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Abstract

in-depth interviews with health care staff members.

Background: To explore factors that motivate members of staff at Adventist health facilities in Malawi to maximize
their potential for work and improve their welfare. This was a qualitative study that utilized group discussions and

Methods: Four group discussions with health care workers and support staff were conducted.

Results: Both motivating and demotivating factors were found. The motivating factors were spiritual nourishment
of the institutions and working conditions with long term benefits for individuals and their families. The
demotivating factors were unfair treatment without respect to staff by management. Specific areas like working
condition, housing, allowances, training, communication, and personal support were highlighted as some of the
factors that poorly motivated staff to stay at the health facility Further, issues related to the loose of purpose, where
Christian values were seen to be deteriorating were observed to be undermining mission of the institutions.

Conclusions: Staff motivation is vital in any working condition in as far as good performance at the work
environment is concerned. Poor working conditions have not been exceptions among the Adventist health
institutions. Based on these findings, the study recommended that conditions of services for the Adventist health
facilities need to be revised and implemented accordingly; training of staff for further facility development to be

intensified, communication between management and health care staff through scheduled routine meetings need
to be strengthened. Spiritual nourishment through staff interaction with church officials and pastors should always
be considered. A further study is needed to look at the community perceptions towards the services offered in the

Adventist health facilities.
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Background

In many poor resource settings, health facilities face mul-
tiple challenges in order to provide quality care. Resources
are of different nature ranging from economic, infras-
tructure, consumables as well as humans among others.
Human capital is one of the most important resources an
institution can have. From the time immemorial until the
turn of the century, organizations of different capacities
have been investing in human resources as one way of
sustaining the existence of their operations. In the studies
done before, it was found that training of the personnel in
any given organization has a long-term impact [1]. The
investment of human resources is done in different ways;
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short term or long-term trainings in whatever form has
proved to be expensive but rewarding. Even though differ-
ent forms of trainings are offered to members of staff of
different cadres in an organization, the actual full transla-
tion of knowledge and skills into practice remains ques-
tionable in certain circumstances. This is dependent on
the individuals who participate in such trainings as the
common saying goes that “you can take a camel to the
river but you can never force it to drink water”.
Motivation has been defined as the driving force by
which humans achieve their goals. Motivation is said to be
intrinsic or extrinsic [2]. According to various theories,
motivation may be rooted in a basic need to minimize
physical pain and maximize pleasure in the form of suc-
cess in whatever kind. Motivation may include specific
needs such as eating and resting, or a desired object, goal,
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state of being, ideal, or it may be attributed to less-apparent
reasons such as altruism, selfishness, morality, or avoiding
mortality. As institutions have missions and visions, indi-
viduals too do have purpose for their existence and work or
look towards self actualization. In this case we may deduce
that factors that trigger motivation may be abstract or
concrete. Despite rural health services being situated and
integrated within communities in which people work and
live, the complex interaction of the social environment on
health workers’ motivation and performance in low and
middle income countries has been neglected in research.
Razee et al., [3], identified the key social factors impacting
on health workers’ motivation and performance to be the
local community context, gender roles and family related
issues, safety and security, health beliefs and attitudes of
patients and community members. They further identified
the importance of strong supportive communities and
working environment on health worker motivation. Mo-
tivation is influenced by both financial and non-financial
incentives. The main motivating factors for health workers
were appreciation by managers, colleagues and the com-
munity, a stable job and income and training. The main
discouraging factors were related to low salaries and diffi-
cult working conditions.

Motivation goes along side with human welfare and
these two concepts move hand in hand and at times they
are inseparable. This is because one who is positively
motivated tends to work hard towards achieving his/her
goals and consequently enjoys what is known as human/
staff welfare. Employee welfare is defined as “efforts to
make life worth living for workmen”. These efforts have
their origin either in some statute formed by the state or
in some local custom or in collective agreement or in the
employer’s own initiative [4].

Where members of staff are less motivated, perform-
ance of their work goes down and usually the quality of
services is compromised. Should it be an organization,
then its viability remains questionable. It is therefore,
important to find out what can be done to improve the
overall interest of members of staff so as to promote
staff welfare and improve performance. Studies have
shown that when employees are motivated adequately,
their performance increases and consequently production
is as well positively increased [5,6]. General job satisfac-
tion, general job happiness, satisfaction with salary and
promotion, institution, educational background, and age
of nurses’ youngest child were proved to be significant
predictors of nurses’ intention to quit. In addition to this,
Clinicians and clinic researchers can be guided by sug-
gestions and insights from this study that organizational,
motivation, and sociodemographic factors contribute to
nurses’ intention to quit.

