanyemba
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	W. Kamanula
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	Kwikhonje
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	Saizi
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	Mainje
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	E. Masamba
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	Mrs Technain
	0
	0
	0
	0
	1
	0
	0
	0
	1

	 
	Cynthia Nkando
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	Sichinga
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	L. Nkhonyo
	1
	0
	0
	0
	0
	0
	0
	0
	1

	 
	I. Thengolose
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	Hamilton Ligowe
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	Weston Manjomo
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	Mary Kaludzu
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	A. Ngalande
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	Regina Isaac
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	Hellen Bemba
	0
	1
	0
	0
	0
	0
	0
	0
	1

	 
	V. Kapito
	0
	0
	0
	0
	0
	0
	0
	1
	1

	 
	R. Kamboyi
	0
	0
	0
	0
	0
	0
	0
	1
	1

	 
	Mazunda
	0
	0
	0
	1
	0
	0
	0
	0
	1

	Total
	4
	9
	15
	5
	9
	10
	5
	2
	59


APPENDIX C
LIST OF DOCUMENTS PROVIDED BY MINISTRY OF HEALTH

ON LOCUM

1 Letter from Secretary for Health Ref. No. HOSWAP dated 16th December, 2005.
2 Locum Guidelines.

3 Instructions for Locum Application.

4 LETTER FROM Health Care Workers KCH, Lilongwe Complaining about the gaps in Locum System.

5 Letter from Secretary for Health, Ref. No. C2/7 dated 12th May, 2008, Revising Rates of Locum.

6 Locum Payment Request Forms.

APPANDIX D (A)
FACILITY MANAGER QUESTIONNAIRE
1.0 Coding Details

Date _____________

Zone: ____________________
District: ___________

Facility:  __________

Name of Person: ___________

2.0 Interviews:

Instructions:  Please tick or circle your answers wherever applicable.

2.1 a) What is your position? _______________________________________________


b) How long have you been at this management position?


(i) less than a year     (ii) 2-3 years   (iii) 4-5 years   (iv) 6-10 years (v) above 10 years
2.2 Do you participate in any locum work?  (please tick the applicable)

       (i) yes    (ii) no

2.3 Do you have a policy document on locums?  (please tick the applicable)

     (i) yes    (ii) no
2.4 If no to qn2.3, then how is a locum administered?
      _____________________________________________________________________

     _____________________________________________________________________

2.5 What is the total locum time the institution pays per month?


________________________________________________________________


________________________________________________________________

2.6 Please break the locum time into different cadres:

	Co
	NMT
	SRN
	LT
	Dentists
	Rs
	MOs
	MAs
	Pharm.
	Other

	
	
	
	
	
	
	
	
	
	


2.7 How much money is paid out per months for locums?


________________________________________________________________


________________________________________________________________

2.8 What cadres are involved in locum work? (Please tick where applicable) 

(i) clinical officers (ii) NMTs/ENs  (iii) SRN   (iv) Lab technician   (v) Dentists 
(vi) radiology staff (vii) MOs  (viii) MAs   (ix) Pharmacy technicians   
 (x) Others (specify) ________________________________________________

2.9 Please break the salary costs down to cadres?

	Co
	NMT
	SRN
	LT
	Dentists
	Rs
	MOs
	MAs
	Pharm.
	Other

	
	
	
	
	
	
	
	
	
	


2.10 What are the total salary costs per month for the cadres involved in locums?


________________________________________________________________

2.11 How far in advance is locum time planned?


__________________________________________________________________

2.12 Are you able to find locum for emergency shortages? (Please tick the applicable)

   (i)  yes    (ii) no

2.13 What is the absenteeism rate in this hospital for cadres involved in locums?


________________________________________________________________

2.14 Which department requires locums most?


________________________________________________________________


________________________________________________________________

2.15 Is there a difference in locum payment between cadres? (tick the applicable)

(i)  yes    (ii) n0

2.16 If yes to qn2.15 what is the difference? (specify cadres) ______________________

______________________________________________________________________

2.17 Who supervises locum work? 

(i) registered nurse   (ii) hospital administrator (iii) Others (specify) _________________

2.18 Who signs that locum work has been done? ______________________________

2.19 Is there a locum register? (please tick the applicable)

(i) yes      (ii) no

14.1 If yes to qn2.19, where is it kept? (Please check its availability) _______________

2.20 If no to qn2.19, how does administration confirm that work has been done?

_____________________________________________________________________

_____________________________________________________________________

2.21 Are you happy with the locum system as is now? __________________________

_____________________________________________________________________

2.22 What would you like improved on the locum system? _______________________

______________________________________________________________________

2.23 Do you consider a locum system an incentive for employees working in this hospital? (Please tick what is applicable)

(i)  yes    (ii)  no,  

2.24 If yes to qn2.23, please describe how a locum system is an incentive.

______________________________________________________________________

______________________________________________________________________
2.25 What effect does the locum system have on the delivery of health care?


_______________________________________________________________


_______________________________________________________________

2.26 Are you aware of a locum system else where that is different from the one here?

 (please tick the applicable)

(i) yes    (ii) no
2.30 If yes to qn2.26, please state the difference?

