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RA had exchanged emails with CG concerning the anesthesia project and RA invited CG to the inception workshop which took place on the 13th of October.  CG made himself available from Blantyre to Lilongwe for the inception workshop. During the inception workshop JS, RA and CG interacted over lunch and they agreed to visit the project site in Blantyre. Emails were exchanged between RS and CG to confirm about the trip to Blantyre.
On the 21st of October RA and KM went to Queen Elizabeth Central Hospital to meet CG as per agreement. The meeting was scheduled to start at 9am but unfortunately CG had a makeup class that ended at 9:30. RA and KM arrived before 9 but had to wait for CG to finish with the makeup. At exactly 9:30 the meeting started and this was how it was transpired.

RA:  How big is this hospital, can you tells us more about this hospital?

CG:  They are 1,500 beds but they are not enough because most services are specialized since we receive patients from across the country who wants various services i.e. neural, pediatric, surgical specialist and plastic surgery. So as you can see, we do offer a lot here, in Zomba district hospital they only have 2 medical specialist and 2 gynecologists but it has the highest population.
RA: For how long have you been training students in anesthesia?

CG: Since 1997 but the actual anesthesia started in 1998.Before 1998 there was one program run by Danish and they saw a gap that there was no anesthesia training since anesthesia was being trained by surgeon. Before here, I was at Thyolo district hospital where there was no anesthesia and they were also few clinicians to do the anesthesia and surgery.
I have been training people from 1997 till 2001 then I left to join Queen Elizabeth Central Hospital. We noticed that the ministry of health was dealing with mission and village hospitals and that a lot of nurses in central hospital left for United Kingdom, and it was a good idea for me to join this hospital because they had few medical surgeons.
I have been negotiating with the government to allow more medical personnel to do anesthesia on job training, because if only few individuals are trained it is not possible to reduce maternal mortality because anesthesia is quite more wanted to maternity ward compared to other wards. For instance Dedza district hospital cannot handle emergencies  like more than 10 at a time yet it is the busiest hospital since they receive a lot of casualties from various accidents since it is accident prone area and they also receive a lot of patients since it is bordered with Mozambique. At one point there was an accident where a lot of people were injured and Dedza failed to resuscitate the patients and they were referred to Kamuzu Central Hospital in Lilongwe whereby they were packed in a lorry without even a van and Kamuzu Central was already for the patients only to be disappointed that only 2 had arrived alive the rest died in transit. I negotiated with government to do anesthesia and we targeted hospitals with high mortality rate like Zomba, Ntcheu, Machinga, Mzuzu, Chikhwawa and Mangochi. I was thinking of spending sometime in this districts and equip them with anesthesia skills because they are a lot of patients serious ones that die in transit or right at the hospital because of lack of resuscitation , for instance if the patient has to be transferred from home to the health facility or referred from a small hospital to a big hospital he / she has to be transferred by ambulance where by the patients are not stabilized before transfer , there is no equipment hence no chairs in the ambulance and no nurse to accompany the patient, it’s just a discomfort place but they still travel because they do not have a choice.
As much as we do not have enough equipment and experts in anesthesia we also have a problem of lack of seriousness among the medical personnel, I happen to train clinicians and doctors at a number of hospitals in Kasungu and Chikhwawa and donate some equipment but they have not yet started anesthesia of which is sad having made an effort to support them. Dedza has improved tremendously after training them and they no longer send casualties to central district thereby cutting down the cost of fuel for transportation, and it is also cheaper for patients and guardians since it is expensive for the patients side when they are transferred to a hospital outside locality and for last year they only experienced one maternal death. 
RA: Who are the funders of this project? 
CG: Initially it was me helping out from my pocket then Josephine Thorpa, Scottish but she is retired. Used to come to Malawi to visit Malawi Scotland anesthesia project before we got the funding and  she present an idea that Scotland  has a lot of equipment that had been thrown away and that it can be useful to Malawi and she started sending the equipment. I also have a friend in South Africa and Botswana they do send free suction machine, drivers and resuscitation materials for children as well as adults. Queen Elizabeth hospital contributed the oxygen machine and some of the concentrators. 
Dutch organization is building 5 HDUs (I do not know the abbreviation of High Dependency Unit) in the country, one in Ntcheu, one in Salima and 3 other to be extended to other hospitals with high mortality rate. The HDU has a training package. The Scottish colleagues have helped me to include clinical care in anesthesia, for instance three weeks ago I was invited at Mlambe hospital to train medical practitioners on HDU.

Some hospitals said they have killed a lot of patients since they did not know what to do or how to resuscitate but they have improved after being trained. In training institutions like Kamuzu College of Nursing, College of Medicine students are not trained on emergency care and they do not even know how to resuscitate the patients so I have a huge task to talk to all nursing and medical colleges as well as the ministry of health and education if they could include emergency care in their curriculum. In Malawi some companies have at least a clinic and ambulance for casualties in case of emergence, we going in a right direction in terms of clinical care though it is slow.  Like I said that it is not only about the training but also the equipment, equipment need to be maintained and sustained. JICA is interested in equipment and he has been donating some equipment all along. 

RA: Who are the partners?

CG: Catriona Connolly of Malawi Scotland Anesthesia Project, she has been my mentor and trainer
RA: Do you have supporting staff?