This study aims at exploring factors that influence
motivation of staff at Adventist health facilities in Malawi
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to maximize their potential for work and improve
their welfare. It is hoped that if members of staff are
motivated to work and their welfare is taken care of
then quality service delivery would be delivered to the
patients.

Methods

This was an operational research which utilized qualitative
methods using group discussions and in-depth interviews.
The researcher is a director for all the health facilities
which are owned by the Seventh Day Adventist Church in
Malawi and is based at the head quarters of the Church.
He has a responsibility of ensuring that the health facilities
are well managed and the general health status of the
members within the church and beyond is well looked
after. The Seventh Day Adventist (SDA) Church in Malawi
offers various services in the country ranging from edu-
cation, humanitarian services, publishing, health as well as
spiritual nourishment as a primary goal.

Study area

Malawi Union (MU) of SDA Church headquarters is
based in Blantyre with a total of 32 staff members. Of
these, 11 are females and the rest are males. The SDA
church health systems operate in the country in accord-
ance with the Malawi Government’s health facilities oper-
ating systems. The SDA health facilities complements
what Malawi Government tries to achieve in matters relat-
ing to the nation’s health delivery services. However, as
faith based institution, the health facilities are grouped
together with the rest of the health facilities and they all
belong to a non-Governmental body called Christian
Health Association of Malawi (CHAM) which together of-
fers 40% of the health care in Malawi. The Government
and Non Governmental Organizations (NGOs) deliver
health care in Malawi. Among the NGOs, faith based in-
stitutions ran health facilities but are subsidized by the
Government. This study was performed in the following
four main health facilities which are under Malawi Union
of SDA Church; Malamulo hospital and Adventist Health
Services (AHS) which has 17 clinics spread across the
country. These two facilities have no membership to
CHAM where as Adventist Health Centre — Lilongwe
(AHC-L) and Blantyre Adventist Hospital (BAH) solely
operate on private basis and do not get subsidy from
Malawi Government.

These health facilities are scattered all over Malawi in
different regions. These facilities have a total of 675
employees and of these, 553 are Seventh-day Adventists.
Employment within the Adventist health facilities is
open to all regardless of religion, gender, ethnicity or any
background. Below is the brief description of the specific
health facilities that were studied;
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1. Malamulo mission hospital and Adventist Health
Services serve rural population. Malamulo is located
in the rural southern region of Malawi, 65 km south
east of Blantyre City in Thyolo District. The hospital
has 15 mobile sites with 2 health centres and
collaborates with other NGOs. It is one of the
teaching institutions in the country for allied health
workers and has 300 beds. Malamulo hospital serves
an estimated rural population of 70,000 whereas
Adventist Health Services with 17 satellite clinics
across Malawi has a catchment population of over
150,000. Malawi Government through the Christian
Health Association of Malawi (CHAM) is funding
both entities on the part of salaries for the staff but
to a larger extent, Both facilities are self supporting
through the clinics and revenues realized from
patients’ fees is used for operations, purchasing
medicines and equipment among others. Shortage of
manpower, inadequate maintenance of facility
structures and failure to recover operational costs
from the respective service level agreement (SLA)
with DHOs on time to run the activities are some of
the challenges Malamulo and AHS are facing.
However, with donor support clinic expansion has
been commenced. The seasonal variations and
shortage of manpower among the contributing
factors affect the facilities’ patients” uptake and
income.

2. Blantyre Adventist Hospital (BAH) and Lilongwe
Adventist Health Centre (AHC-L) are based in the
commercial City of Blantyre and Lilongwe —
Malawi’s capital city respectively. These facilities
operate on private basis and were both initially
established under the influence of Malamulo
hospital basis in order to generate revenue base to
help Malamulo and the rural satellite clinics cover
the operating costs. This was because majority of
patients accessing services at Malamulo and the
rural clinics were not able to meet the cost of the
services delivered to them. BAH has 36 bed capacity
with urban population of 50,000 whereas AHC-L
has at the moment 15 beds with a catchment popu-
lation of 20,000. Both of these facilities continue to
achieve progress in service delivery mission at very
competitive levels with the rest of the reputable
health facilities in the two cities.

Sampling of informants

The informants were purposively selected based on the
theoretical assumption that there were variations and range
of understanding on different areas. The participants were
selected based on their roles, experiences, years of service
in the institution and with different age groups too. The
selection of the participants was facilitated by the heads of
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the institutions and each participant was given a choice to
either participate or not.

Data collection

A total of 4 discussion groups were done with 29 partici-
pants grouped by gender, age and occupation. At least
one member from each section of the health facility
participated in the discussions. Of the 29 participants,
19 were males and 10 were females with the mean age
of 38.5 years. Twenty were married and nine were singles.
The participants’ number of children ranged from 1 to 7
with an average socio-economic status. The religious
affiliations ranged from Christians, Moslems and none
but majority were Adventists. The participants’ education
ranged from primary to tertiary school levels. An inter-
view guide was used during the discussions and covered
topics such as interpersonal relations, workers’ satis-
faction, internal controls, motivation and improvement of
staff welfare (Table 1).