2.31 Do you compete with private hospitals on locum time? (please tick what is applicable)

(i) yes    (ii)no

2.34 Are you aware how much private hospitals are paying for locums?

 (please tick the applicable)

(i)yes    (ii)no

2.35 What is the requirement and present situation per carder in terms of numbers?

	
	Co
	NMT
	SRN
	LT
	Dentists
	Rs
	MOs
	MAs
	Pharm.
	Other

	Establishment
	
	
	
	
	
	
	
	
	
	

	Available
	
	
	
	
	
	
	
	
	
	






 Thank you! 
APPENDIX D (B)

HEALTH WORKER QUESTIONNAIRE
1.0 Coding Details

Date _____________

Zone: ____________________
District: ___________

Facility:  __________

Name of Person: ___________

2.0 Interviews:

Instructions:  Please tick or circle your answers wherever applicable.

2.1 a) What is your position? _______________________________________________


b) How long have you been at this management position?


(i) less than a year     (ii) 2-3 years   (iii) 4-5 years   (iv) 6-10 years (v) above 10 years
2.2 What department do you work in? _______________________________________
2.3 Do you participate in any locum work?  (please tick the applicable)

       (i) yes    (ii) no

2.4 If yes to qn3.0, how many days on average per month do you do locums?

     (please tick the applicable)
     (i) less than 2  (ii) 3-5    (iii) 6-8     (iv) 9-10    (v) above 10

2.5 If yes to qn2.3, for most of the times you participated in locum work, did you choose

      to do locum work or you were asked to do it?     (Please tick the applicable)

     (i)  chose    (ii) was asked
2.6 What was the longest time that you were continuously on duty including locums?    (i) 1day (ii)2 days    (iii) 3-5 days    (iv) above
2.7 Have you ever volunteered for a locum and you were refused? 

      (tick the appropriate?

    (i) yes /refused    (ii) no (never been refused)

2.8 If yes to qn2.7, what were the circumstances that led to that refusal? 
      (please tick  all applicable)

(i) Inadequate skill  (ii) physical/health problem  (iii) high demand and pressure within the department  (iv) personal and work relationship problem  (v) due to payment arrears (vi) others (specify) ____________________________________________
2.9 What would you like to see changed about locums here? (Please tick the applicable)

 (i) Allowance for locum work increased   (ii) shifts organised for less hours  (iii) more supervision (iv) adequate scrutiny for staff (v) Others (specify) ___________________
2.10 How are locum shifts assigned? (please tick the applicable)

(i) Dependent on the work demand (ii) staff availability 
(iii) Others (specify) ____________________________________________________

2.11 How much are you paid for the locum work?
	For week day shift
	MK…………….

	            For week night shift
	MK…………….

	            For public holiday
	MK…………….

	           For  weekend day
	MK…………….

	           For weekend night
	MK…………….


2.12 How would you describe your happiness with pay at locum? (please tick the applicable)   (i) very poor  (ii) bad  (iii) good (iv) very good (v) excellent

2.13 How is locum time calculated? (please tick the applicable)
(i) per shift (ii) per hour   (iii) others (specify)

2.14 Is there a difference in locum time between cadres? (please tick the applicable)
(i) yes        (ii) no
2.15 12 If yes to qn2.14, what is the difference? ____________________________

__________________________________________________________________

2.16 Is there a difference in locum payment between cadres? (Please tick the applicable)   (i) yes    (ii) no    

2.17 If yes to qn2.16, what is the difference? ________________________________

___________________________________________________________________

2.18 Who supervises locum work?
(i) registered nurse   (ii) hospital administrator (iii) Others (specify) ______________

___________________________________________________________________

2.19 Who signs that locum work has been done? ___________________________

___________________________________________________________________

2.20 Is there a locum register? (please tick the applicable) 

(i) yes      (ii) no
2.21 If yes to qn2.20, where is it kept? (please check its availability) _________

___________________________________________________________________

2.22 If no to qn2.20, how does administration confirm that work has been done? 

___________________________________________________________________

___________________________________________________________________

2.23 Is there a policy that governs the locum system? (please tick the applicable)

(i) yes (ii) no

2.24 If yes to qn2.23, are you familiar with it? (please tick the applicable)
(i) yes    (ii) no
2.25 How much money do you make on average from the locum per month? 

(please tick the applicable)

(i) less than MK5000   (ii) MK5001-MK10000  (iii) MK10001-MK15000 (iv) MK15001-MK20000 

(v) MK20001-MK25000 (vi) above MK25000

2.26 What percentage of your salary is the money you get from locum?

(i) less than 25%    (ii) 26-50% (iii) 51-75%  (v) 76-100%  (vi) above 100%

2.27 Do you consider a locum system an incentive for employees working in this hospital?

 (i) yes    (ii) no

2.28 If yes in qn2.27, please describe how you rate the incentive. (please tick the applicable).

(i) very poor (ii) bad  (iii) satisfaction (iv) very good   (v) excellent

2.30 Please give the reasons for your answer in qn2.28: ___________________

_________________________________________________________________

2.31 What effect does the locum system have on the delivery of health care?

_________________________________________________________________

_________________________________________________________________

2.32 How can the effect  in qn2.31be maintained and/or improved? ____________

__________________________________________________________________

2.33 Are you aware of a locum system else where that is different from the one here? 

(please tick the applicable) (i) yes   (ii) no

2.34 If yes to qn2.33 what is the difference?
2.35 Do you do locum work with private hospitals ? (Please tick the applicable)

(i) yes    (ii) no
2.36 What type of locum work do you do in the private hospitals? _______________

___________________________________________________________________

2.37 What do you understand by locum work? ______________________________

___________________________________________________________________

___________________________________________________________________

2.28 Please make any comment you may have. _____________________________

___________________________________________________________________

___________________________________________________________________

___________________________________________________________________


Thank you!






















