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Introduction
Malawi has a severe shortage of quality ear and hearing ser-
vices1. Even when such services are available, utilisation re-
mains poor2,3.We present a task sharing model that has been 
successfully introduced in Malawi to improve access to au-
diology and ENT services to overcome the shortage of spe-
cialist care and propose it as a model to be used elsewhere in 
developing countries.

Malawi has an extensive and comprehensive health in-
frastructure consisting of Village Clinics, Health Centres, 
and District and Central Hospitals linked through a referral 
system. Despite this good infrastructure, Malawi has a severe 
shortage of health workers of all types, making it difficult to 
provide care to the population, especially in rural areas. Al-
most 80% of all specialist positions are unfilled, and the Min-
istry of Health (MOH) is aware that it will not be possible to 
meet its targets to improve the quality of healthcare if it con-
tinues with its current recruitment and training strategies. 
Consequently, there is a vital need to adopt novel approaches 
to training of health personnel to meet the Essential Health 
Package (EHP) goals of the Malawi Ministry of Health4.The 
EHP aims to improve access to quality health care for every 
Malawian at his/her first contact with the healthcare system. 
The greatest present barrier to this is the critical shortage of 
human resources for health, which has contributed enor-

mously to increased pressure on the health delivery system.
With only two resident otolaryngologists for its popula-

tion of 19m, Malawi has introducedseveral initiatives to im-
prove access to ear and hearing services for its extremely un-
derserviced population. One such initiative is tasksharingi.e. 
clinical servicesthat would normally be provided by doctors, 
ENT specialists and audiologists, now delivered by Health 
Surveillance Assistants (HSAs, Malawi’s Community Health 
Workers) and mid-cadre healthworkers including Ear Nose 
and Throat (ENT) Clinical Officers, and Audiology Clinical 
Officers.

Health Surveillance Assistants
HSAs provide health services at community level, and work 
in health posts, dispensaries, village clinics, and maternity 
clinics. Each HSA serves a catchment population of 1,000 
people. Malawi currently has 7,932 HSAs supported by 1,282 
Senior HSAs5.HSAs mainly provide promotive and preven-
tive healthcare through door-to-door visitations, village and 
outreach clinics and mobile clinics.

Mulwafu et al previously reported in 2015 about the task 
sharing work of 29 HSAs, all trained by the 1st author (WM) 
using the WHO Basic and Intermediate Training Modules on 
Primary Ear and Hearing Care6.This training was found to be 
effective in terms of improving HSAs’ knowledge of ear and 
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hearing care and formed part of a Key Informant Method 
(KIM) population-based study conducted in the Thyolo dis-
trict to assess the prevalence and causes of hearing impair-
ment (KIM Hearing study). 

HSAs work in their communities to identify people with 
ear and hearing conditions. They are salaried,formal em-
ployees of the Environmental Health Department within the 
MOH. The Environmental Health Department has different 
cadres of staff, from management (District Environmental 
Health Officer, DEHO) to environmental health officers 
(EHOs) at supervisory and programme levels. Although 
Assistant Environmental Health Officers formally supervise 
the HSAs, more experienced Senior HSAs, also called HSA 
supervisors, provide most of the direct supervision to HSAs.

Clinical officers
General clinical officers undergo 3-years’ training after leav-
ing high school and are awarded a Diploma in Clinical Med-
icine. Following completion of training, they deliver medical 
services at a secondary healthcare level e.g. most caesarean 
sections at district hospitals are done by clinical officers. The 
delivery of clinical services in Malawi is heavily dependent 
on clinical officers who play a central role at every level of 
medical facility, from Health Centres to Central Hospitals. 
Some clinical officers are upgraded to subspecialties like 
ENT, Ophthalmology, Orthopaedics and Anaesthesia.