The exercise was conducted from January — September
2011. Appointments to get permission to conduct the
function were done through the heads of the facilities.
Upon reaching the facility, the research team comprising
of Malawi Union Health Director (the first author) and
the Health Director for the region in which the facility is
located commonly referred to as field or conference met
the management team for the facility. The research team
briefed the management the purpose of the visit and how
to go through the procedure. The participants were told
that a preliminary report would be given to the manage-
ment team or head of their institution just before the
researchers left their institution. The management team
was told that final report would be given to them after the
whole exercise and this too was agreed by both sides. All
the selected and agreed participants and the researchers
convened the meeting in the staff room. Participants were
free to participate or not as their rights were respected.
Here, the discussions were conducted in an open conver-
sation. Three participants did not participate in the inter-
views due to their personal reasons.

The process was carried out in the following ways; the
participants were gathered in the staff room. The resear-
chers introduced the subject for discussion starting with
the introductions, objectives, areas to be discussed and
asked the participants to participate freely in the discus-
sions. A time keeper, an observer and somebody to take
the notes were also present. Thereafter a preliminary re-
port of findings to the management team was given.

Participants anonymously agreed to start the discussions
and end with prayers. The discussions were conducted in
the morning as arranged by the heads of the facilities after
discussing with the participants. Refreshments in the form
of soft drinks and snacks were served at the expense of
the field or conference responsible. The discussions lasted
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Table 1 Number of health facilities visited
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Discussion groups Type of staff Facility Participants Average age
1. H/workers & support staff 1 8 39
2. H/workers & support staff 2 6 36
3. H/workers & support staff 3 7 38
4. H/workers & support staff 4 8 41

Note: Health workers comprised of nurses, clinicians, laboratory technicians and radiographers. Support staff comprised of cleaners, ward attendants/nursing assistants

and ground workers.

from 90 to 120 minutes after seeing that no more new
information emerged.

Data analysis

Data were analyzed according to the areas covered. The
hand written notes which were later typed were managed
manually. After thorough reading of all the notes, the con-
tent was analyzed thematically analyzed for identification
of central issues by the two authors. Responses from the
health facilities were grouped according to the areas that
were being discussed. Data were compared to enrich the
areas studied and be able to explain factors that motivate
and demotivate members of staff to maximize their poten-
tial for work and improve their welfare.

Methodological consideration

The first author’s prolonged engagement in the health
facilities, experiences of the field visits and data collec-
tion activities were crucial for the trustworthiness of the
study. To encourage openness among the participants
we explained the issue of confidentiality and also asked
the participants to agree not to share information from
the discussion outside the group. Since the first author
was a man as well as a representative of the hospital we
made extra efforts to describe his role in the research
process. During the analysis phase we actively made
efforts to put our previous experiences within brackets
to allow for unanticipated findings. In the research team
we held regular peer debriefing and analysis sessions
contributing with different competences, beneficial for
interpreting the results.

We acknowledge the fact that for logistical reasons our
study participants were sampled from the departments
within the health facilities. This may be seen as limitation
of our findings but we find no theoretical assumption
supporting very different experiences in the more distant
institutions.

Ethical consideration

The Malawi National Health Sciences Research Committee
in the Ministry of Health gave the permission to conduct
the study. Further, consent was obtained from Malawi
Union of SDA Church executive Committee coupled with

permission from the heads of the institutions. In addition,
respondents gave their oral informed consent and
were all assured that information given would be
treated with strict confidentiality. Based on the fact
that participants were employees of the facilities under
study and that the study did not extract them from their
work stations, they opted to give verbal consent as
opposed to written one.

Results

There were several factors that influenced the motivation
of the staff. Those factors were either motivating or demo-
tivating. The motivating factors were spiritual nourish-
ment of the church based institutions and long term
benefits of members of staff and their families. The partic-
ipants were quick to point out that job security, education
and medical assistance and working in a Christian envir-
onment were all some of the motivating factors that made
them to continue working in the church based health
facilities. Pension benefits and spouse assistance during
bereavement among others were some of the advantages
of working in the church based health facilities. The
demotivating factors that were mentioned by the partici-
pants were related to management. Participants felt that
they were unfairly treated without respect. According to
the participants, this meant poor and sometimes danger-
ous working conditions leading to dissatisfaction when the
staff missed support in times of personal difficulties. Un-
derstaffing was observed as a challenge and was echoed by
several members of staff from all the facilities. This re-
sulted in making the existing staff work extra hours with
the danger of providing poor quality services. It was said
that quite a good number of people did apply for employ-
ment but when they joined the institution, they hardly
stayed for a long time before they left for other areas.
According to the members of staff, they felt that ‘the
management does not have the staff welfare at heart’ as
the root problems. Specific areas like working conditions,
housing, allowances, training, communication, and per-
sonal support were highlighted. Another issue related to
the loose of purpose, where Christian values were seen to
be deteriorating and therefore undermining the mission of
the institution.
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Motivating factors