CG: yes we have 3 other people employed by the government working in this hospital, they do help me in handling tutorials they have busy schedule but they are reliable. At the moment we working with College of Medicine and Malawi college of Health Sciences, they do help up with emergence care since we have only one anesthesia trainer that is me and one student in the ward and it works just perfectly since we have so many theatres and good collaboration between Queen Elizabeth staff and students.
We have a huge challenge since they are few anesthesia experts against 13 wards and a number of students so to train students and handle emergency care it is a lot of work and some supporting stuffs need money since they are being overwhelmed. We may also have close to 3 students working to handle all emergencies with staff but they get tired since they are just few.

Queen Elizabeth receive over 10,000 emergency cases per year and obstetric has only 3 wards, we want to maximize that some of the cases need to be done by students in order for them to be well equipped with knowledge. This course is competent based and if the student doesn’t not pass, she or has to repeat and it is not only theory but also practical part of it. We were supposed to have 5 anesthesia experts per district but we only have 2 because others have failed.   
RA: Want to learn more on Malawi Scotland Anesthesia Project and how many other organizations are they working in Queen Elizabeth Central Hospital.
CG:  It started from obstetric operation and death that we had in 2001. We discovered that 2% of deaths were all operational deliveries and they were due to lack of clinical care, resuscitation. In 2005 Scottish got a charitable organization in Malawi Scotland Anesthesia Project (MASAP) to train people to improve the situation since we do not have a lot of people trained in anesthesia.

We started in 2006 but the first course was in 2007 and it is done annually, we had a break because when MASAP asked for funds they were told to work on obstetric care and according to the amount of money allocated to us it was not enough. 
We were given 241000 pounds to improve maternal and child health and reduce maternal and neonatal death by June 2014.  I had a meeting with Fannie Kachale of reproductive health unit and we suggested starting with Salima because they didn’t have an HDU. The training was targeting everybody at the health facilities including telephone operators, guards  sensitizes everybody in a district the importance of obstetric  emergence in terms of resuscitation and  care and how they should handle patients upon arrival before they meet any medical personnel. The first phase of the training was in English and it targeted nurses and clinicians while the second phase was in Chichewa and it was for all supporting staff.
MaiKhanda also did a training to reduce maternal and neonatal deaths   in Kasungu and Salima, we do collaborate with other implementers to avoid duplication, MaiKhanda have trainers in neonatal resuscitation only  so we saw that gap and thought of providing training on resuscitation of both the mother and child with the help of  AMREF( I do not know what it means but it is an NGO in Kenya  through a certain Kenyan university that conduct trainings in various fields such as health, management and leadership, here in Malawi it is in Salima and Mangochi
We do also train supervisors in order to sustain the training, I can boldly say that Salima has its own training faculty because they have skills to stabilize and resuscitate the mother and child compared to other districts. Salima can do it on their own they just need a little support and supervision because everybody including supporting staff know how to handle emergencies. In Mangochi the project also started last year after being successful in Salima, we wanted to work hand in hand with a certain NGO support by SSDI to avoid duplication, I took an initiative to meet the coordinator and liaise if we could work together but though they have money they were not willing to provide physical support. Mangochi is also showing excellent results and people have seen importance of having high dependence unit.
RA: After being successful in Salima what criteria did you use to select Mangochi as the next project site.

CG: We considered the following factors:

 Mangochi is a big district and it boarders Mozambique and It is highly populated hence also has highest maternal and neonatal deaths. It is dominated by one tribe (Yao) and they allow a lot of traditional health practices and the gals in this area marry at a very tender age and have a lot of teenage pregnancies and these fuels the maternal and neonatal deaths.
Mangochi also has bad roads and to take a patient in an empty ambulance without care triggers deaths. They are a lot of NGOs in Mangochi although some pulled out and there is this other NGO called welcoming trust they are training personnel but they haven’t done the capacity building on supervision.

Mangochi has high maternal death because of the population and they are a lot of immigrants. Mothers are dying because of lack of resuscitation skills and that people in the facilities are not working as a team. Obstetric courses have reduced maternal mortality rate in Mangochi, and in Salima it was even before obstetric and we hopeful that we will increase the percentages of saving mothers and children.
Evaluation 

· We not doing well because we are only looking at maternal and neonatal death as a tool we have not concentrated much on other tools.

· MaiKhanda has helped us a lot because when they go in the hospitals where we have had training they do ask if they did had trainings from us and evaluate them in terms of appraisals to look at the quality of the training and this is enforcing our training progress and effectiveness.

· There is a lot of emphasis on babies not mothers of which there is a huge gap and if we can focus much on the baby than the mother when the mother dies it is difficult for guardians to carter for a new born there is a lot of work involved.

· There are only two organizations in Mangochi doing obstetric care trainings against its population and cases of maternal deaths and it is difficult to reach out all with limited resources.

RA: what do you of this project if funds end next year?

CG: We have impacted the individuals with knowledge and we have provided the materials and we quite sure that they will continue hence they have the ownership.

RA:  Is there anything in pipeline?

CG: Yes we do work with the Reproductive Health Unit who advises where to go since they have all the information about all the health facility and if it phase we are going to sell the idea to other non- governmental organization to continue with idea.

RA: Thank you very much for your time

CG: You are welcome

Overall impression

· CG is very passionate about his work and he does not rely much on the funds he does reach out people with his personal resources just to save live, an element that is not common is a lot of medical personal, some of them are money oriented.
· The project does not have enough funding compared to facilities to be reached out but he has tried his level best to outsource in order to reach out many.

· CG was so welcoming and friendly he made us comfortable.

· He is a good speaker and he knows how to deliver the materials, his project is very technical but for somebody like me without medical background I was able to grasp a lot of things.