Ear Nose and Throat (ENT) and Audiology 
Clinical Officers
ENT & Audiology clinical officers provide excellent support 
for government efforts to develop human capital to deliver 
its EHP. The training programme was introduced by the 1st 
author (WM) in 2010toexpand the otolaryngology health 
workforce in a relatively short period, as, even were a large 
number lot of ENT surgeons to be trained, it was consid-
ered unlikely that many would work in district hospitals and 
serve rural communities.
These clinical officers receive 18 months’ training in addition 
to 2-years’ training as Medical Assistants and are awarded a 
Diploma in ENT and Audiology. The introduction of the clin-
ical officer training programme was preceded by four essen-
tial steps i.e. convening a curriculum conference in July 2010 
to develop a curriculum; approval by the host clinical officer 
training institution (Malawi College of Health Sciences); ap-
proval by the Ministry of Health; and approval by the Medi-
cal Council of Malawi in November 2010. Training modules 
for the diploma course in ENT and Clinical Audiology had 
to be written and included basic principles and procedures 
of ENT patient care, ENT pharmacotherapeutics, ENT con-
ditions and diseases, clinical audiology, ENT surgery and 
community ENT7.
Twenty-seven ENT Clinical Officers and four audiology of-
ficers have been trained to date to deliver ear and hearing 
services at district and central hospitals and to help improve 
access to services. They are salaried formal employees of the 
Clinical Directorate of the MOH, and are deployed in district 
(secondary) hospitals, with some deployed at central (tertia-
ry) hospitals(Figure 1).The ENT Clinical Officers are expect-
ed to be equipped at least with an otoscope and a headlight, 
although even this basic equipment can be difficult to obtain. 
Even though the effectiveness of ENT Clinical Officers has 
not been formally assessed, other studies have shown that 
Clinical Officers who perform the bulk of emergency obstet-
ric operations at district hospitals in Malawi have compara-
ble postoperative outcomes to those of medical officers8.

Task sharing endoscopic otologic surgery
It is impossible for 2 ENT surgeons in a country with 17mil-
lion people to attend to even a fraction of patients with clin-
ically significant perforated tympanic membranes. Endo-
scopic myringoplasty is however well suited to be done by 
clinical officers, as diagnosis and clinical decision-making 

Table 1. Cadre which operated on patients undergoing 
endoscopic myringoplasty at QECH

Surgeon Ears, n (%)

ENT Clinical Officer 60 (72%)

Medical Officer 5 (6%)

Assisted by Consultant 14 (17%)

Consultant only 4 (5%)

Total 83

Figure 1. District and central hospitals cur-
rently with qualified ENT Clinical Officers
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are straightforward, the indications for surgery being recur-
rent otorrhoea and/or conductive hearing loss. An endo-
scope costs a fraction of an operating microscope, is easily 
transportable and hence can be used in ear surgery camps 
conducted in remote places, and the camera stack can be 
shared with other disciplines such as general and orthopae-
dic surgery and gynaecology. Some Malawian ENT clinical 
officers have therefore been formally trained to do endo-
scopic myringoplasties to restore hearing. They were trained 
during an “ENT week”with the assistance of visiting ENT 
surgeons from Bradford and Leicester in November 2016 
and they continued to receive on-going supervision from the 
first author

Outcomes of endoscopic myringoplasty 
by clinical officers
A prospective cohort of 83 patients underwent endoscopic 
myringoplasty at Queen Elizabeth Central Hospital (QECH) 
in Blantyre, Malawi between March 2017 and  February 
2018. Patients were consecutively included in the study. The 
mean age of patients was 24 years (SD=13.9) and ages ranged 
between 8 and 65 years. There were 43 females (52%) and 40 
males (48%).Table 1 summarises who performed the surgery.

Tragal cartilage-perichondrium was used in all cases, 
and the surgery was done under general anaesthesia (Fig-
ure 2).The results of endoscopic myringoplasty, reflected in 
terms of closure of the perforation, are summarised in Table 
2.

Even though some patients were lost to follow-up, the 
results at 6 weeks and 3 months, both overall and by the 
clinical officers, compare favourably with that reported in 
the literature. The Royal College of Surgeons suggested that 
a success rate of 65% should be expected9, and a study in 
2002 reported a success rate that ranged between 74% (small 
perforations) and 56% (large perforations) among British 
surgeons10. Success rates for closure of tympanic membrane 
perforations were reported in two separate studies as 78 % 11 
and 71% 12 at the Groote Schuur teaching hospital in Cape 
Town. The QECH results clearly demonstrate that with ap-
propriate training, endoscopic myringoplasty can be suc-
cessfully performed by mid-level health workers in develop-
ing countries. The study had some limitations. The follow-up 
period was generally short (3 months). This is an on-going 
study so we expect longer follow-up period in our cohort of 
patients. The majority of the studies on endoscopic myrin-
goplasty have followed up patients for ranging between 6 
months and  1 year13,14,15

Recommendations
Based on the Malawian strategies and experience to over-
come extreme shortages of trained healthcare practitioners, 
we recommend that developing countries with skills short-
ages should embrace task sharing with mid-level health 
workers assuming roles traditionally reserved for medical 
doctors, audiologists and otolaryngologists, including en-
doscopic myringoplasties, to improve access to hearing care 
services.
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