Spiritual nourishment

Some members of staff expressed satisfaction by working
in church based institutions in that their lifestyles were
positively influenced. For instance, some participants stated
that before joining the facilities, they used to drink and
smoke heavily but following routine morning devotions
and counsels of the facilities’ chaplains, they either reduced
or completely stopped the practice. It was also mentioned
that some had become more faithful to their partners after
joining the health facilities.

Long term assistance and benefits

The participants stated that the church work force
enjoyed multiple benefits not only to themselves but also
to their spouses, children and families in general. The
benefits were education, pension, tax and bereavement
assistance. For instance, the institutions assisted the
members of staff to study further and their children up
to the age of 24 and this enabled workers’ children to
attain high level of education so long they worked hard
regardless of the status in the organization. The workers
themselves could as well be assisted to further their
education up to the age of 57 so according to them, this
was something that motivated them. At retirement age,
members received a pension. If the worker died the
spouse or children will continue to receive the pension.
In addition, when a family member or the worker dies
the institutions offer assistance according to the policy.
Members working in the Adventist health facilities and
other related church based institutions received at least
90% tax assistance. Participants stated that yes, the take
home appeared small but increased their interest to
work for the health facilities.

Demotivating factors

Poor and sometimes dangerous working conditions

Water system and electricity were major issues in the
health facilities. There was a serious problem of elec-
tricity though solar panels were installed and at one
given time there was solar system of electricity. How-
ever, once the solar system got damaged, it was never
repaired and the facility continued to experience problems.
This became difficult when nurses conducted deliver-
ies at night and this was coupled with shortage of
gloves. Nurses could hardly conduct deliveries without
gloves because doing so would put their lives at risk
of contracting HIV infection among other communicable
infections. These sentiments were also cited during the
discussions.

Risk allowances were not being considered for some
cadres such as those working in the laundry. Workers in
the laundry section were constantly being exposed to
risks of infections since they were manually doing their
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work and it was said to be high time for the hospital
management to pay some attention to this or perhaps
buy a laundry machine to safe guard staff welfare.

Housing was another issue that came up. It was
said that inadequate and poor maintenance of hous-
ing posed a challenge to the existing staff and those
willing to join the institutions. Much as the institu-
tions wished to employ more workers but the houses
were inadequate for the new staff, such that prospective
staff failed to take up their appointments at the health
facilities.

Dissatisfaction with management of allowances and
contracts

It was observed among staff that allowances were re-
duced, revised several times or not paid for on time and
this de-motivated the members of staff. The allowances
stressed in the discussions that were reduced included
education assistance, call allowances and allowances
accrued during holidays (locums). Staff members were
meant to understand that reduction of the allowances
was facilitated by the Malawi Union (the headquarters
of the Seventh Day Adventist Church in Malawi) an
understanding which needed clarification bearing in
mind these health facilities particularly Malamulo
hospital was undergoing economic difficulties at the
time. Staff on contract for years posed a threat in
that members of staff felt unsecured. Initially, it was
mentioned that when the hospital was underwent fi-
nancial difficulties, some employees were retrenched
and others were put on contract. The understanding
was that when the hospital’s financial situation improved,
employees on contract would be put on permanent em-
ployment status, a development which has not been done
even when the hospital finances had improved. Staff on
contracts was not getting the benefits like others who
were on permanent employment. It was mentioned that
some members of staff were demoted without proper rea-
sons and if the demotions were done, the said staff were
maintained in the same department under someone who
got promoted and was once a junior staff. This behaviour
was frustrating and unwelcome according to the members
of staff.

It was reported that there were differences between
old and new staff in that the treatment given to the new
staff was different from the treatment that was given to
the old staff. For instance, the new staff members were
said to have been recruited with full benefits such as
maternity leave grants, house rents and education assist-
ance among others whereas the old staff had to undergo
probation period and it was soon after completing their
probation period when they had to receive full benefits.
It was also mentioned that retirement benefits kept on
changing without clear directions.
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Problematic communication practices

Interpersonal relationship was viewed as a challenge.
When asked to elaborate on this, staff members expressed
that many times people worked under fears in that if they
did not comply with what they were told to do, they would
be fired. They cited an example where some members of
staff were reprimanded in public or in presence of patients
for not doing certain things well. They felt intimidated by
this especially when this behaviour was being demon-
strated by the senior staff of the hospital. The sour rela-
tionship was triggered by the fact that members of staff
received unequal treatment depending on their levels or
positions at work. Those with low positions were unfairly
treated compared to those with high positions. Some
doctors were more favored than others. The same applied
to the fact that young and beautiful nurses/female em-
ployees were more favored than the older ones — a devel-
opment that was said to be worrisome at some of the
health facilities.

Communication with staff members regarding ope-
rations of the hospital was observed as a challenge. It
was mentioned that staff meetings were no longer done
regularly; as such members of staff had difficulties in air-
ing out their views. These members of staff were asked
to execute things without being told in advance and
felt the decisions were mostly made by one person.
The management was able to take certain decisions
without making consultations with the rest of the staff
members. This included changes that took place within
the institution; “one only sees things happen without being
communicated”. This resulted also in decisions which were
perceived unfair. Staff members expressed for example
concerns that they felt that the recruitment of some
new staff was based on relations and the policy was not
followed.

Lack of opportunities for continuing professional
development
It was stated that members of staff hardly accessed
seminars and formal training. The shortage of staff
was stated to have contributed to their situation of
not being considered for further training. The continuing
professional development (CPD) which is a requirement
for any health professional in Malawi was a worrisome
issue to the nurses at the facility. Participants felt that
they were not considered in this aspect. Members of
staff would wish to visit sister institutions to learn on
different modalities of doing things, but the oppor-
tunity to do so was not freely granted and if granted
it was said to be given to the same people over and
over again — a happening which is demoralizing according
to the staff members.

Staff were also not given time to go for further
studies and if one insisted he would be advised to resign.
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However, senior members of the management were said
to be allowed to go for studies without problems.

Missing support in times of personal difficulties

It was mentioned that members of staff were sidelined
especially when it came to what was important for them.
They cited the fact that they felt that they were not
being supported by those in powers such as the matron,
medical director and a few other heads of department.
For instance; it was difficult to access loans, at times
deductions were made from those on sick leave without
prior communication.

The facility’s social welfare, an employee grouping
which seeks to ease social problems such as bereave-
ments among others experienced by members of staff of
all walks of life in that organization appears to be discrim-
inatory. Individuals felt that the association benefited a
selected few belonging to high ranks with high qualifica-
tions whereas those with lower qualifications and the sup-
port staff were least considered when they had problems.
There were stories where staff in difficult personal situa-
tions had not been supported by the institution but rather
reprimanded for not reporting for duties. When loans
sometimes were given it was felt the monthly deductions
were done without considering what he can remain with
to feed his family. Loans were given to members of staff
without considering the period of service of an employee
and the capacity to repay it. Staff members were of the
opinion that the institution would have to shoulder the
expenses in the event that the employee dies before accu-
mulating adequate benefits to offset the loans.

The institution on the way to lose its purpose

According to that participants, this meant that some
facilities lost their vision and so they could not realize
their goals. Much as the facility was responsible for of-
fering medical care to the communities around, it was
important to understand that primarily the institution was
responsible for evangelism, in other words ‘God first’. This
notion received an enormous support from almost all
participants in the meeting. Several examples were given
to exemplify this such as not having evangelistic outreach,
no efforts to help the destitute or visit the sick as was the
case in the past.

As a result the spiritual aspect of the staff members was
said not to be healthy. It was mentioned that attendance
to the worship has gone down and people related it with
actions of the management and their attitude. People were
unhappy and felt as if they were working in a secular insti-
tution. The spiritual health was affected negatively when
members of staff with dubious behaviors took turns in
sharing the word of God instead of being role models.
This situation affected not only the Adventist Christians
but also members of other denominations. Therefore,
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instead of witnessing for Christ, the facility was not doing
what it was supposed to do. It was further observed that
on Sabbath the operations of the hospital went on as week
days- a development which did not go well according to
the doctrines of SDA church.

Morning devotion was a challenge. It was reported
that there was no morning devotions at some of the
facilities since members of staff report late for duties and
do not observe the working conditions of the facility.
Here, even one sister in-charge acknowledged that she
usually reported late for duties as well because most of the
times she was all by herself and usually overworked. In
addition, evangelism meetings were not done in the year
this study was being conducted and appeared not to be
put in the annual plans. As a consequence of no morning
devotion taking place it was hard to think of preaching
the gospel to other people.

Discussion

The paper highlights issues pertaining Adventist health
facilities in Malawi. Implications are similarly presented
as per discussions in the order of the following prevailing
events.

The study has showed that much as the members of
staff expressed the concerns regarding their working
conditions, they were quick to point out that job security,
education and medical assistance and working in a
Christian environment were some of the motivating
factors that made them to continue working in the church
based health facilities. This is consistent with what was
established before [3] where social factors were perceived
to impact positively on people’s desire to work and in-
creased production.

Pension benefits and spouse assistance during bereave-
ment among others were some of the advantages of
working in the church based health facilities. The finding
may imply that employees were working towards self
actualization as individuals; at family levels, children
would have long term benefits in terms of education and
sickness; employees and their spouses would also benefit
during their old age even if one of them dies, who ever
remains would still be supported by the pension benefits.
Further, from the findings, one may conclude that salary
alone may not be the key determinant of motivation.

The study revealed that shortage of manpower was a
cross cutting issue among all the health facilities though
with varied degrees. This may have several implications;
performance of the facility may be reduced leading to
poor quality services offered to patients; health workers
who remain committed to their work particularly nurses
may be overworking which may result into burn outs;
over working may influence the health workers’ attitude
negatively ending into seeing patients as nuisance prevent-
ing them from resting and may be shouting at patients
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unnecessarily. At times, there may be possibility of pre-
ventable accidents such as injuries and inadequate adher-
ence to infection prevention practices among others. As a
result of this health workers may contract infections such
as HIV or hepatitis and other communicable diseases.
This finding is congruent with what was found before
[7,8]. In these studies, it was found that health workers
with long working hours were prone to developing burn
out syndrome. This consequently affected their health and
performances in many aspects.

The importance of adequate safe water and acceptable
accommodation can not be underestimated. These find-
ings may suggest that the health facilities are struggling
financially, poor planning and prioritizing on the part of
the management, workers” working conditions may have
shortfalls to be amended, these facilities may not attract
new staff and let alone patients and principles of infection
prevention practices may be compromised. The effects of
these may have long term effects on both patients and
health workers [9,10]. Many qualified health workers
would like to have decent accommodation with acceptable
basic amenities such as water and electricity among
others. Consequently, facilities without these amenities
would facilitate exodus of health workers to places with
favorable working conditions described as having good
and green pastures.

Staff welfare and motivation were perceived not as
important by some of the administrators of the health
facilities. Treatment to members of staff by the manage-
ment was different depending on the cadre or position
and this did not go well with some of the staff members,
the study has established. However, much as staff mem-
bers may be motivated to continue to work hard due to
many factors, the nature of their profession may be one
of the driving forces for them to fight on. Further, the
organization of the facility has a great role to play as far
as staff motivation and welfare are concerned [11-13].
Additionally, seeing each other as partners in deve-
lopment has shown in itself as an important motivating
factor (reference). Respect among each other, realizing
one’s potential and appreciations of what others are doing
are of great significance in development.

It was established through this study that spiritual
nourishment of the health facilities affected the workers
positively. The finding is congruent with what was found
before [14]. In that study, it was observed that spitual
care facilitate patients care, even if the patients do not
recover fully from their illness but can easily accept their
situation and if need be they are able to accept their
own death. This may have several implications; individ-
uals’ life styles may have changed in that people who
used to drink or smoke could reduce or stop completely,
family welfare and economy may be positively influenced
as money meant for food may be directed at that and
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individuals may stay long with their families. Further,
patients or clients in general accessing services in the
facilities may be well attended to.

The study showed poor interpersonal relationships
among various levels of staff members and let alone
communication. Staff members were not free as they
discharged their duties for fear of being reprimanded
and consequently the management did not communicate
issues to health workers on time. This may suggest that
in certain situations, there were no transparency and
accountability among staff members and their manage-
ment; patients’ care may be affected; work may have been
seen as a means to an end and not a means in itself. In
other words, health workers might be experiencing prob-
lems which may affect their health because they are not
able to share them with others for solutions.

The study has established the spiritual decline of the
institutions though in abstract form but expressed by
the health workers. This has been indicated by the fact
that the morning devotions were not regularly done in
some of the health facilities and in some they were not
done at all. This may have several implications; spiritual
weakness of the institutions’ leaders; some workers may
not be Christians at all; shortage of staff coupled with
increased workload with no or limited time to conduct
devotions. As a result of this, there might be no time for
praying with patients and patients care may be affected.
Studies before have established that spiritual care is of
utmost importance in as far as patient care is concerned
[14,15]. More also being Adventist institutions, spiritual
nourishment is enshrined in the policy of the church
system and forms an integral part of the church’s doc-
trines and its existence.

Financial constraints and failure to capture data from
some of the health facilities in very remote areas of the
country were the limitations. However, the study has the
strength of exploring the motivating factors among mem-
bers of staff working in Adventist health facilities in
Malawi to maximize their potential for work and improve
their welfare.

Conclusions

The study has established that working in Adventist health
facilities has multiple benefits at individual and family
levels. Education and medical assistance including pension
benefits and spiritual nourishments have been some of the
advantages of working in the church system. In addition,
unfair treatment, poor accommodation, poor communi-
cation and interpersonal relationships were pinpointed
as challenges experienced by the members of staff. Based
on these findings, the following recommendations were
made; issues seemed as advantageous to staff members
should be promoted in the church system operating pol-
icies. However, conditions of services for the Adventist
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health facilities need to be revised and implemented
accordingly; training of staff for further facility develop-
ment to be intensified, exchange visits of staff from one
institution to the other to foster sharing of knowledge
should be offered periodically and dialogue/communica-
tion between management and staff needs to be strength-
ened. Interaction among health facility staff and churches
and their respective pastors including the communities
surrounding the facilities should be strengthened to en-
hance spiritual nourishment and growth. A further study
is needed to look at the community perceptions towards
the services offered in the Adventist health facilities.

Abbreviations

AHC-L: Adventist Health Centre — Lilongwe; AHS: Adventist Health Services;
BAH: Blantyre Adventist hospital; CHAM: Christian Health Association of
Malawi; CPD: Continuing Professional Development; DHO: District Health
Office; ESCOM: Electricity Supply Commission of Malawi; ICU: Intensive Care
Unit; MU: Malawi Union; NGO: Non Governmental Examinations;

SDA: Seventh Day Adventist; SLA: Service Level Agreement.

Competing interests

No competing interest at the time of doing this piece of work. This has been
solely an empirical and independent study without affecting or copying the
work of others. Further, this work has never been published or submitted
elsewhere for publications.

Authors’ contributions

This work has been jointly done by two authors whose names are reflected
at the beginning of the paper. Both authors read and approved the final
manuscript.

Authors’ information

Dr. Kasenga works for Malawi Union Mission of the Seventh Day Adventist
Church. His work involves supervision of the health delivery systems and
making sure that the service consumers acquire quality services. He has vast
experience in working with the disadvantaged population both locally and
internationally. Dr. Kasenga has a special interest in working with
marginalized communities infected and affected by HIV and AIDS particularly
women infected with HIV pandemic. He strives to find possible solutions in
reducing HIV transmission from infected pregnant women to their babies.
Dr. Kasenga has written several publications and edited some books on HIV
and AIDS. Dr. Hurtig is a Professor of Public Health and Global Health in
Umed University, Sweden. She has written many papers and books related to
public health services. She has an enormous experience in working with
disadvantaged communities in many countries including Amazon Basin.
Professor Hurtig has special interest in working with different projects within
and outside Europe. She has been working with reputable non
Governmental Organizations locally and internationally.

Acknowledgements

This work was undertaken within the Health Ministries Department of the
Malawi Union Mission of the Seventh Day Adventist Church with support
from Umead University, International School of Public Health, Epidemiology
and Public Health Sciences, Umea, Sweden. We extend our profound
gratefulness to all the heads and staff of all the health facilities for
participating in this study.

Author details

"Malawi Union of the Seventh Day Adventist Church, P.O. Box 951, Blantyre,
Malawi. 2Departmem of Public Health and Clinical Medicine, Umed
University, Umed International School of Public Health, Epidemiology and
Public Health Sciences, SE-901 85 Umed, Sweden.

Received: 14 March 2013 Accepted: 3 October 2014
Published online: 01 November 2014



Kasenga and Hurtig BMC Health Services Research 2014, 14:486 Page 9 of 9
http://www.biomedcentral.com/1472-6963/14/486

References

1. Bethune R, Sasirekha G, Sahu A, Cawthorn S, Pullyblank A: Use of briefings
and debriefings as a tool in improving team work, efficiency, and
communication in the operating theatre. Postgrad Med J 2011,
87(1027):331-334. Epub 2011 Jan 27.

2. Garderner, Lambert: Attitudes and Motivation in Second Language Learning.
Rowley, MA: Newbury House; 1972.

3. Razee H, Whittaker M, Jayasuriya R, Yap L, Brentnall L: Listening to the rural
health workers in Papua New Guinea - The social factors that influence
their motivation to work. Soc Sci Med 2012 [Epub ahead of print].

4. Nair SS: Article Database, Employee welfare; 2009. http://www articlesbase.
com/human-resources-articles/employee-welfare-999627.
html#tixzz1b8WgqJcfN.

5. Tzeng HM: The influence of nurses’ working motivation and job
satisfaction on intention to quit: an empirical investigation in Taiwan.
Int J Nurs Stud 2009, 39(8):867-878.

6. Yildiz Z, Ayhan S, Erdogmus S: The impact of nurses’ motivation to work,
job satisfaction, and sociodemographic characteristics on intention to
quit their current job: an empirical study in Turkey. Appl Nurs Res 2009,
22(2):113-118. doi:10.1016/j.apnr.2007.06.002.

7. Dilorio B, Cillo N, Cucciniello E, Bellizzi V: Burn-out in the dialysis unit.

J Nephrol 2008, 21(Suppl 13):5158-5162.

8. Le Gall JR, Azoulay E, Embriaco N, Poncet MC, Pochard F: Burn out
syndrome among critical care workers. Bull Acad Natl Med 2011,
195(2):389-397. discussion 397-8.

9. Thomas EW: Problems in Public Health encountered in a New Area.
Proc R Soc Med 1933, 26(3):207-216.

10.  Mbonye AK, Asimwe JB: Factors associated with skilled attendance at
delivery in Uganda: results from a national health facility survey.

Int J Adolesc Med Health 2010, 22(2):249-255.

11. Krogstad U, Veenstra M, Sjetne IS, @sthus R, Rattingen JA: The hospital
organization as the staff see it. Tidsskr Nor Laegeforen 20 2002,
122(19):1890-1894.

12. Kudo Y, Kido S, Shahzad MT, Yoshimura E, Shibuya A, Aizawa Y: Work
motivation for Japanese nursing assistants in small- to medium-sized
hospitals. Tohoku J Exp Med 2011, 225(4):293-300.

13. Amendolair D: Caring behaviors and job satisfaction. J Nurs Adm 2012,
42(1):34-39.

14.  Astrow AB, Wexler A, Texeira K, He MK, Sulmasy DP: Is failure to meet
spiritual needs associated with cancer patients’ perceptions of quality of
care and their satisfaction with care? J Clin Oncol 2007, 25(36):5753-5757.

15. Pearce MJ, Coan AD, Herndon JE 2nd, Koenig HG, Abernethy AP: Unmet
spiritual care needs impact emotional and spiritual well-being in
advanced cancer patients. Support Care Cancer 2011 [Epub ahead of print].

doi:10.1186/512913-014-0486-4

Cite this article as: Kasenga and Hurtig: Staff motivation and welfare in
Adventist health facilities in Malawi: a qualitative study. BMC Health
Services Research 2014 14:486.

Submit your next manuscript to BioMed Central
and take full advantage of:

¢ Convenient online submission

¢ Thorough peer review

* No space constraints or color figure charges

¢ Immediate publication on acceptance

¢ Inclusion in PubMed, CAS, Scopus and Google Scholar

* Research which is freely available for redistribution

Submit your manuscript at ( -
www.biomedcentral.com/submit BiolVed Central



http://www.articlesbase.com/human-resources-articles/employee-welfare-999627.html#ixzz1b8WqJcfN
http://www.articlesbase.com/human-resources-articles/employee-welfare-999627.html#ixzz1b8WqJcfN
http://www.articlesbase.com/human-resources-articles/employee-welfare-999627.html#ixzz1b8WqJcfN

	Abstract
	Background
	Methods
	Results
	Conclusions

	Background
	Methods
	Study area
	Sampling of informants
	Data collection
	Data analysis
	Methodological consideration
	Ethical consideration

	Results
	Motivating factors
	Spiritual nourishment

	Long term assistance and benefits
	Demotivating factors
	Poor and sometimes dangerous working conditions

	Dissatisfaction with management of allowances and contracts
	Problematic communication practices
	Lack of opportunities for continuing professional development
	Missing support in times of personal difficulties
	The institution on the way to lose its purpose

	Discussion
	Conclusions
	Abbreviations
	Competing interests
	Authors’ contributions
	Authors’ information
	Acknowledgements
	Author details
	References


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /PageByPage
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails true
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams true
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (None)
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000500044004600206587686353ef901a8fc7684c976262535370673a548c002000700072006f006f00660065007200208fdb884c9ad88d2891cf62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef653ef5728684c9762537088686a5f548c002000700072006f006f00660065007200204e0a73725f979ad854c18cea7684521753706548679c300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV <>
    /HUN <>
    /ITA <>
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020b370c2a4d06cd0d10020d504b9b0d1300020bc0f0020ad50c815ae30c5d0c11c0020ace0d488c9c8b85c0020c778c1c4d560002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken voor kwaliteitsafdrukken op desktopprinters en proofers. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents for quality printing on desktop printers and proofers.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /NoConversion
      /DestinationProfileName ()
      /DestinationProfileSelector /NA
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure true
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles true
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /NA
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /LeaveUntagged
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [595.440 793.440]
>> setpagedevice


